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Abstract
The incidence of cancer in Canada is quite high and has an enormous impact on the
person, with many side effects. Physical activity and physiotherapy are feasible and safe
means of addressing these, yet remain lacking in Canada.

This qualitative study using an interpretive description approach and the
theoretical domains framework as a lens was used to examine what physiotherapists
perceive as their roles and the place of physical activity in those with cancer for their
care. Studies to date have focused on specialized centers in larger urban areas; however, a
significant number of those living with cancer are not necessarily getting their care in
those larger centers for the duration of their journey. Understanding the services available
to them at any time, in any center in Canada are of importance in order to ensure their

journey is as comprehensive and holistic as possible.
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Chapter 1

Introduction

The prevalence of cancer in Canada is staggering. It is estimated that 1 in 2
Canadians will develop cancer in their lifetime, 1 in 4 will die of the same, and it is the #1
cause of death in Canada (Canadian Cancer Society, 2019). However, there is a positive
shift occurring. Advancements in cancer detection and treatments have resulted in an
increase in cancer survivorship. The 5-year survival rate was at 63% for the years 2012
and 2015, up from 60% between 2006 and 2008, and 55% between 1992 and 1994
(Canadian Cancer Society, 2019).

Cancer’s impact on the individual is far reaching, including psychological and
physical aspects of their being. The most common side effects are cancer-related fatigue,
depression, pain and muscle dysfunction. Cancer related fatigue is the most prevalent side
effect reported (Jones et al., 2016; Prue et al., 2006) and depression has been found to be
more common in those with cancer than the general population (Krebber et al., 2014).
Pain is extremely common, being reported in 64% of those with metastatic or advanced
cancer, 59% in those receiving treatment and 33% of those post-intervention (van den
Beuken-van Everdingen et al., 2007). Muscle dysfunction, which encompasses loss of
muscular strength and composition, has been found to be present in as many as 54% of
newly diagnosed colorectal cancer patients and up to 30% in breast cancer patients, as
measured by grip strength and upper body exercises (Christensen et al., 2014).

It has been noted that some cancer-related side effects occur in isolation but most
occur concurrently. This is called symptom clustering and it has been suggested most

patients experience between 8-11 symptoms throughout their cancer survivorship (Cheng
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et al., 2009). The side effects may occur at diagnosis or during cancer treatments and may
persist long after these cancer treatments are completed (also known as late effects).
These in turn can lead to a decline in physical function, decrease in quality of life,
inability to return to work or difficulty performing basic activities of daily living. This
may result in an increase in burden of care and increase in hospital utilization
(Christensen et al., 2014; Krebber et al., 2014; Prue et al., 2006; van den Beuken-van
Everdingen et al., 2007).

Physical activity has been found to be beneficial during all points of cancer care
to minimize cancer-related side effects (Speck et al., 2010). It has been shown to reduce
cancer-related fatigue at a cellular level, improving mitochondrial biogenesis and insulin
sensitivity and, in turn, improving the regulation of sleep, mood and diurnal levels of
cortisol (Berger, Gerber & Mayer, 2012). Different systematic reviews of randomized
control trials further support the notion of physical activity assisting to reduce cancer-
related fatigue using a wide range of interventions such as resistance training, yoga,
walking and others (Cramp & Daniel, 2012; LaVoy, Fagundes, & Dantzer, 2016; Kessels
et al., 2018), and at different points in the trajectory including palliative care (Pyszora et
al., 2017). It has been found to have a positive effect for those with depression (Craft et
al., 2012; Knapen et al., 2015) and to improve pain, improving quality of life (Mishra et
al., 2012). Upper limb dysfunction in women after breast cancer interventions have been
found to improve in the domains of strength, shoulder function and with no noted
increase in lymphedema when they participate in physical activity (McNeely et al., 2010).

Rehabilitation is common for many health conditions, from cardiac rehabilitation

programs to physiotherapy after a joint replacement. It has been described as a variety of



measures aimed at improving and maintaining an individual’s optimal function (World
Health Organization, 2011). It can address solely the psychological or physical needs of
the individual or can be a comprehensive program including all aspects of the individual
(Wade, 2006). Physical rehabilitation needs of cancer survivors in Canada have received
little attention and few services. In 2011, a survey of cancer centers across Canada found
that only 30% of these centers had a cancer physical rehabilitation program and the
majority of these programs did not meet the patients’ physical needs (Canestraro et al,
2013).

Since this survey, some improvements have been made, with some hospitals
offering cancer physical rehabilitation services such as inpatient services for patients
“off-service” (not an oncology-specific unit), inpatient rehabilitation services, or to
outpatient rehabilitation programs offered in the community setting (Dalzell et al., 2017).
Some cancer physical rehabilitation programs are multi-disciplinary, often led by
healthcare professionals who have a background in prescribing physical activity, such as
physiotherapists (Pyszora et al., 2017; Bennett et al., 2018). Physiotherapists are well
suited to leading cancer physical rehabilitation programs as they provide client-centered
care in a variety of settings to diverse populations and this care focuses on how and why
movement and function take place (Canadian Physiotherapy Association, 2012).
Physiotherapists analyze the impact of injury, disease, lifestyle and aim to enhance or
restore function to prolong an individual’s independence for as long as possible
(Canadian Physiotherapy Association, 2012).

To date, the literature has examined the experiences of physiotherapists who are

on oncology healthcare teams and their perceptions of what and how cancer rehabilitation



programs are delivered as well as how they perceive cancer survivors experience this
care. A quantitative study using a survey of both oncology physiotherapists and nurses
indicated three quarters of physiotherapists prescribed activity for 81% of their patients
and cited the family and friends of patients advising against activity as their biggest
barrier in advocating for such an intervention (O’Hanlon & Kennedy, 2014). Qualitative
studies have also been conducted, including a recent one looking at physiotherapists who
assist lung cancer survivors (Granger et al, 2018). Interviews and a focus group were
used to delve into barriers and enablers to implementing physical activity into their care.
A total of eight physiotherapists participated and all agreed physical activity was an
important component in lung cancer survivors’ care. However, lack of research evidence
in lung cancer in particular, both in quality and quantity, likely impacted their ability to
become integrated on such a team. Lack of research likely impeded funding such a
position, as well as leading to a lack of other team members being aware of the benefits.
Some of the findings indicated that participants felt there was a generally poor culture on
the oncology wards in advocating for physical activity. Participants felt emphasis was on
providing rest (Granger et al, 2018). They further indicated physiotherapists need to be
“the drivers of change” in this area (Granger et al., 2018, p. 855).

Studies that include physiotherapists who have cancer patients on their caseload
would be beneficial as they are potential drivers of change. They may have insight as to
barriers to implementing physical activity for this patient population when they are
admitted to any ward such as general medicine or surgery. They have the training and
experience to provide physical rehabilitation care to cancer survivors in a variety of

environments and as such are well suited in sharing their perspectives on a wide range of



topics in this domain. How other professions are thought to perceive and refer those
living with cancer to physiotherapy, the degree to which physical activity is considered
for this population and the knowledge the physiotherapists themselves have in providing
care for this population, among other topics, will be explored. This might give direction
on how to further implement this care for all cancer survivors who access the health care

system at any time, on any hospital unit.

Purpose of this Study and Research Question
The purpose of this study was to explore the perspectives of physiotherapists on
cancer rehabilitation, specifically physical activity, as a component of cancer care,
seeking to find out their:
1. Roles in assisting cancer survivors with physiotherapy.
2. Perspectives on using physical activity to improve cancer survivors’ health.
The following research questions were explored:
1. What do physiotherapists in New Brunswick perceive as their roles in assisting
cancer survivors?
2. What are the perspectives on using physical activity to improve cancer survivors’
health?
3. What are some of the barriers and enablers to incorporating physical activity into

cancer survivorship care?

Definition of Terms



There are several terms that will be encountered that carry a variety of meaning to
a range of stakeholders. For the purpose of this study, the following terms that were used
had the following definitions:
Cancer survivor: There has been much debate over the term cancer survivor since the
term was first used. In 1985, Fitzhugh Mullan, a pediatrician who had been diagnosed
with cancer several years earlier, theorized in the New England Journal of Medicine that
the concept of being a cancer survivor was a “time of life”” that went from diagnosis to
post-intervention. This diverged from the idea of “cured/not cured” (Marzorati, Riva, &
Pravettoni, 2017). For the purposes of this study, the term cancer survivor and cancer
survivorship will be used in reference to the moment of cancer diagnosis and beyond.
Cancer Physical Rehabilitation: The World Health Organization defines rehabilitation as
"a set of measures that assist individuals, who experience or are likely to experience
disability, to achieve and maintain optimum functioning in interaction with their
environments" (World Health Organization, 2011). In its most simplistic description, it
can be defined as “a problem-solving process”. It encompasses all aspects of the
individual, including the physical, behavioral and psycho-social aspects of the situation
(Wade, 2006). The definition for cancer physical rehabilitation continues to be debated,
with some indicating it is a term reserved for post-intervention (Spence et al., 2010;
Stubblefield et al., 2013) to those indicating it encompasses all forms of interventions to
minimize disability from the moment of diagnosis (Canestraro et al., 2013; Silver et al.,
2015; Garmy & Jakobsson, 2018). For the purposes of this study, cancer physical
rehabilitation will refer to the rehabilitation of physical aspects from the moment of

diagnosis and throughout the cancer continuum.



Physical activity: Physical activity and exercise are terms that actually mean different
things but are often used interchangeably. Physical (or functional) activity is used to
describe any skeletal muscle movement that expends energy. Exercise is a structured and
repetitive form of physical activity (Caspersen, Powell & Christenson, 1985). The term
physical activity will be used in this study to describe what physiotherapists provide as an
intervention for cancer survivors. Physiotherapists use many modes of muscular
movement to achieve functional outcomes (Canadian Physiotherapy Association, 2012);
thus, physical activity encompasses the scope of physiotherapists’ interventions in a more

inclusive manner.

Personal Interest in the Study

I am a physiotherapist of almost 20 years who has worked on inpatient services in
a variety of medical settings and acuities. In those years, I have worked with cancer
survivors on floors such as physical rehabilitation, surgery, medicine, ICU and others. I
had not been aware of physiotherapists being involved on an oncology team until almost
10 years into my career, which had included working in several provinces at that point. It
was then that I became a member of an inpatient oncology unit. have since had many
informal discussions with colleagues, letting them know the type of work I was doing
during my time on the oncology unit, and many were surprised. It is from here the
research question began: what do physiotherapists know about becoming involved in

cancer survivorship care?

Current Study
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For this study, practicing New Brunswick physiotherapists who have provided
care to cancer survivors in a hospital setting were interviewed to gain insight as to how
physical activity can be included in cancer care and the role of physiotherapists in
providing this care while patients are in a hospital for any reason.

This research study was conducted using an interpretive descriptive framework.
Interpretive description is a qualitative research study design that serves to describe or
document a phenomenon and then advance an interpretation of this phenomenon to
develop disciplinary knowledge with the ultimate goal of bringing the results in to an

applied practice context (Thorne, 2016).

Significance of the Study

This study is unique in that most studies conducted in Canada have been in larger,
urban centers (Smith-Turchyn et al., 2016; deOliveira et al., 2018; Dalzell, 2017; Wilson
et al., 2017). This study sought the perspectives on physiotherapists who are currently
working in the province of New Brunswick, allowing insight into another area of Canada,
considered less urban.

Second, it included physiotherapists who are not a part of an oncology specific team
but are involved in providing care to cancer survivors in a hospital setting. Previous
studies have focused on a variety of health care professionals who are on an oncology
unit (Smith-Turchyn et al., 2016; O’Hanlon & Kennedy, 2014; Wilson et al., 2017,
Olsson Moller et al., 2018; Sheill et al, 2017); however, cancer survivors access the

health care system under different services and inpatient hospital units. By including



these experiences, another layer of barriers and enablers in incorporating physiotherapy
services into cancer survivorship care can be identified.

Third, it will assist in providing direction for future research. By identifying how
physiotherapists who are working with cancer survivors in any capacity are assisting
those who have cancer in a hospital setting will provide a more holistic view of how a
cancer survivor may encounter different aspects of the health care system and the
presence, or lack thereof, of a physiotherapist. If education needs to be improved, if better
care pathways need to be identified, or any other enablers are identified and can be
expanded, it could assist administrators and educators in expanding physiotherapists’

role.

Chapter Summary

Cancer has an enormous impact on those who receive such a diagnosis. Among
the many side effects, physical activity has been shown to have a positive effect on both a
cellular and functional level (Berger, Gerber & Mayer, 2012; Cramp & Daniel, 2012;
Christensen et al., 2014); however, its formal incorporation in to cancer survivorship care
remains lacking (Canestraro et al, 2013; Dalzell et al., 2017). Physiotherapists are health
care professionals whose role it is to implement a variety of techniques to improve one’s
physical functioning. They are fitting to fill the role of advocate for a cancer survivor’s

physical well-being but do not seem to have become a part of the standard of care for this
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population (Canestraro et al, 2013). Therefore, this study sought the perspectives of
practicing physiotherapists in the province of New Brunswick who have assisted cancer
survivors in any capacity in a hospital setting. This will assist in gaining a more all-
encompassing view of some of the barriers and enablers of incorporating such care into

cancer survivorship.

Chapter 2

Literature Review
The following chapter will review relevant literature, expanding on incidence,
mortality and survivorship of cancer in Canada. A description of a cancer survivor will be
discussed, followed by many variables cancer brings, with the most common sequelae
examined in further detail. Cancer rehabilitation will be identified as a means of
addressing these sequelae. The presence of formal cancer rehabilitation programs in
Canada will be discussed, along with the presence of physiotherapists in cancer

rehabilitation programs. There is literature supporting the provision of physical activity as
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supervised by physiotherapists and the most common sequalae will be examined in
further detail so as to highlight these benefits. The perceptions of various health care
professionals and cancer survivors in incorporating physical activity in cancer
survivorship will be explored, along with physiotherapists’ perceptions on such care. This
will lead in to gaps in the literature, which could be improved by undertaking the current

study.

Overview of cancer in Canada: Incidence, Mortality and Survivorship

With an estimated 604 Canadians getting a new cancer diagnosis daily, and 225
Canadians expected to die from cancer daily, the impact on Canadians is unmistakable.
Overall, the incidence of cancer is high. As of 2019, an estimated 220,400 new cases will
occur. Its mortality rate was equally high, estimated at being 82,100. It is actually the
leading cause of death in Canada, responsible for 30% of all deaths (Canadian Cancer
Society, 2019).

Cancer is actually a set of over 100 illnesses but is generally referred to as one
illness affecting many body systems (Canadian Cancer Society, 2019). Lung, colorectal,
breast and prostate cancers, respectively, are the most common types of cancers but bring
various outcomes. As an example of the differences between these cancers, lung and
colorectal cancer were the most common types of cancers diagnosed as of 2019;
however, lung cancer had a 5-year survival rate of 19%, and colorectal cancer’s 5-year
survival rate was 65%. Breast and prostate cancers also had a better 5-year survival rate
than lung cancer, with breast cancer being at 88% and prostate at 93%. Gender has a

slight impact as well, where males are more likely to be diagnosed with cancer, and
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women are more likely to survive a cancer diagnosis (Canadian Cancer Society, 2019).
Cancer has been associated as an illness of increasing age but can affect anyone at any
time. The most current data in New Brunswick indicates 75.2% of new cancers in men
and 84.9% of new cancers in women occurred in those over the age of 60 (New
Brunswick Cancer Network, 2013). Where one lives in Canada has also been suggested
to have an impact on the likelihood of getting a cancer diagnosis. New Brunswick has
some of the highest incidences of cancer in the country, being lower to only
Newfoundland and Labrador, Prince Edward Island and Nova Scotia, and higher than the

national incidence rate (Statistics Canada, 2018).

Who is a Cancer Survivor?

In 2006, the Institute of Medicine’s published a report aimed at improving cancer
survivorship care. This continued the debate of who is a cancer survivor. As outlined in
the document, historically cancer was considered incurable, thus the term survivor was
meant to refer to the friends and family who remained. With the advent of new treatments
in the 1960s, the term survivor then evolved to referring to those who survived 5 years
post-intervention. (National & National, 2005). From there, cancer survivor evolved to
meaning someone from the moment of cancer diagnosis, as first attributed to the
physician Fitzhugh Mullan, a pediatrician who had had cancer himself (Mullan, 1985).
He indicated there were different seasons of survival. The first is the acute, where
diagnosis and treatment to slow and/or stop the progress of the illness occurs. This can be
followed by the extended survival phase where the illness is either in remission, or

intermittent interventions occur. He describes the last season as the survival season,
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where cancer has been “cured”, however the person now has forever been impacted by
this experience (Mullan, 1985).

This term is evolving, with indications that some who have had a cancer diagnosis
do not accept the term “cancer survivor” to describe themselves. They feel it does not
fully capture the different phases of living with cancer (Park et al., 2009; Rees, 2018;
Berry et al., 2019). Those who have a poor prognosis feel they will not “survive”. Also,
those whose cancer has been caught early and minimal interventions are needed do not
feel they have earned the designation of “surviving” something that others have had to
undergo much more in order to do so (Rees , 2018; Berry et al, 2019). As such, this
document will use the term “living with cancer” in order to capture the moment of

diagnosis and beyond.

Cancer Challenges

Where cancer survivorship encompasses many points along the disease’s
trajectory, it is easily understood to bring many challenges. With more people surviving
cancer and its interventions, and for longer periods, a new focus on survivorship has
occurred. Long term and late effects of cancer and cancer treatment can increase health
care costs and decrease length and quality of survival (Aziz, 2007). The need to continue
monitoring and surveillance strategies at this time are necessary, as well as the need to
provide appropriate interventions to assist with issues such as chronic fatigue,
neurocognitive deficits, psychosocial aspects, pain, muscle dysfunction and others (Aziz,
2007). The most common challenges reported by patients are cancer related fatigue,

depression, pain and muscular dysfunction. These can occur in isolation, but most often
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occur concurrently and in some cases one side effect may exacerbate others, leading to
increased length of hospital stay, decreased quality of life and potentially death (Bower,
2014; Craft et al., 2012; McNeely et al., 2010). The following will look at each of these

side effects independent of the others.

Cancer Related Fatigue

Cancer related fatigue has come to be a well-documented and persistent side
effect of cancer. It has been described as more debilitating than “normal” fatigue and is
not related to energy expenditure. A definition put forth is cancer related fatigue is a
“persistent and subjective sense of physical, emotional and/or cognitive tiredness or
exhaustion related to cancer and/or cancer treatment that is not proportional to activity
and interferes with usual functioning” (Bower, 2014, Box 1). It does not improve with
increased rest or decrease in activity. Prevalence estimates suggest that it occurs in 25%
to 99% of those receiving treatment, depending on cancer population type, and has been
said to be the most common cancer-related side effect (Berger et al., 2012; Bower, 2014;
Pearce et al., 2017). It can be elevated before treatment and increase during interventions,
leading some to discontinue those interventions. Fatigue generally improves after the
completion of treatment; however, studies of long-term survivors suggest one quarter to
one third of 10-year survivors continue to experience fatigue (Bower, 2014; Prue et al.,
2006). It has a negative impact on return to work, social relationships and independence.
It may decrease quality of life during and after treatment and may lead to a shorter

survival period (Bower, 2014).
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Despite its prevalence, it is an under-reported symptom not often sought out by
health care professionals nor is its impact on the individual fully understood. There
remains a lack of a standardized tool for measuring cancer related fatigues, and its
contributing factors are considered multi-factorial (Bower, 2014; Prue et al., 2006; Tian

etal., 2016).

Depression during Cancer

Depression has been shown to occur at a higher rate in those with cancer than the
normal population (Krebber et al., 2014). It has been associated with feelings of sadness,
changes in sleep and appetite and a decreased quality of life (Craft et al., 2012).
Depression in cancer can lead to poor compliance with proposed interventions and
reduced survival (Craft et al., 2012). Given the magnitude of the illness, it seems quite
understandable depression could develop at some point during the trajectory. Factors
such as decreased psychological coping skills in dealing with types or severity of
symptoms, or the presence of a poor cancer prognosis could lead to an increased risk of a
depressive episode. Biological factors could pre-dispose one to such an incident, such as
some steroids or interferon changing one’s serotonin levels. Lifestyle factors, such as the
use of tobacco or alcohol could also increase the risk of developing depression in those
living with cancer (Craft et al., 2012). Current interventions tend to primarily involve

pharmacological and psychotherapeutic interventions (Craft et al., 2012).

Pain during Cancer
The prevalence of pain during cancer is certainly a great burden many experience

(van den Beuken-van Everdingen, 2007). These values were based on a systematic
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review of literature over the span of 40 years. A more recent update of such a review was
undertaken, and values remained similar, despite an increase of 35% in articles focusing
on addressing cancer-related pain since the original publication (van den Beuken-van
Everdingen, 2016). There was even a “global year against cancer pain as undertaken by
the International Association for the study of pain” (van den Beuken-van Everdingen,
2016, p. 1078) which seems to have resulted in an increase in awareness among health
care professionals and patients alike as to the severity and prevalence of such a symptom.
Despite this awareness, it would appear nothing had changed in the following 10 years.
The authors put forth the possibility that patients with cancer are getting older and live
longer and thus their pain patterns are different than the previous study. They also put
forth the need to introduce more psychological interventions, rather merely focusing on
pharmacological options, but interestingly there was no mention of exercise and
rehabilitation as a possible option in decreasing one’s pain (van den Beuken-van

Everdingen, 2016).

Muscle Dysfunction during Cancer
Alterations in muscle and their ability to function normally can be the result of a
variety of factors during cancer care. Muscle weakness, decreased range of motion, and
loss of muscle mass are considered to be components of muscle dysfunction. During
cancer, some may experience alterations in intercostal muscles (muscles along the rib
cage), which can alter one’s breathing patterns as a result of radiation for any number of
cancers, such as breast cancer, lung cancer or others where radiation has been targeted to

the chest region (O’Donnell et al., 2016; Ha et al., 2018). Muscle dysfunction in one’s
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upper limb is commonly reported by breast cancer patients who have undergone
mastectomies, resulting in decreased strength and range of motion (Kenyon et al., 2018;
McNeely et al., 2010). Toxicity from cancer treatment can impact one’s ability to
maintain their balance putting them at an increased risk of falls (Guerard et al, 2015).
Patients receiving androgen-deprivation therapy as a means of decreasing tumor growth
during prostate cancer treatment have their body composition altered, resulting in a
decrease of lean muscle mass and an increase in adiposity. These have been associated

with decreased strength, increase falls and increase risk of fracture (Gardner et al., 2014).

Sequelae to cancer

With the presence of these symptoms, either in isolation or in combination, the
individual may be left with a decrease in quality of life, decrease in independence, an
inability to return to work, increased burden of care on a family member or friend, and
increase in hospital utilization (Silver et al., 2015). They may lead to decreased
compliance with cancer interventions, and ultimately in decreased survivability (Silver et
al., 2015). The burden the individual and their loved ones carry is obvious, and its
implications on the healthcare system is quite notable.

The financial costs of cancer are large. As of 2012, Canada’s healthcare system
spent a total of $7.5 billion on cancer care, more than doubling in a 7-year period. The
costs most linked to this rise were hospital-based care, such as chemotherapy and
radiation therapy. This analysis did not include diagnostic and screening tests, and it was
unable to capture private insurance coverage for prescriptions and as such, could actually

be an underestimate of total costs (deOliviera et al., 2018).
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This value also lacks incorporating the cost of caregiver support. It is quite
common that when someone is diagnosed with cancer, their support network, namely
friends and family, are also impacted. This can result in family members taking time off
work to assist with attending medical appointments or providing care at home for their
loved one and thus being away from their paid employment. According to Statistics
Canada, family members providing care for loved ones is mostly due to ageing, followed
by cancer as the second reason for caregiving. It is estimated that it costs the economy a

total of $1.3 billion in this loss of productivity annually (Government of Canada, 2014).

Cancer Rehabilitation

With an increased focus on cancer and its implications for the individual and on
the healthcare system in general, an increased focus on cancer rehabilitation as a means
of addressing these challenges has begun to gain acceptance.

The first study conducted on patients who had cancer and were provided with
exercise as an intervention can be traced back to Dr. Winningham and Dr. MacVicar at
Ohio State University in the US. Up to this point, medical advice was to rest and cancer
patients were told to avoid exercise for fear of harm. This study was conducted in the not
so long-ago time of the 1980s. The idea to accept their findings was slow to gain
momentum, and it was not until the mid to late 1990s did exercise research in the field of
oncology begin to have enough groundwork behind it to gain acceptance (Jones &
Alfano, 2013).

The need for rehabilitative interventions worldwide far exceeds the workforce

available to meet these needs. The 2015 Global Burden of Disease Study indicated that
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74% of the total years lived with disability worldwide include conditions, such as cancer,
for which rehabilitation is beneficial (World Health Organization, 2017). Indeed, cancer
specifically has seen an increase of 36.6% years lived with disability. The need for
rehabilitation services is forecasted to continue increasing, given the aging population, as
well as improved acute care and survival rates for many non-communicable and chronic
conditions (World Health Organization, 2017).

A recent bibliometric analysis indicated that cancer has seen an increase in
research publications pertaining to rehabilitation in the last two decades, increasing by a
rate of 810% between the years of 1992-2016, albeit slower than overall cancer
publications, which saw an increase of 1056% in the same time period (Stout et al.,
2018). What is encouraging, however, is the increase in cancer rehabilitation attention is
growing at a faster rate than rehabilitation in general (Mewes et al., 2012; Stout et al.,
2018). This seems to be attributed to increased funding in the years of 2000 and onward,
as well as the Institute of Medicine’s publication in 2006 “Cancer patient to cancer
survivor: lost in transition” which brought more attention to rehabilitation as being an
important aspect of cancer care (Stout et al., 2018). Further analysis revealed, however,
that physical rehabilitation in cancer care was actually growing at a slow pace, where the
focus of rehabilitative efforts seemed to be focused on the psychological and
psychosocial components of care. The interesting paradox is the anxieties and various
levels of depression patients report are usually due to the physical impairments and
disabilities brought on by cancer and its interventions (Stout et al., 2018).

Formal Support for Provision of Physical Activity and Rehabilitation in Cancer

Care
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Most recently, Australia has attracted international attention by being the first
country to come out with a strong position statement regarding physical activity during
cancer as published in the Clinical Society of Oncology of Australia (COSA), re-
published in the Medical Journal of Australia and endorsed by the Cancer Council of
Australia, Medical Oncology group of Australia Incorporated, among others (Cormie et
al, 2018). In broad terms, it states as a minimum, all those with cancer should avoid
inactivity and return to normal functioning as soon as possible following a cancer
diagnosis (Cormie et al., 2018). Furthermore, COSA recommends that best practice
should be to refer patients to either an accredited exercise physiologist or physiotherapist
for proper activity program development and that all health professionals involved in
cancer care have a responsibility to promote such recommendations for exercise and
activity (Cormie et al., 2018).

The Institute of Medicine released a detailed document in 2006, which outlined a
variety of recommendations in order to improve cancer survivorship. It included the
development of consensus- and evidence-based guidelines. This resulted in a variety of
professional organizations creating guidelines in the domains of physical and
psychosocial care for those living with cancer (Nekhlyudov et al., 2017).

Various types of cancer societies have developed guidelines for exercise in the
specific populations they represent. The American Cancer Society has developed specific
guidelines for those who have had prostate cancer. It outlines 3 or more hours a week of
vigorous activity for those with prostate cancer has been associated with a 61% reduction
in prostate-specific death (Skolarus et al., 2014). One of the most studied types of cancer

in the sphere of exercise provision is breast cancer. Indeed, several meta-analyses and

20



systematic reviews of various randomized controlled trials have highlighted the enormity
of the impact exercise can have on this illness. It has been shown to improve immune
function, chemotherapy completion rates, decrease hospitalization duration and assist
with fatigue, pain and nausea (Hayes et al., 2011).

In Canada, there is yet to be a nation-wide, all-encompassing statement as to the
effectiveness of physical activity; however, Cancer Care Ontario has an in-depth
guideline for the provision of exercise for those who have cancer (Segal et al., 2015). As
a minimum, it says up to moderate amounts of exercise are safe for those who have
cancer both during and after treatment. It goes on to say that this activity will improve
quality of life as well as improve muscular and aerobic fitness (Segal et al., 2015). The
United States has similar guidelines, as provided by the American College of Sports
Medicine (Schmitz et al, 2010), as does the UK with the MacMillan Cancer Support

review of literature (MacMillan Cancer Support, 2017).

Physical Activity and Cancer Rehabilitation Delivery in Canada

Despite the evidence showing the benefits of physical activity for those living
with cancer, the provision of such services is scattered throughout Canada. With cancer
being so prevalent amongst so many Canadians, and survivorship increasing, there is
need to examine the use and impact of physical activity on cancer survivorship in
Canada. The impact on the health care system can no longer be ignored, not to mention
the emotional toll the loss of function has on the person. Indeed, it is suggested that some
people may survive cancer provided they have supportive care to maintain and/or regain

function (MacMillan Cancer Support, 2012; Cormie et al., 2018).
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Cancer rehabilitation can be delivered on an individual basis, by one health care
provider, or as a more formal team approach, enlisting a variety of health care
professionals. It may focus on one aspect, such as cognitive or physical, or can be more
holistic, looking to address cognitive, emotional, and physical aspects of the person. It
can be done in a hospital setting, on a variety of hospital units, in a community setting, or
in a person’s home (Marker et al., 2018;). A person living with cancer may participate in
cancer rehabilitation at any and all points during their cancer continuum, encountering a

variety of approaches by a variety of professionals.

Physiotherapists and Cancer Rehabilitation

As highlighted in the COSA position statement, physiotherapists are well-
qualified health professionals who can promote physical activity as a component of
cancer rehabilitation for those with cancer (Cormie et al., 2018). Physiotherapy is an
autonomous, evidence-led profession that is supported by all legal jurisdictions across the
country. Physiotherapists are primary care practitioners, meaning patients can access
them directly, with no need for a physician’s referral. Physiotherapists are client-
centered, providing care in a variety of settings to diverse populations (Canadian
Physiotherapy Association, 2012). As a discipline, it focuses on how and why movement
and function take place. Physiotherapists analyze the impact of injury, disease, lifestyle
and aim to enhance or restore function to prolong an individual’s independence for as
long as possible. Physiotherapists seek to improve health, lifestyle and quality of life with
a variety of techniques, from education, personalized therapeutic exercise, physical

and/or electrotherapeutic agents, cardiorespiratory techniques including airway clearance
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methods, among others (Canadian Physiotherapy Association, 2012). In relation to
cancer, physiotherapists can assist at various stages to gain and maintain function while

considering the impact cancer can have.

Physiotherapy, Physical Activity and how they Impact Cancer Related Challenges

Cancer Related Fatigue

As indicated to earlier, cancer related fatigue is much more debilitating than
normal fatigue, is not alleviated with rest or decreased activity. It is a complex, multi-
dimensional phenomenon that spans the physical, emotional and cognitive aspects of
one’s being (Bower, 2014; LaVoy et al., 2016). Contrary to what most would think,
cancer related fatigue has actually been found to improve with the provision of physical
activity and physiotherapy (Speck et al., 2010; Mishra et al., 2012, LaVoy et al., 2016).
The tools for measuring fatigue have improved over the years and an increase in literature
has demonstrated more evidence to support physical activity as a safe means of
improving fatigue. Since 2005, studies almost tripled, with 93% of these studies
demonstrating positive results in providing physical activity on decreasing cancer related
fatigue and 50% of these were statistically significant (Speck et al.,2010). It is believed
physical activity acts in a multi-dimensional fashion to improve fatigue. It likely provides
psychological benefits by increasing confidence, allowing one to set and achieve goals
and may also improve sleep (LaVoy et al., 2016). It has been suggested it counteracts
deconditioning through increased muscle mass and increased aerobic capacity (LaVoy et
al., 2016). Cancer-related fatigue has been associated with increased inflammation, for

which physical activity has been shown to increase levels of anti-inflammatory cytokines,
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which may then contribute to lessening the impact of cancer-related fatigue (LaVoy et al.,

2016).

Depression

Much like fatigue, the provision of physical activity as a means of alleviating
depressive symptoms may seem counter-intuitive; however, it has been found to be
beneficial for those living with cancer at various points along the cancer continuum
(Marker et al., 2018; Albrecht & Taylor, 2012; Gracey et al., 2016, Dolan et al., 2018).

The environment within which the program is carried out appears to impact the
outcome on depression. For some programs that were completed independently at home,
depressive symptoms were seen to increase (Craft et al., 2012). This is supported by
literature that indicates group or monitored exercise is beneficial to those with depressive
symptoms in the general population. It is suggested the components of socializing in a
group physical activity context, or with closer supervision by a trained professional who
is available to support, motivate and educate can increase feelings of accomplishment and
decrease depressive symptoms (Craft et al., 2018, Dolan et al., 2018). Where the physical
activity is carried out seems to be of importance to those with cancer. Those with
advanced-stage cancer reported feeling more comfortable in an environment that
supported group activity and also accepted illness as being important. They did not feel a
gym where the normal population attended their workouts was acceptable (Albrecht &
Taylor, 2012).

The timing of implementing physical activity does not appear to be a factor in

assisting with depression. It has been demonstrated that those who are provided with
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exercise at the moment of diagnosis, and through to advanced stages all benefit from
decreasing depressive symptoms with the provision of physical activity (Craft et al.,
2018; Abrecht & Taylor, 2012). Finally, the type of activity can vary, where yoga,
walking, strength training and aerobic exercise all assist in decreasing depressive
symptoms, however in general physical activity at moderate to vigorous intensities
appeared to demonstrate the most significant changes in depressive symptoms (Mishra et

al., 2012).

Pain

Pain has been noted to be common through any and all points along the cancer
spectrum and can be either short term or chronic. It may be the result of the illness itself
altering the body’s normal functioning systems, or from interventions such as surgery or
radiation. The most common method of treating pain has historically been
pharmacological; however, it has come to be understood that physical therapy
interventions are effective in alleviating a variety of pain symptoms (van den Beuken-van
Everdingen et al., 2016; Cheville & Basford, 2014; Glare et al., 2014).

Physiotherapy has been found useful in alleviating pain with the use of various
strategies. Some physiotherapy interventions involve altering the perception of pain
through nociceptors. This includes the application of heat or cold, the use of electrical
stimulation through machines, applied with the use of electrodes placed at strategic
locations or desensitization techniques such as compression garments or therapeutic
massage, which serve to decrease edema and therefore decrease pain (Cheville &

Basford, 2014; Glare et al., 2014).
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Physiotherapists also assist with offloading bones, joints and muscles as these can
become painful to move as a result of cancer and its interventions. This offloading can be
accomplished by providing appropriate ambulatory assistive devices, recommending
appropriate transfer devices such as sliding boards or hoyer lifts, educating and training
to use compensatory movements and proper positioning while static, such as when sitting
or lying in bed. Positioning can involve the use of pillows, bolsters and educating family
and other healthcare professionals on timely re-positioning (Cheville & Basford, 2014;

Glare et al., 2014).

The provision of physical activity has also been found to be helpful in alleviating
pain (Cheville & Basford, 2014; SantaMina et al., 2014; Glare et al., 2014; Mishra et al,
2012). It is suggested it is helpful as it decreases weakness, allowing limb movements to
occur in a more natural fashion thereby improving musculoskeletal function and may
assist in offloading otherwise potentially painful areas (Santa Mina et al, 2014; Cheville
& Basford, 2014). It may also decrease inflammation in painful areas by increasing blood
flow as a result of either muscle contractions or by stretching, which could increase space

in the desired area (Glare et al., 2014, Cheville & Basford, 2014).

Muscular Dysfunction
As was mentioned when discussing the presence of multiple symptoms
concurrently (Cheng et al., 2009), the same can be said regarding physiotherapy and
physical activity interventions and their ability to assist with multiple systems
concurrently. Muscular dysfunction can occur as a result of a variety of factors that are

encountered during cancer, and can lead to fatigue, pain and subsequently depression as a
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result of these impairments. Weakness, decreased range of motion, loss of balance can all
occur as a result of a muscular dysfunction. These can be treated by resistance training,
stretching, walking and other forms of physical activity and physiotherapeutic
interventions. Physiotherapy can readily assist with a number of these late and long-term
adverse sequelae. One of the most recent studies to illustrate this found that
improvements in quality of life and cardiovascular fitness were maintained 15 months
after a physiotherapy intervention (a 12 week program) in patients with a variety of
cancer diagnoses. The study also completed a simultaneous cost-analysis, which showed
completing a 12-week exercise program decreased costs in such areas as use of
medication and absence from work for as long as 15 months post-physiotherapy
intervention (Kampshoff et al., 2018).

Falls can also result from muscular dysfunction. Approximately 1 in 3 Canadians
aged 65 and older are likely to fall at least once a year and hospitalizations due to falls
account for approximately 85% of injury related hospitalizations for seniors (Pearson, St-
Arnaud and Geran, 2014; Al-aama, 2011). The risk of falls increases with cancer as
toxicity from cancer treatments can decrease their function (Guerard et al, 2015). It is
therefore an extremely important issue cancer care professionals should regularly screen
for in elderly cancer patients.

Cancer and age are closely linked. The risk of cancer increases with age: 90% of
new cancer cases and 96% of cancer deaths in Canada are in those 50 and over. The
highest proportion of deaths in Canada will occur in those 80 and older (34.1%)
(Statistics Canada, 2017). Falls are the result of multiple factors, among which muscular

dysfunction is a component. The value and impact of physiotherapy on this side effect of
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cancer cannot be understated. It has been shown physiotherapy programs targeted at
improving balance, strength and gait training have reduced mortality and hospitalization
rates, quality of life, social interaction and overall well-being. It also decreases patient
perceived fear of falling. The fear of falling can lead to the patient becoming less
physically active (Skelton et al, 2005; Public Health, 2012; Madureira et al., 2010; Irvine
et al., 2010). This economically translates into a savings of $5310 per fall averted, and the
cost of treating a fall is 1.85 times higher than implementing a falls prevention program

(Irvine et al., 2010; Hektoen et al., 2009).

Services in cancer rehabilitation remain lacking

Despite the evidence of how physical activity and physiotherapy services assist
with cancer in so many realms, services remain lacking in Canada. The provision of
either structured programs or the presence of a physiotherapist on an oncology unit
remain scant (Canestraro et al., 2013). Many continue to advocate and research how to
implement such services; however, the mainstream healthcare system is still not aware of
the benefits. As outlined above, falls in the elderly who have cancer are an issue as a
result of both their age and cancer-related side effects. However, it appears oncologists
are not aware that a big proportion of their caseload is at a risk of falls. A study sought to
determine how often oncologists actually screened for falls in their patients. The study
first determined self-reported falls among patients and the oncologists were blind to the
results. Of the 528 screened, 125 had reported a fall. Of those who had reported a fall,
only 10% had been screened by the oncologists, and only 6% of those screened had a

referral to PT/OT or a geriatrician. Upon examining the referrals to a PT or OT, 50% of
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the completed referrals for were for lymphedema, not for gait/balance assessments. The
lack of referrals is likely linked to a lack of awareness by oncologists on effective
interventions that could reduce the risk of future falls. Further examination into

oncologists’ knowledge in this field would be beneficial (Guerard et al., 2015).

Perceptions of healthcare providers regarding cancer rehabilitation

With the presence of compelling evidence to support cancer rehabilitation,
physical activity and the presence of physiotherapists to deliver such services, many have
turned their attention to studying how healthcare professionals view these roles in the
care of cancer as a means of developing better care strategies (Sheill et al., 2017;
Cantwell et al., 2018; Smith-Turchyn et al., 2016). It is possible if health care
professionals do not value or are aware of such interventions, this may be a barrier to
implementing them.

One of the most prominent and important health care members a cancer patient
will meet is their oncologist. During that interaction, many components are discussed;
however, it would appear one’s physical function is not often included. As discussed
previously, it appears the discussion of falls is not usually breached, but it also seems the
general question of how one is functioning is not routinely questioned. It has been found
that oncologists are very aware of the benefits of physical activity, but as few as 28%
discussed it in the previous month with their patients (Jones et al., 2005) or discuss it with
less than half of their caseload (Sheill et al, 2017). Interestingly, it has been shown that a

mere 30 second statement to breast cancer patients recommending physical activity
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actually increased their activity levels compared to controls by 30 minutes a week (Jones
et al., 2004).

Oncologists and physicians involved in cancer care have reported not being aware
of the harms physical activity may pose to their patients, and as such decide to avoid the
discussion altogether (Sheill et al., 2017). For instance, most (97%) agreed incorporating
physical activity is beneficial for those living with cancer but 44% indicated they were
not confident in their ability to prescribe it. They were also concerned in those with
advanced cancer who were at risk of pathological fractures, despite evidence indicating
individually prescribed programs incorporating movements that decreased load and shear
forces on vulnerable areas were beneficial (Sheill et al., 2017). This illustrates the need of
increased education for oncologists to understand the benefits in even the most impaired
person who has cancer, and further referral to a qualified health care professional, such as
a physiotherapist, would assist in ensuring a safe and appropriate physical activity
program (Sheill et al., 2017).

Oncologists are not alone in their discomfort with physical function discussions.
Non-physiotherapy/exercise physiology professionals have indicated a lack of knowledge
regarding appropriate exercise recommendations as a reason they do not discuss the topic
(Cantwell et al., 2018; O’Hanlon & Kennedy, 2014; Smith-Turchyn et al., 2016;
Williams et al, 2015). Barriers also included lack of time; lack of proper resources, such
as appropriate professionals, facilities or educational materials; or even personal
limitations, such as not being physically active themselves (Smith-Turchyn et al, 2016;

Daley et al., 2008; Williams et al, 2015).
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When a variety of health care professionals (who worked in a large Southern-
Ontario urban oncology center that did not have a physiotherapist on staff) were asked
about their knowledge of the benefits of exercise, most acknowledged exercise was of
benefit; however, they did not regularly discuss it with patients (Smith-Turchyn et al,
2016). Furthermore, the idea that a modern, urban oncology center assisting breast cancer
patients does not have a program in place to assist with discussing exercise and functional
activity is indicative of the larger issue of the gap in services for this population. Breast
cancer is amongst the most studied in the realm of exercise and rehabilitation therapy
(Stout et al., 2018) and as indicated before, was the first form of cancer to be formally
studied for its response to exercise (Jones & Alfano, 2013). The Canadian Cancer Society
has guidelines specifically developed for exercises after surgery for breast cancer that
were published initially in 2015 (Canadian Cancer Society, 2015). In them, they
specifically name physiotherapists as the health care team member who could readily
assist in assessing and assisting with the development of a proper activity treatment plan
(Canadian Cancer Society, 2015).

Some healthcare professionals cited barriers to discussing exercise as patient
barriers. These include the perception that patients have a negative attitude towards
exercise (Smith-Turchyn et al, 2016), lack of patient interest (Williams et al, 2015), poor
exercise compliance or patients’ family or friends recommending rest and avoidance of
activity (O’Hanlon & Kennedy, 2014). Some health care professionals also felt bringing
up the topic of exercise might be perceived as blaming the patient for having cancer
(Williams et al, 2015), or that it is an overwhelming time and speaking of exercise could

be seen as insensitive (Smith-Turchyn et al, 2016).
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Patient perspectives on the provision of cancer rehabilitation

The initial time spent during post-treatment for cancer can be a time of transition,
where the person goes through a period of being “patient” to being “survivor”. Some
have indicated they feel a sense of abandonment by the system that took care of them so
vigilantly and then sent them to a “new normal” with a relative lack of support (Keesing
et al, 2018). Indeed, the time spent later in the post-treatment phase can expose the
patient to continued physical disturbances including fatigue, loss of range of motion and
difficulties with returning to work. These can be distressing, even leading some to believe
the cancer has returned. Some people living with cancer have indicated they were not told
these symptoms would persist and that they “needed to just get through the treatment and
things would return to normal” (Binkley et al, 2012, p. 2209). Ambiguous messages
about commencing or resuming activity left some fearing they would cause themselves
harm (Binkley et al, 2012).

In studies seeking patient’s actual experiences of exercise during their course of
treatment, or after, most indicated they not only did not receive education or information
on the benefits of exercise, but when they specifically asked various professionals (who
were not physiotherapists) about exercise, they were met with ambiguous answers
(Koutoukidis et al., 2017). In the case of breast cancer, it is common for patients to have
lingering symptoms well past the end of their treatments. Patients reported not being told
that their symptoms were potentially going to persist for years and were not provided
with tools to deal with them, namely exercise. Some even reported the presence of either
lingering or new symptoms were particularly distressing, as they were concerned it meant

a recurrence of cancer (Binkley et al., 2012). Both health care professionals and patients
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alike mentioned patient barriers to completing exercise; however, many patients express a
desire to participate and even state they felt capable (Blaney et al, 2013; Sheill et al,
2017)

Patients who were recruited to participate in an activity program indicated how
pleasantly surprised they were as to the benefits they felt after becoming active. As one
stated, "I suppose I was pleasantly surprised that I was able to do more, you know? I
don’t know whether it’s part excuse or what the last few years has thrown at us, that |
kind of maybe had convinced myself that [ wasn’t able to do a lot.” (Bennett et al, 2018,
p. 2617). Some indicated they were able to return to work, and many mentioned how it
helped them mentally to resume both simple and complex tasks they had previously felt
they could not complete (Bennett et al, 2018).

The notion of physiotherapy adding to a more holistic approach to patient care is
often expressed by patients (Bennett et al, 2018; Dahlin & Heiwe, 2009; Paltiel et al,
2009; Pidlyskyj et al, 2014). Some indicated that a physiotherapist provided motivation,
positivity and encouragement, leading to a sense of emotional support (Pidlyskyj et al,
2014). Some viewed physiotherapists as health care providers who could see their
situation as a whole and felt very involved with decisions in goal setting, leading to
independence. This in turn led to a feeling of being less of a burden and a general sense
of relief (Dahlin & Heiwe, 2009). Giving patients a sense of control over their care also
can lead to a better quality of life, even during palliative care (Dahlin & Heiwe, 2009).
Some embraced activity as an accomplishment, which in turn led to a better coping
strategy. For instance, one noted how they were previously unable to sleep well,

ruminating over all they could not do. By participating in an activity program, they not
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only benefited from the physical gains, but mentally were able to feel “well, I did that”
and could rest better at night (Paltiel et al, 2009).

The thought of implementing therapeutic exercise during metastatic and palliative
care is most likely not at the forefront of most health care professionals’ or patients’
minds, despite evidence of its usefulness. As a counter-intuitive notion, this population
would be the definition of rehabilitative therapy: to restore lost function. It needs to be
done without giving false hope of curing lost function but serves to restore independence
(Montagnini et al, 2003). It has been reported that among palliative patients, 92%
reported being interested, as well as being able, to participate in a physical activity
program with walking being the most common type of activity they were interested in.
Resistance training was a low priority (Lowe et al, 2010). They described physical
activity as “being independent” and “being mobile” as well as “maintaining independence
and mobility” during palliative care (Lowe et al, 2010). This links well with the
physiotherapists’ role, as it is inherently patient-centered and works on identifying patient

goals and then creating a meaningful program for the individual.

Physiotherapists’ perceptions on cancer rehabilitation
In an effort to illustrate the role of physiotherapy in palliative care, a recent study
looked at physiotherapists who work on palliative care teams in eight districts in Sweden.
The goal of the study was to describe the various activities physiotherapists complete
while carrying out their professional duties. The results were synthesized into seven
categories (Olsson Moller, et al, 2018). Among these, physiotherapists said they assisted

in counteracting any decline in function the patient may have in order to maintain and
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possibly regain independence. It found physiotherapists have a strong role in educating
the patient, family and team members in symptom management as well as prevention of
injuries due to improper positioning/movement. Interestingly, it also found
physiotherapists tend to listen, talk and attempt to understand the patient’s and family’s
concerns as a main component in their care. By taking care of the body, the
physiotherapist has an interesting opportunity to be able to help the patient connect in a
more holistic fashion, allowing the connection with the body to the mind through
empowerment, independence and dignity (Olsson Méller, et al, 2018).

The notion of rehabilitative care as provided by a physiotherapist during palliative
or advanced cancer was recently supported in the findings of Wilson et al. (2017). A total
of ten palliative physiotherapists from both Canada and the US reinforced the idea that
palliative care is indeed a unique scope that can be assisted by physiotherapy
interventions. They identified that care in this domain requires flexibility on the part of
the physiotherapist, acknowledging the disease progression requires constant
reassessment and communication with the patient and family. They also identified how
important it is to address the psychosocial aspects this period of time brings. One
participant noted “the disease is life threatening but also the psychosocial and spiritual
aspects of care are important in palliative care” (Wilson et al, 2017, p. 37). The study also
indicated those physiotherapists who do not work in this field may not even be aware of
the value their own profession. It can provide important, valuable changes to this person’s
trajectory by increasing quality of life and function (Wilson et al, 2017).

The literature has focused mostly on the views of physiotherapists who are

currently working in an oncology setting. By gaining their insight, these professionals can
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highlight barriers they encountered in joining such a team and providing adequate care.
As some physiotherapists have indicated, those who do not work on such teams may be
“scared” and “nervous” as they have been taught to proceed with caution when treating
cancer patients for fear of causing harm (Kenyon et al., 2018). Those physiotherapists
working on oncology units may become aware, with increasing experience, of the clinical
interventions, which actually may assist those living with cancer. Some noted with
increasing experience, they were willing to incorporate more interventions than when
they had first commenced (Kenyon et al., 2018).

As outlined previously, there are various guidelines available for oncology health
care professionals to integrate physical activity into cancer care. However, even those
working on oncology units are not necessarily aware of such concrete evidence. One
study found only 25% of allied health professionals in a cancer hospital in urban Ontario
correctly identified specific guidelines for cancer (Nadler et al., 2017). It is for this reason
this current study will include the perspectives of physiotherapists who do not work on
oncology units alongside those who do, to get a better understanding of what hospital-

based physiotherapists may be aware of in terms of cancer care.

Gaps in the Literature
Currently the focus has been on a variety of health care professionals who work
on dedicated oncology teams. Those who incorporate cancer rehabilitation in cancer care,
as well as those who are part of individual or multi-disciplinary cancer rehabilitation
programs have participated (Smith-Turchyn et al., 2016; O’Hanlon & Kennedy, 2014;

Cantwell et al., 2018). Studies have looked at patients who have either participated, or
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not, in a variety of these programs (Bennet et al., 2018; Blaney et al., 2010; Blaney et al.,
2013; Dahlin & Heiwe, 2009). This has provided insight in to perceived barriers to
implementing such a program, as well as some of the successes and gains to be had when
these services are added to routine cancer care, to both the patient and the health care
system in general.

There are many gaps in services in healthcare in general and most services do not
become implemented unless those who can provide those services advocate for their use.
To date, physiotherapists do not appear to have increased their participation in cancer
care and some insight to this may come from interviewing those who are not part of
oncology teams, but who do treat cancer patients. Indeed, as indicated earlier, those who
are not members of an oncology team may have reservations as to the interventions they
can provide (Kenyon et al., 2018). Given the high prevalence of cancer in Canada, it is
very common for any number of cancer patients to seek assistance from other team
members, such as orthopedic surgeons, neurologists, cardiologists, etc., and all of whom
are regularly supported by physiotherapists on an inpatient hospital unit. In this manner,
most physiotherapists have likely assisted in rehabilitating someone living with cancer;
however, may not consider becoming a regular member on an oncology unit. It is for this
reason the perspective of both physiotherapists who have not worked on an oncology
unit, as well as those who have and could provide insight to barriers they encountered
when becoming such a team member, will be sought. This could assist in highlighting
areas policy makers, educators and future oncology physiotherapists could focus in

increasing physical activity services to cancer care.
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Chapter Summary

The above chapter focused on the current literature, as it pertains to physiotherapy
in cancer care. There are some common side effects as a result of a cancer diagnosis,
either from the illness itself or from the interventions used to combat it. There is evidence
to support the provision of physical activity, as monitored by physiotherapists; however,
services in Canada remain lacking. Other health care professionals involved in oncology
care identify the importance of implementing physical activity but make note they lack
the necessary skills and/or time to properly address such an issue. Physiotherapists
currently are not part of the standard of care for cancer to address this gap. Those
physiotherapists on an oncology team acknowledge their colleagues may lack insight as
to the benefits their skills can bring to such a population (Kenyon et al., 2018). It is for
this reason that the current study seeks the perspectives of physiotherapists in New
Brunswick who assist those living with cancer in any hospital-based program. Their
perspectives on incorporating physical activity will be examined as a means of gaining a

comprehensive view of how to better assist those in need at any point during their care.

Chapter 3: Theoretical Perspectives
This chapter will examine the use of a theoretical framework to further guide and

strengthen this study, namely the Theoretical Domains Framework (TDF). This
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framework has psychological underpinnings stemming from implementation science,
which lends itself well to the current study, which is seeking New Brunswick
physiotherapists’ perspectives as a means of identifying barriers and facilitators in
implementing such a service to those living with cancer.

Accordingly, this study used the TDF to inform data collection (interview guides)
and data analysis (assist in allocating themes obtained from the interviews into pre-
structured domains). The science of implementation research employs scientific methods
to promote the uptake of research findings into everyday clinical care and thus seeks to
reduce inappropriate care. It looks at the influences on healthcare professionals’ methods
and behaviours to enable them to use research findings more effectively (“Designing

theoretically-informed”, 2006).

Theoretical Domains Framework

The first two chapters outlined how effective physical activity could be in
assisting a multitude of outcomes in cancer care, however it also indicated services in this
field are relatively lacking. It is common in healthcare to have a discrepancy between
evidence-based practice and actual clinical practice (Ubbink et al., 2013). The use of
evidence-based practice can help prevent unsafe and inefficient clinical practices, and
lead to quality healthcare (Ubbink et al., 2013). The transfer of research findings into
clinical practice has been found to be slow and haphazard. The movement of replicating
what was found under constrained parameters into real-world situations needs to be
guided by understanding the influence of individuals, interventions and the settings of the

trials, and how they will interact in a less-defined situation (“Designing theoretically-
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informed”, 2006). Implementation science looks to understand these nuances by
employing theories to the determinants of behaviour and behaviour change, namely what
influences occur to remove/replace existing anecdotal interventions by evidence-based
practice (Atkins et al, 2017).

Theories on behaviour change have been employed in implementation science
looking at healthcare professionals’ behaviours in carrying out evidence-based practice
and yet they have failed to decrease the gap between research and everyday practice
(Michie & Prestwich, 2010; “Designing theoretically-informed”, 2006). In a systematic
review of guideline dissemination and implementation studies, only 22.5% were found to
have used theory, and 79% of these used only one theory. Justification for the use of the
particular theory employed was at best poor (Davies, Walker & Grimshaw, 2010).
Individual theories have been employed in social and behavioral sciences in an effort to
describe behaviours that may influence the implementation of a particular intervention.
However, there are several reasons why a single theory may not work. These individual
theories may omit context as they are too narrowly defined and limit the ability to apply
them in a variety of situations (Michie at al., 2005). Ensuring the choice of an individual
theory is applicable to the context at hand is imperative, as in its absence, the
circumstances of the intervention will have been ignored (“Designing theoretically-
informed”, 2006). Also, the theory may be inadequate, with unclear definitions and
inappropriate concepts. An intervention developed as such will not be successful in a
predictable manner, leaving one uncertain of how and why an intervention failed

(“Designing theoretically-informed”, 2006).
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In an effort to make many theories available to researchers, the Theoretical
Domains Framework (TDF) was developed. It is a framework born out of many theories
and thus acts more as a lens, rather than a theory in itself. The framework attempts to
view cognitive, social, affective and environmental influences on behaviour (Atkins et al,
2017). The use of such a framework can be helpful in understanding how to implement
the intervention of physical activity into cancer care. It can streamline the process,
allowing for the examination of many interdisciplinary influences in enacting this
behavior in a clinical setting (“Designing theoretically-informed”, 2006).

The Theoretical Domains Framework was initially developed in phases by three
working groups, consisting of international health psychology theorists, health services
researchers and clinical psychologists with no prior expertise in implementation science.
The result was the creation of 12 domains and 112 constructs. Constructs were defined as
components of theories and domains were defined as groups of similarly themed
constructs (Michie et al., 2005). These were further used to develop open and closed
interview questions that would assist both in assessing the attribute of behavior change
needed to result in changing the health care practice being examined, as well as belonging
to an identified domain. Refined interview questions were tested in interviews with
healthcare professionals and service managers involved in implementation science
(Michie et al., 2005).

Since its development, the Theoretical Domains Framework has been used widely
to study the implementation of a variety of health care interventions, from barriers and
enablers to providing Healthy Checks for Kids in Australia (Alexander, Brijnath &

Mazza, 2014), understanding primary care providers clinical behaviours in relation to
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HPV interventions (McSherry et al., 2012), how GPs, physiotherapists and chiropractors
manage acute low back pain (McKenzie et al., 2010) and perceived barriers to reporting
adverse drug events in hospitals by nurses and pharmacists (Mirbaha et al., 2015).

To further improve the empirical basis of the Theoretical Domains Framework, it
was re-examined and validated almost 10 years after it was originally designed. After
extensive re-examination of the original framework by a different group of international
professionals who had a good understanding of behaviour change theory, the most recent
form of the TDF was developed. It now consists of 14 domains, and 84 constructs (Cane,
O’Connor & Michie, 2012). Advantages identified for this framework include a)
comprehensive coverage of possible influences on behavior, b) clarity on these
influences, with each domain being represented by component constructs, c) this
framework makes links between behaviour change theory and behaviour change
techniques to address implementation problems (Cane, O’Connor & Michie, 2012, p. 12).
The results from this study generally statistically agreed with the original framework,
strengthening the validity of the framework’s structure (Cane, O’Connor & Michie,
2012). (Table 1).

Despite its wide use in over 800 articles since its creation, it has been found the
TDF had no formal guidance on its use. Indeed, a variety of health professionals
indicated lack of time and insufficient expertise in its application limited their ability to
use it (Atkins et al., 2017). As a result of this feedback, a guide was created so as to better
assist in its usage.

To undertake such an endeavour, an international team of health psychology,

sociology, implementation and health sciences researchers, statisticians and various
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clinicians with experience in using the TDF met to discuss: current evidence in TDF,
gaps in evidence and develop an outline to advance its use. The result was a 7-step
process in carrying out the TDF (Atkins et al., 2017). The following will outline these
steps, and how they will be incorporated in the current study as a means of understanding
the barriers and enablers of implementing physical activity into cancer care and to inform

the design of an intervention that could be used to promote physical activity.

Application of the Theoretical Domains Framework

Step 1 Select and specify target behaviours

It has been suggested the more specific the behaviour is identified, the more the
specificity of the facilitators and barriers will be determined by a) deciding the
appropriate level of specificity, b) who performs the behaviour: when, how and where,
and that c) the target behaviour is likely complex. It is thus important to identify the
interdependence of team-level behaviours (Atkins et al., 2017).

In this study, the target behaviour is increasing physical activity as a component
in cancer care (the what), in particular as being implemented and monitored by a
physiotherapist (the who). It will thus be useful to have those who have interacted with
those living with cancer so as to identify barriers and facilitators to implanting physical
activity into cancer care. The “how” and “where” will be addressed in the interview
questions. The interaction physiotherapists have with team members in being either a
regular team member or being consulted regularly in their care will also be addressed in
the interview questions.

Step 2 Select the study design
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This step involves the selection of the study design. As outlined in Chapter 4, this
study will employ an interpretive description methodological framework. The TDF has
been shown to lend itself well to qualitative studies, where the use of interviews allows
the researcher to gain a deeper insight and richer data to ascertain potential mechanisms
of action in interventions (Atkins, 2017). Interpretive description seeks to describe
clinical phenomena in a natural, constructivist fashion and bring it forward to a clinically
relevant, applied format (Thorne et al., 2004; Thorne, 2016), which mirrors the aims of
the TDF.

Step 3 Decide the sampling strategy

In using the TDF to examine the perspectives of physiotherapists providing care
to those living with cancer, a purposive sampling approach was used. This allowed for
the examination of participants based on the TDF constructs. By including those who are
not part of an oncology team, an often-overlooked perspective thus far not included in the
literature was added.

Sampling strategy also includes the consideration of sample size. This study
utilized a sample of 8 participants. This is a number echoed in theory-based interview
studies (Francis et al, 2010). There is a balance to the number required. Sampling too
large or too small will lead to ethical issues in that they would waste research funds, as
well as participants’ time (Francis et al., 2010). It has been proposed that in using theory-
based content analysis, as in using the TDF, it may be possible to better justify the
concept of saturation. Many studies cite data saturation as an indicator that sufficient
interviews have been conducted (Francis et al., 2010). This means no new ideas, themes

or concepts arise from further interviews. However, showing this can be problematic. For
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instance, in conducting two interviews, it may be that the participants were similar in
thought, and thus expressed similar ideas. One would have a difficult time, however,
justifying that data saturation has occurred and that they solely represent the ideas of the
group being targeted. However, in using theory-based content analysis, one can illustrate
data saturation has occurred (Francis et al., 2010). In using the TDF and the domain of
knowledge as an example, one can see if any new ideas surrounding guidelines, or
procedural knowledge are occurring. This same principle can be applied to each domain,
examining if any new ideas in a specific domain are occurring. Using an upper limit of 8
interviews as an a priori sample size, one could then conduct 2 more interviews to
confirm if any new information is emerging. If there is none, one could say saturation has
occurred. If new information emerges, 2 more interviews could be conducted to further
ensure saturation (Francis et al., 2010).

Step 4 Develop the interview schedule and collect data.

The Theoretical Domains Framework provides a skeleton to the researcher as it
has developed its own interview template. It suggests further developing this template by
using language that is relevant to the target sample. In general, an open-ended question is
used to elicit a response pertaining to a particular domain, with follow-up prompts to
probe more deeply. An interview guide that was used in this study can be found in
Appendix 111, as adapted from Huijg et al., 2014 and Alexander et al., 2014.

Step 5 Analyze the data

The Theoretical Domains Framework allows for data to be analyzed deductively
or inductively, where the latter generates themes that can be considered in relation to the

domains provided. It recommends producing a coding guideline, where transcripts are
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updated iteratively during data collection, and the interview guide is refined during data
collection to obtain a better understanding of the question being studied (Atkins et al.,
2017). This aligns itself well with constant comparative analysis in this interpretive
description qualitative study. Interpretive description seeks to explore and expand on
knowledge that has been identified prior to commencing the study by being open and
generating new insights (Thorne, 2016).

As coding proceeds, one response may be applicable to more than one domain.
The authors recommend placing the entire response into each applicable domain. As an
alternative, a response may not fit into an identified theoretical domain. The authors see
this as an opportunity to test the capacity of the TDF to account for all data. They
recommend coding this into its own separate code as a means of further examining if this
outlier may or may not be a component of the behaviour being examined, and also as a
more inclusive description of the participants’ practice characteristics (Atkins et al.,
2017).

The last step in analyzing the data includes identifying the relevant domains that
arose from the data by using three criteria: a) frequency of beliefs or codes, b) examine
for the presence of conflicting themes, c) evidence of strong beliefs that can affect the
target behaviour. The completion of this step will identify domains that could influence
the target behaviour and its implementation into healthcare practices (Atkins et al., 2017),
much like the aim of interpretive description is to advance health care knowledge into an

applied form (Thorne, 2016).

Chapter Summary
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This chapter looked at using the Theoretical Domains Framework as a means of
further strengthening the design of this study. It is a framework that has gathered various
behaviour change theories together, and thus acts a lens through which one can examine
how an intervention can be better implemented into the health care system. It has been
widely used in many studies since its inceptions and has been re-examined in order to
increase its validity. Its 14 domains and 84 constructs was used in this study to look at
New Brunswick physiotherapists’ perspectives on providing care to those living with
cancer, and provided a framework to assist in identifying who might be best targeted in
future studies to better implement this intervention, be it at a clinician level, management
level or system level. This will allow for future studies to better target their questions in

order to effectively address this issue.
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Chapter 4: Research Design

Interpretive Description

In an effort to assist both policy makers and clinicians alike in advocating and
implementing cancer physical rehabilitation and physiotherapy services for oncology
patients, an interpretive description was used as the methodological framework to
advance the current knowledge base which exists in this field.

Qualitative description is seen as a form of research in and of itself. It seeks to
describe the subject matter at hand in its purest form and produces a complete value-
ended product (Sandelowski, 2000). Interpretive description is a well-established form of
qualitative research and moves beyond description alone. It developed out of a need to go
beyond the limits imposed at the time by the traditional forms of qualitative inquiry and
allow applied health researchers to conduct sound projects with logical structure and
philosophical rationale for the design decisions made by the researcher (Thorne et al.,
2004). The approach includes the importance of such methodologies as grounded theory,
ethnography and phenomenology and relies on the usage of their established techniques.
It is a method which avoids “methodological slurring” that was occurring by researchers
simply omitting components of the traditional methodologies and moved beyond the
rigidness they imposed to produce a product with which an applied health researcher can
describe a clinical phenomenon and advance it in to a clinically applicable form the
reader can easily identify (Thorne et al., 1997; Thorne, 2016). It gives structure to applied

health researchers to produce legitimate research products whose end result is a sound
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framework which seeks to describe a clinical phenomenon and advance it in a clinically
relevant, applied format (Thorne et al., 2004; Thorne, 2016).

Interpretive description is an ideal method to address the outlined purpose of the
study and answer the research questions. This study sought to explore the perspectives of
physiotherapists who are assisting those with cancer in a variety of hospital-based
programs. It explored barriers and facilitators as identified by the very professionals who
carry out such a service. As such, it looked to describe how these physiotherapists see
their role in this field, and then bring that description in to practice to assist a variety of
sources: physiotherapists, administrators and policy makers into facilitating the
integration of this service as becoming standardized in cancer care.

In producing a quality interpretive description study, much effort must be made in
the planning stages to decide the components that will be in place to conduct the study, as
it is not a prescriptive method (Thorne, 2016). This includes decisions on who the
appropriate participants are, the type of data collection methods that will be used and how
they are subsequently analyzed. Indeed, this allows the researcher to ultimately design a
study which is most in line with the question that is being posed and with the ontological,
epistemological views the researcher holds. This is also likely the researcher’s biggest
challenge on the outset, as careful consideration of each step must be considered and
defended. The ultimate result is to be a strong, coherent product with defined boundaries
that orients the inquiry and seeks to advance the disciplinary knowledge base (Thorne et

al., 1997; Thorne, 2016).

Recruitment and Sampling
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The current study recruited physiotherapists by contacting the College of
Physiotherapists in New Brunswick, as well as through invitation via social media
(Appendix I). Generally, a physiotherapist works in either a public (or hospital) setting
or in a private practice. For the purpose of this study, those physiotherapists who are, or
have in the past, worked in the hospital setting participated. Whether they had worked on
an oncology-dedicated unit was not necessary, as perspectives from both those who have
never worked on a cancer team, as well as those who have entered such a field were
sought. Those who have worked only in private practice will not have encountered the
issues which were being explored.

Interpretive description maintains that in matters involving human experience,
there are multiple truths held by those who have experienced the phenomenon in
question. Furthermore, it accepts there are multiple truths, and that saturation is
inherently unrealistic, and is a method which seeks to capitalize on outliers (Thorne,
2016). For this, the sample description for this study was well served by interpretive
description, allowing those physiotherapists who have not specifically worked on
oncology units to vocalize potential challenges they perceive, and blending this with the
perspective of those physiotherapists who have been, or are currently, involved with an
oncology team. These perspectives combined gave a better sense of how the current
system is utilized and can potentially be improved upon.

Purposeful sampling was used in this study. The use of purposeful sampling is
strategic, aimed at selecting information-rich cases. It involves identifying and selecting

individuals who are knowledgeable about, or who have experienced, the phenomenon of
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interest (Palinkas et al, 2015). Studying information-rich cases gave an in-depth,
insightful understanding of the question posed in this study (Gentles et al., 2015).
Sample size was to be between 8 to 10 participants. Much debate surrounds the
issue of what is an appropriate sample size. Interpretive description designs are well
suited for smaller sample sizes, where thick description is created in order to generate
knowledge from in-depth data (Thorne, 2004). The purpose of this study is to understand
physiotherapists’ perceptions in providing care to those living with cancer, and as such
the above noted number is useful to highlight the complexity, depth and context of the

issue (Gentles et al., 2015).

Data Collection Methods

Demographic data were collected as follows from physiotherapists: the year of
graduation from a University program from a school of Physiotherapy, the number of
years worked in a hospital setting, the number of years (if applicable) working on an
oncology unit, if they worked on an oncology unit, what location and types of units where
they have been involved with those with cancer and city demographics (Appendix II).

Semi-structured interviews were the method of choice to obtain relevant data to
answer the research question (see Appendix III for interview guide). Interviews are a
common form of data in conducting interpretive description studies. They seek to bring
subjectively derived knowledge and advance it to a clinically relevant format for the
discipline. As such, interviews are a relevant and useful tool in accomplishing this goal
(Thorne, 2016). The use of semi-structured interviews allow direction to be provided by

the interviewer so as to attempt to find components to the proposed question but will also
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allow the participants with an opportunity to freely express their opinions and
perspectives as to the subject matter. A semi-structured interview has a fairly detailed
guide that is formed on the basis of available literature, which is the structured
component. The questions posed by this guide are left open-ended so as to allow the
participants to respond freely with the researcher having the option to probe responses
further. This intermingling of form and freedom allows the method to have a degree of
relevancy to the topic as well as remain responsive to the participant (McIntosh & Morse,
2015).

Data were collected via an online digital medium (Zoom) in order to adhere to
Covid-19 restrictions. Face to face interviews have long been the gold standard in
interviews (Deakin & Wakefield, 2013; Opdenakker, 2006). They are considered
synchronous in time and place and allow for the researcher to observe social cues for the
duration of the interview (Opdenakker, 2006). By being in the same space, the
interviewer may be better able to create a better interview ambience, leading to better
rapport being built (Opdenakker, 2006). This also potentially poses challenges for the
interviewer if the location is chosen by the participant and external distractions might
occur (Denscombe, 2014). The use of an online digital medium, such as Skype or Zoom,
allows for interviews to be conducted between participants and interviewers that are
geographically separated by distances that would otherwise not allow them to meet, thus
enabling a larger sampling pool. It also allows both parties to choose times that are much
more convenient than meeting in person, such as evenings or weekends. The interviewee
may feel more at ease to answer questions as the increase use of laptops or mobile phones

for such platforms allows them to choose an environment that is most comfortable for
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them (Deakin & Wakefield, 2013). Challenges that have been proposed include a lack of
rapport that may form during a face-to-face interview, or an increase in absenteeism on
previously agreed upon meeting times, as a lack of in-person meeting is less personal and
thus also less obligation may be felt on the part of the participant (Deakin & Wakefield,

2013).

Data analysis

Using a constant comparative data analysis approach, data were analyzed
immediately upon commencing the interviews. The early analysis helped inform further
data collection (Charmaz, 2015). This study aligns itself more with the constructivist
grounded theory concepts. In particular, the researcher entered the study with a sense of
knowledge pertaining to the subject to be studied, and that the subjectivity of both the
researcher and the research participants was important in answering the research question
that was posed (Charmaz, 2015; Thorne, 2016, p. 82). The researcher was guided by a
priori knowledge obtained through conducting the literature review and through prior
clinical experiences. Constructivist grounded theory also contends that the analysis of the
data is an interpretive construction rather than merely existing in the data (Charmaz,
2015), positioning itself well with interpretive description which indicates there are no
“facts” as there are “constructed truths” (Thorne, 2004, p. 6). Where interpretive
description diverges from grounded theory is in the construction of a theory, where
interpretive description does not seek to theorize, but rather “produce knowledge of a

form that could be of any direct or applied use” (Thorne, 2016, p. 36).
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Once the data had been collected, the interviews were transcribed verbatim by the
researcher so as to immerse oneself in the information. The scripts were then coded and
gathered into themes or components through constant comparative analysis. As described
by Glaser (1965), constant comparative analysis is a method of simultaneously coding
and analysis to generate a developed product that has an integrated and consistent
representation of the data (Glaser, 1965). Constructivist grounded theorists study the data
and ask “What is going on here” (Charmaz, 2015, p. 405) much like interpretive
description which “extends beyond mere description and in to the domain of ‘so what™”
(Thorne, 2016, p.36). Both frameworks contend that analysis is an iterative process, and
that the more general is favored in the earlier stages than is precision (Thorne, 2004,
Charmaz, 2015). However, unlike grounded theory, interpretive description is an
approach to producing disciplinary knowledge that is between “objective neutrality and
abject theorizing” (Thorne, 2016, p. 29) where it seeks to move away from theorizing to
becoming a real-world applicable product (Thorne, 2016). Interpretive description seeks
to not only describe a phenomenon, but to generate new insights. It is an open and
exploratory process which seeks to confirm, test and expand on the knowledge that has
been determined prior to entering the field (Thorne, 2016). It is not a list of isolated
themes but a product that peers and colleagues can relate (Hunt, 2009) and for that
constant comparative analysis will suit this current study well to allow the researcher to
move beyond mere description of a phenomenon (Thorne, 2016). It produced a product
that will serve to inform various stakeholders who could benefit from this knowledge,
such as policy makers, administrators, educators and physiotherapists. By gaining insight

to what hospital physiotherapists may see as their role, as barriers to becoming integrated
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on an oncology unit, and as facilitators that have in the past, or may in the future, assist
with becoming integrated, a more holistic approach to cancer care may be provided for

the person living with cancer.

Rigor

Along with considering each component described above, other elements must be
considered on the outset to ensure a rigorous study, a component which is reflective of a
sound qualitative study (Creswell & Poth, 2018). Interpretive description requires going
beyond simply collecting and reporting data. It requires an analytic process that weaves
in and out of the data, using inductive reasoning to produce an interpretation that is new
and meaningful. Indeed, the analytical process may be the most important aspect in
producing a coherent, auditable and credible product (Thorne et al., 2004). Data were
analyzed by the primary researcher, as well as the supervisor, and consensus on
categories and themes were arrived at together. This increases the dependability of the
study at hand, as the decisions arrived at by the first coder are duplicated by the second
coder, resulting in inter-coder reliability (Morse, 2015).

Peer review and debriefing was employed to remain close to the proposed study
question and data obtained. Because interpretive description acknowledges the
researcher’s influence, an audit trail was maintained, with the author maintaining a
journal to record settings, nonverbal behaviours and otherwise intangible influences
occurring during the interview process, as well as any reflections post-interview held by
the researcher. The journal was further used during the analysis of the data so as to

provide a record of potential influences while interpretation is occurring (Thorne, 1997).
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Interpretive description can be said to be based on a few philosophical
underpinnings:
1. There are multiple realities that can be constructed, indicating the importance of
context, that reality is complex and subjectivity cannot be ignored
2. The inquirer and subject co-create reality, they are essentially inseparable
3. There is no a priori theory that can account for the multiple realities that exist,
rather theory must emerge and be grounded in the data (Thorne et al., 2004).
In this sense, interpretive description acknowledges disciplinary biases and commitments,
allowing the data to inform the question being posed and allowing biases to be drawn out
and thoroughly examined as a means of producing a trustworthy product (Hunt, 2009).
For instance, disciplinary perspectives actually will influence how one “sees” or “reads” a
situation. By reflecting on these biases, one can go beyond and then look for the “unseen”
and creating a more holistic reality (Hunt, 2009). The use of a critically reflective journal
during and after interviews, as well as during the analytical process, allows to identify
biases that will be inevitably present. A reflective journal serves to provide transparency
in the research process. It allows for a place for methodological strategies to be
scrutinized, is a place to examine to what extent bias is occurring and a place where
research goals can be considered (Ortlipp, 2008). It was thus a place where this
researcher wrote incidences that may have occurred during interviews, environmental
factors that may have influenced responses and how the analysis of responses was

developed.
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In the final written report, direct quotes were used to both demonstrate how the
themes were arrived at, as well as honor the voices of the participants. These components

assist in producing a credible, rigorous product (Creswell & Poth, 2018).

Placement of researcher

Unlike some other qualitative methods which seek to bracket preconceptions,
interpretive description is very aware of studies being guided by previously found
knowledge and experience the researcher may have by having completed a literature
review and/or in their personal clinical experience (Thorne, 2016). This can be seen as an
advantage in that the researcher may have the ability to assist in appropriately locating
the most suitable research question to be posed in order to advance the disciplinary
knowledge (Thorne, 2016). As indicated earlier, I have experience working in cancer
care; however, I am also interested in speaking with colleagues on their experiences in an
effort to understand what others see as benefits or challenges in providing this care. In
speaking with colleagues informally, it has come to my attention there are many other
physiotherapists who still are not aware that they are able to become valuable members of
such a rewarding team, which led to forming the current research study question in an
effort to identify why there are gaps in this service and how to further the implementation
of physical rehabilitation and physiotherapy in cancer care. I kept a detailed account to
remind myself of what my position was upon entering the field and how it was changing

as I gathered data from other practicing physiotherapists.

Ethics
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Ethical considerations were arrived at through the completion of an ethics review
with the University of New Brunswick. The Tri Council Policy of Canada serves to
ensure studies are conducted while adhering to 3 principles it has identified: respect for
persons, concern for welfare and justice. Informed consent is an integral part of
respecting persons, and to achieve this, providing enough information to the participant
must occur (Canadian Institutes of Health Research, 2014). Informed consent is an
integral part of any study involving human subjects. It serves to respect one’s autonomy,
by allowing people to decide of their own accord whether or not they would like to
participate in the study they are being approached to participate in (Dickert, et al., 2017).
It has been further suggested that informed consent not only serves to protect autonomy,
but also to provide transparency, integrity and trustworthiness of the study being
suggested (Dickert, et al., 2017). It is a part of meeting the Tri Council Policy
requirements and although there are exceptions, where partial disclosure is an important
way of answering a research question (Canadian Institutes of Health Research, 2014), this
current study provided full disclosure of its intended purpose to the prospective
participants. The participants were provided with a consent form and interview script to
describe how the interview would be carried out prior to commencing the interview.
Time for questions prior to signing the consent form was given (Appendix IV).

The Tri Council policy of Canada serves to extend the protections of privacy
accorded to Canadians in the Canadian Constitution (Canadian Institutes of Health
Research, 2014). Within this, it holds strongly the notions of privacy, confidentiality and
security. Indeed, these must be protected, and a potential participant is likely considering

their willingness to participate if these rights are not safeguarded (Couper, Singer,
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Conrad, & Groves, 2008). All data obtained through the interviews will be stored in a
password protected file with the researcher for 7 years via the University of New
Brunswick’s virtual protected network. Interview scripts and demographic profiles were
labeled using pseudonyms. The pseudonyms were used to identify participants and
original names will only be known to the researcher.

Perceptions of harm as a result of risk of disclosure, sensitivity of topic and
confidentiality may have been part of the risk/benefit analysis participants calculated
when agreeing to participate; however, when examined individually, the sensitivity of the
subject matter being disclosed was more closely linked to decreased willingness to
participate than the other two variables (Couper, Singer, Conrad, & Groves, 2008). This
study’s subject matter, although important, is not particularly sensitive and thus it was
possible to garner trust from participants. Participants were not placed under any adverse
effects by completing the interviews and were provided with an opportunity to comment
immediately upon completing the interview. However, discussing issues related to cancer
could be distressing. As such, a distress protocol had been developed but was not used.
As outlined, there may be verbal and non-verbal cues that would indicate distress but

none were observed (Appendix V).

Chapter Summary
This chapter outlines how the study was carried out. It used interpretive
description as its methodological framework, in an effort to examine New Brunswick

physiotherapists’ perspectives in providing care to those living with cancer and bringing
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these forth into an applied format in an effort to understand how to better integrate these
services.

Purposeful sampling of physiotherapists who have been involved with those
living with cancer was employed so as to capture information from those who have
already been involved in this care. However, an overlooked aspect in the literature is
those who have not worked on an oncology unit, as such these were included in this study
s0 as to best capture a wide range of barriers and enablers.

Semi-structured interviews were conducted via Zoom. Constant comparative data
analysis occured in an effort to best inform the content of the interviews as authentic and
to reflect the perspectives of those participating. Rigor was respected by having the
primary researcher and the supervisor analyze the data, requiring a consensus be reached
on codes and themes. Peer review and debriefing assisted in this endeavour. An audit trail
was documented with the assistance of a reflective journal, set to capture nuances of
interviews and its setting.

An ethical review was completed through the University of New Brunswick’s
Ethics Review Board, in adherence to Tri-Council Policy of Canada recommendations.
This study posed minimal risk to participants; however, a distress protocol was in place

to ensure participants’ safety.
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Chapter 5: Results

In this study, the researcher examined physiotherapists’ perspectives on providing
care to those living with cancer by interviewing eight physiotherapists who work in two
different cities in New Brunswick. The interviews were conducted between February and
April of 2021. In this section, the researcher presents results from the individual
interviews. First, the researcher presents demographic information followed by narrative
findings that are organized by themes.

Demographical information was gathered before beginning the interviews. The
process involved asking participants to complete a set of demographic questions (See
Appendix II). All physiotherapists were female, english and had an average of 21 years
since graduation (between 11 and 29 years). All participants apart from two had been
exclusively working in New Brunswick, with those two having some work experience in
British Columbia and Australia. Four physiotherapists had some experience on an
oncology dedicated unit, while the other four had experiences with those with cancer in a
variety of settings.

All interviews were conducted virtually via Zoom. The audio was recorded and
transcribed verbatim. A constant comparative analysis approach was taken to code the
transcriptions into the domains as outlined by the Theoretical Domains Framework
(Atkins et al., 2017). NVivo was used as a means of organizing data into appropriate
codes (QSR-NVivo version 1.5, 2021). The following will include the findings of the

predominant themes to have emerged from these discussions.
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Domains (Themes)

The interview discussions revolving around physical activity and physiotherapy
and how they can be better incorporated into cancer care were completed with
physiotherapists who have experience on an oncology service, as well as those who have
interacted with those living with cancer but have not necessarily worked on an oncology
specific unit. Below will be the perspective these physiotherapists had with their
responses grouped into domains (themes) as outlined by the Theoretical Domains
Framework (Atkins et al., 2017). Participants’ names have been changed to ensure
confidentiality. Overall, physiotherapists felt the profession and skill set one has as a
physiotherapist could be expanded into cancer care and felt that it is currently lacking in

New Brunswick.

Environmental Context and Resources:

Physiotherapists
The environmental context and resources domain involves describing how a

physiotherapist comes to be involved in providing care to someone living with cancer. It
is the domain that describes “how the system works”. More specifically, in the context of
publicly funded services, those living with cancer access physiotherapy services when
another healthcare professional (such as a physician) refers them to a physiotherapist. A

such, these other team members should understand how a physiotherapist can assist so

62



that they may either facilitate or impede the incorporation of this service into the cancer
journey. Furthermore, the resources aspect of this domain describes both how many
physiotherapists are on staff on any given site, as well as to how their division of care
across the public system is distributed, ultimately impacting whether they are involved in

cancer care or not.

The referral process
In this study, participants spoke of services that were located in the hospital, the

Extra Mural program and one program carried out at a local gym but funded primarily
through the Regional Health Authority (RHA). These services were, at times, offered on
an outpatient basis, either directly in the hospital, and or in the aforementioned local gym.
Participants described the referral process. In their narration, they mentioned that referrals
for a patient to be seen by a physiotherapist could be generated by a variety of team
members, ranging from doctors, nurses, occupational therapists and others. Patients could
also advocate for themselves and ask for a referral from those disciplines to see a
physiotherapist.

Physiotherapists who worked on a variety of inpatient hospital units that are not
necessarily dedicated to oncology, indicated they would get referrals to see patients with
cancer, not as a direct result of a cancer diagnosis but more so related to the sequelae. The
type of side-effect would impact whether a referral was generated or not. For instance,
they spoke of how someone might receive an amputation as a result of cancer, or have a
glioblastoma removed. These conditions would generate a referral to a physiotherapist to

help the person post-op. The physiotherapists indicated these were conditions where
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members on the team were aware that physiotherapy would help and a consult was
usually completed.

The challenge came where someone might be admitted for other sequelae, such as low
platelets, and thus generating a physiotherapy referral in this context might not be first
and foremost in other professionals’ minds. For instance, in one of the interviews, when |
asked the participant whether most patients with cancer are examined by a
physiotherapist, her response was that routine examination was not usually the case.
However, patients would be evaluated when their condition was critical:

Interviewer: Do you think most people with cancer are seen by a physio while in

hospital?

Beth: I think, well not all. [long pause]. And are they seen by them for that education

component, no. They are only seen by them when things are not under control and

then they are not able to move and then they 're seen [for] a small snippet. It might be
to give them a walker and to make sure they can climb stairs and send them home.

Yeah, it's definitely probably not the best but if they're in a disaster you know they re

seen, which is a lot of what we see lately honestly.

In situations where other professionals who could initiate referrals are not aware
of physiotherapy and what their addition to this condition could offer, a referral may not
be generated. For instance, one of the participants elaborated how a referral could be
missed if the physician was unaware of the need for physiotherapy. She stated:

If the physio doesn't get the referral for the patient with cancer because the doctor

doesn't know, how do they know that the patient is even in the hospital with cancer?

There has to be a way where it's a team effort. (Joan)
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While the need for referrals continues to exist, one physiotherapist indicated the
problem could be mitigated by being present for team rounds, where patients are
discussed. In those discussions, the physiotherapist can advocate to be a part of
someone’s care:

One week we have rounds and that's an opportunity where nurses might be talking
about a patient and we can actually step up and say, “well have you thought about
physio for this?” Then the palliative care doctor can then say, “well let's get physio
in,” or nursing will say, “I hadn't actually thought of that.” So we have avenues that

we can be involved. (Isabella).

Lack of physiotherapy services in oncology

Definitely having physiotherapists as a part of the team can be helpful; however,
the participants felt the challenge remains that not all units have a regular physiotherapist
as a part of their team. As such, some physiotherapists have taken this on as a personal
mission to become more integrated into cancer care. One such example was described by
a participant who was developing an outpatient, multi-disciplinary cancer program, which
is actually the first one in the Maritimes and was in a city in New Brunswick. It began
after an oncology unit underwent the accreditation process. Within the process, it was
identified that a lack of follow up services existed for those living with cancer. An
oncologist then recruited team members to develop such a program. They had identified
wanting a nurse and physiotherapist to lead it; however, funding was provided by the

regional health authority for the nurse, but not the physiotherapist. This led to asking
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community/private practice physiotherapists if they were interested in getting involved.
Initially several physiotherapists expressed interest, but soon withdrew their names once
they found out funding would need to be self-generated, leaving just 2 who were
interested as described by this participant. She mentioned how they volunteered and
raised money to support their involvement with the team.
The oncologist talked to [RHA] and they got funding for the nursing coordinator but
they wouldn't fund the physio positions. But you can't have a program with the nurse
and not with the physio. All our planning stages was volunteer work. Like the other
physio and I, all the planning was volunteer.... Then we got some grant money I think
it was from [local funding agency], and fund raising, so we got some money there. |
think Relay for Life had given us some money. It was all private donations. We were
doing fundraisers, like they had a comedy night at a pub and we would work at a
Saturday market, like it was just like all fund raising 'cause they wouldn't fund the
physio positions. So that's how it got started. It's just been rolling along ever since.
(Amie)

This personal dedication is commendable and in this case, a positive result
occurred. The physiotherapy program continues more than 5 years later, and funding is
not as challenging, as described by another participant who is now responsible for it:

1 do the [name of program] that is run by [RHA] initiative in conjunction with the

[private gym]. So I'm a physio with that. There's a nurse also so we run that. It is

not specific to breast cancer that's any cancer diagnosis and we run that out of

the [private gym] twice a week. (Hallie)
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However, this was not the case for an inpatient unit in another city. The
physiotherapy department had identified an unmet need in hospital care and wanted to
change it. They had realized that if they saw mastectomy patients pre-op, they could
potentially decrease the negative sequelae that occurs after surgery. The physiotherapy
manager was supportive of this decision and as such, the manager and outpatient
physiotherapist (in hospital) who saw those with post-mastectomy conditions met with
surgeons to educate them on the importance of physiotherapy and the contributions they
could make in this population earlier on in the journey but they were met with resistance.

Kate: We would like to see them all pre-op preventatively, they do that in the

other two

bigger cities in New Brunswick but we don't do that here.

Interviewer: Any thoughts why?

Kate: Yeah the surgeon, in general. She does not feel that it's required and the

other

surgeons just follow. ['ve had meetings with them and yeah she did not
wanna do
that.

Interviewer: So you've approached them?

Kate: Hmm, hmm [yes], this was quite a long time ago, going back ten years or

more.

Yeah we had meetings and she just did not want, she thought it would clog
up the

system. And we were happy to do it and she didn't.
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Interviewer: So it was thought it would clog up the physio system?

Kate: Hmmm [yes], she thought it would be too much for us even though we

were the

ones who said we’d do it.

Interviewer So do you interact with her at all now?

Kate: Not really, just referrals and discharge summaries back and forth. That

would be

it. I don't see her in person.

As discussed previously, without a referral, patients will not be seen by a
physiotherapist. As such patients are not being seen in this one city of New Brunswick,
compared to how they are being seen for the same condition in other cities all because a
physician felt it was not necessary. Another physiotherapist at the same site where
patients are not referred to physiotherapists indicated that negative effects further down
the journey can occur for the person living with cancer and are more time consuming to
reverse and thus incorporating physiotherapy care at an earlier point could prevent
difficult situations:

1 think in the past they've asked to see the surgeon saying they want to see if they

can refer more people to physio. Their response was they don't need to overload

the system. I feel if you get someone to come they just need to come 30 minutes
every couple weeks, it's less overload than if you wait until they can barely move

their arm and they have to come a lot more. (Lily)
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Being involved preventatively

Over and over again, all the physiotherapists indicated how they are under tight
budget constraints, having a difficult time managing caseloads and doing quality work.
Indeed, having physiotherapists present earlier in the continuum of cancer, at the moment
of diagnosis, was something supported by all physiotherapists who were interviewed.
They agreed it can be an overwhelming time, being sent to many different professionals,
all of whom are providing information and perhaps the least amount of attention is placed
on one’s physical status. However, they also indicated this could not only be a moment to
empower the patient, but a moment to help the patient get through their interventions as
best as possible. For instance, Hallie, described what their interaction with the patient
pre-op usually looks like. She described the information and assessments that are carried
out with the patient. In her narration, she emphasized the significance of the pre-op
assessments as baseline and referent points:

So we have a physio breast health booklet that we created so we give them that pre
op. We tell them what to expect like sensory changes and things like that and activity
guidelines, restrictions that they'll have post op. We tell all of them that we're seeing
them pre op so that we can have a baseline of what their normal is. So we'll measure
whatever side...so if it's a left mastectomy will do their left shoulder range of motion
so that we know what is pre op and will do their left arm circumference is so that we
know what it is pre-op so we'll know if lymphoedema is an issue post-op as well. We
have all their pre op baseline measures so we compare them to later and so we'll know
when they're back to their normal or will know if their circumference measurements

deviate from their normal. (Hallie)
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She elaborates on the exercises and activity recommendations they make to those
being seen pre-op for surgery related to breast cancer and says:
1 think that's why we start with small so you're not overloading them 'cause they've
already got enough. I think in that point in time when so many things are out of their
control it's something that they can control. I think that helps too because if they can't
control their diagnosis and they can't control if they have chemo but they can control
if they can do this exercise everyday. I think it gives them back something that they can
do when there's not a lot that they can do to help themselves so at least this is

something.

Differences noted from other jurisdictions

Interestingly, only 2 physiotherapists had indicated they had worked outside the
province, but this did not mean the others were unaware of how other jurisdictions were
involved in cancer care. For Amie, who was involved in developing the first outpatient
multi-disciplinary cancer program in the Maritimes, she travelled to other provinces and
consulted heavily during the development of the program. However, local context needed
to be first and foremost when adapting what worked in other places, as New Brunswick’s
relatively small size and its difference in economic standing would not accommodate for
some of the things other places were doing. For instance, fund raising strategies were
different. She mentioned:

We spent a weekend up there just to kind of observe their program and kind of

pull some information from that. It was all privately funded but it was a different
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type of private funding. You know, they would have these Dinners of Diamonds
and it was like $5000 a ticket which is not gonna fly in New Brunswick. That's just

not even possible [chuckles]. (Amie)

Even how they ran their programs was not feasible to carry out here in New
Brunswick’s smaller population base:

We looked at programs that did exercise classes like in Alberta for example. They

would have prostate cancer, and they would have eight different classes a week

that someone with prostate cancer would go to but we just don't have the
population base here to do that. So we started with breast cancer that's what we

had funding for, it was breast cancer people we started with. In this city we did

have a bit of a wait list at the beginning but once we got caught up it was almost

like they weren't coming in fast enough to fill the program. We were getting really
good results so we extended it to include all cancers so that's how we moved
forward. (Amie)

Preventative measures are addressed differently in other provinces. For Kate, she
works in the hospital’s outpatient department and sees those who have had mastectomies,
prostatectomies, those who have had pelvic radiation, among other conditions, and have
complications from these and their interventions. She was asked if she, or anyone in the
hospital, saw any men who were going for their surgeries pre-op:

Pre op? Not generally. Now I did see, if any of the prostatectomy's are going to

Quebec to have their surgery, the surgeons there require that they have a physio

before their appointment just because they are more advanced in their pelvic
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health than we are here so I did see two gentlemen that had to see me before they

would have their surgery. That was because they were going to Quebec. (Kate)

Environmental Context:

Cancer

Interestingly, the question of how physiotherapists fit into the context of cancer
care was first and foremost a point of discussion in this study. However, what became
apparent is a discussion on how cancer care fits into the context of the health care system
in New Brunswick. In participants’ discussions, they described the environmental context
in terms of the geographical space, cancer diagnosis, and the type of cancer, such as brain
tumors or breast cancer. Concerning the geographical space, for instance, in New
Brunswick, it is possible for a hospital to not have a unit dedicated solely to oncology
services. Even palliative care, a service associated with end-of-life oncology care, is
blended with general medicine in some hospitals in New Brunswick. As such, the
environmental context of geographical space and how those living with cancer are treated
in New Brunswick became a point of discussion by participants.
Geographical Space: cancer as a diagnosis versus cancer as a sequelae

The lack of a geographical space dedicated to oncology services was discussed in
terms of how the nuances of a cancer diagnosis might not be first and foremost in one’s
mind. As this physiotherapist indicated, the actual thought of a tumor being synonymous
with cancer was not necessarily a consideration:

I worked on family medicine and then I moved onto neurosciences. Especially in

the neurosciences unit we would have patients who were coming in to have brain
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tumors removed or resected, like a glioblastoma pops into my mind. Having given
it some thought after I first signed up for this study, I realized that we didn't really
think of them as having cancer [chuckles]. We just kind of said you have a
glioblastoma come in and we're going to help you after you have it removed. 1
didn't really put much emphasis on the cancer part of it, just more the post-
surgical and get them up and going and get them home as best as you could.
(Melanie)
In this context, cancer in and of itself might get lost in journey, depending on
what unit they might be on. When someone was on an oncology specific unit, and a
highly specialized one such as palliative care, the diagnosis is first and foremost in one’s
mind and seems to impact how things are carried out:
I mean, on the neuro unit, you feel like it's, like there's more going on, there's
more people around to help you if you need it, where as on palliative it's a lot
quieter. You smelled cookies and flowers on the floor and it's more like, less
hustle and bustle. You kind of feel like you just have to slip in and sort of see the
person and slip back out and not disturb anyone too much or anything. (Melanie)
Others also indicated that someone who had cancer but was admitted to hospital
for another issue, their cancer diagnosis and its implications might not be first and
foremost in one’s assessment and treatment:
1t depends on the situation but sometimes if it's not necessarily why they're there,
it's something that I write down on my list of their medical history, but it's not
something that's always at the forefront. Unless their symptoms are making me

worried that they have mets. I would take it into account if I was thinking that
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their pain is too out of control and it doesn't make sense or if something that I'm
seeing in my assessment doesn't make sense, like their back pain is far beyond
what it should be and they had prostate cancer. Then I'm usually a little worried
about that. I'd say sometimes it's not, it's not on the list of things that really are in

my mind from day to day. (Beth)

Types of cancer: are they important to differentiate?

Some physiotherapists acknowledged the importance of treating cancer for its
uniqueness, both as a whole “cancer diagnosis” or further broken down into a “specific
cancer type”. For instance, Hallie spoke of how those who have breast cancer receive
their care in a highly formatted and structured program from the moment of diagnosis in
one particular city in New Brunswick. They have a breast cancer navigator who assists
patients in their journey throughout the continuum. It was vacant between August and
January, and patient experiences were notably impacted:

Interviewer: You mentioned how patients say it's fast and obviously there's a lot

going on. How do you find it is received that a physio is coming to

see them at that time [of diagnosis] 'cause there's so much?

Hallie: 1 always open with “do you know why you're coming to see me?” and
they often do because the breast health navigator has already kind of
explained the different pathways that they're going to have to go to so I
think now that the position is filled again they have a better idea of
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why they're coming. 'Cause when it was open they had a lot of
questions.
She elaborates with:

I know even when our breast health navigator position was empty, I had a lady
come in  that was asking questions: like she really thought she was going to have a
mastectomy under local anesthetic. So that gap was missing, She had no idea it
would be a general anesthetic, but that one person's role became very obvious
in just knowing and talking it through. The fact that you get so much
overwhelming information, you need somebody to help you process that
through. I don't know why it doesn't work the same for other ~ oncologies, you really
wish it would.

1'd love to see other navigator positions put into other oncology positions.
Generally that's been a nurse, and it could be anybody but somebody who could help
somebody navigate and explain their results when they didn't understand it the first
time and help them navigate it because I think that alone, whatever the condition,
if they had one  person they could contact, they would need consistency like they
need that one person they can kind of develop that relationship and kind of call
and feel better about.

They're trying to standardize that all across the province but they're going to need
the same team to make that happen. I know another city in NB is taking some steps
towards  that from some of the things I have seen and questions I have fielded. I
think some regions are attempting to try and copy that and I hope it does. I think from

the patient’s perspective and especially when you see them down the road, they
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will talk about how well they feel that everything has run in a really hard time.

And I think that's what ~ anybody should come out of any program. You should be

made to feel that things were made as easy as they should be in a hard time.

A lack of coordinated cancer care is of concern for those who have any type of cancer
diagnosis and can lead to confusion on the patient’s part. Having services present for one

type of cancer and not for others could be creating gaps in cancer care in New Brunswick.

Social influences

Most definitely, the environmental context one works in is heavily influenced by
the team members, administrators, policy makers and others. These social influences may
impact whether physiotherapy care is incorporated into the cancer continuum. This
domain thus incorporates participants’ perspectives of how various team members may
impact whether a physiotherapist comes to be involved in cancer care or not because of
how they may or may not view the need for this type of care as being important. It
involves trying to understand who are advocates for increasing the role of physiotherapy
and the inclusion of physical activity in general. The following is how physiotherapists
indicated they felt other health professionals, patients and even other physiotherapists

view the role of physiotherapy and activity along the cancer care continuum.

How others see physiotherapy and cancer care
All physiotherapists discussed instances where other health professionals were not
aware of all of the skills a physiotherapist has in particular to oncology and those living
with cancer. They spoke of how, even after being on teams for a while, or working

alongside other professionals, those people still were not fully aware of what
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physiotherapists could do. For instance, generally a physician is seen as the leader of the
team, but their knowledge of physiotherapy may be limited:
Interviewer Are you aware of even what the oncologist’s perception of physio is?
Amie: [ don't think she had any idea honestly [chuckles]. Even when the program
was up and running, I don't think she knew, like I know she knew we ran
the program twice a week. We explained to her that it is exercise classes.
Kate had been working on an outpatient basis, in the hospital, with those with
cancer for about 15 years, but her presence was still not acknowledged, nor what
physiotherapy’s role was in cancer care unless the patients were in the post surgical stage
or had developed complications. She stated:
1 don't think most people know I'm there for the pelvic floor part. The
lymphoedema is sort of progressing, they re starting to know that myself and the
other physio are there. Post-mastectomies, the surgeons certainly know we re
there and the oncolologists know we're there but they tend to wait until they've

had problems. Or we see them post op only if they've had an axillary dissection.

How other physiotherapists see their role in cancer care
This lack of understanding was not just for those outside of the profession, but
other physiotherapists also did not seem to understand the roles of their colleagues and
the skills they possessed. For instance, Isabella had been involved in the care of a patient
at a nursing home who was unable to ambulate as a result of cancer lesions in her pelvis.

After many months of therapy, the patient was able to take some steps with a walker,
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something she hadn’t done in years. Describing her interactions with colleagues, Isabella
said:

1 talked to my colleagues at work, they said we wouldn't have touched that. And 1

said “Why not? You know, she's moving, she has informed consent, the oncologist

is on board. She's now walking, she's going to family and friends. She's gone to
the shopping mall more independently. Her world has opened up. She went to
dinner at a restaurant for the first time in four years.” To me that was huge
quality of life.

Lily, who has worked with an outpatient cancer program, as well as seeing
patients in the hospital outpatient department who have complications resulting from
cancer or its interventions said:

1 feel like most of the physios that I work with, if they see someone who has

cancer they re probably seeing them for shoulder pain but they don’t

really....Maybe I feel like physio needs to continue to evolve to try and help more
in a health promotion kind of way than just fixing. And it is getting better, but I do

think a lot of people that I work with, no one wants to see people with a

mastectomy they get really intimidated by that or that they have a metastatic

disease. But I think if they knew somebody had ovarian cancer or something and
they came for their shoulder, they would just be treating their shoulder and not
maybe saying all you should exercise and talk about recommendations of exercise
in the benefits and all those sort of things.

This would seem there is a missed opportunity for physiotherapists to play an

active role as they can in promoting the importance of physical activity and the full scope
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of skills they have in their possession. This is where, if physiotherapy were a standard of
care, it could then be thought of more often by many more involved, including
physiotherapists:

1 think that if it's expected and if it becomes the norm, and patients know I'm

going to get physio, I think it would help their self esteem. (Joan)

Support systems for physiotherapy and cancer care
Despite the limited understanding, there were areas of positivity, where
physiotherapists felt supported by management and their fellow team members.

Interviewer: How do you find your support around, like supervisors, managers

that sort of thing in terms of managing caseloads. for funding
for education or all of those things?
Kate: Excellent. As I say I just took two big courses. No, my managers

are very supportive of the education component, that's not a
problem. And in terms of time frames, I get longer with these
patients than I would if it's like a hand injury. That's been very well
supported as well by management. I feel very supported that way.
Having positive outcomes occur as a result of physiotherapy interventions was
also seen as a way of gaining more support from other team members. Isabella described
the support from staff at the nursing home where she assisted the person living with
cancer who had pelvic lesions:
Isabella: It was really good. I had an assistant that was able to buy in and

she was really good at supporting. So if  was to go in once or
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twice a week and check in and progress things, then the rehab
assistant was carrying the program out on a daily basis. that really
made a big difference is having the staff on board.

Interviewer: Any issues with nursing staff, either positive or negative?

Isabella: They were quite receptive and quite shocked because nobody kind
of expected this was where things were going to go. I thought it
was quite well received. She still hasn't moved out of that facility
and I think that there's other reasons, but her plan is to move.

Perhaps an overlooked, and yet obvious, group who should be involved in

advocating to expand the role of physiotherapy in cancer care are those living with cancer
themselves. The participants discussed how important these people were in promoting the
advantages to having physiotherapy involved, or even the perceived contribution they
could have:

You need one individual and maybe it's not the physio, maybe it's somebody who's

had cancer who's in that...I hate to say it but maybe it's a stakeholder who

realizes the benefits because it touches them close to home, I hate to say. That's
how things happen. Maybe someone in their family gets cancer and they realize

“whoa there's nothing here for us”, then they have the ability to push it because

they have the power. And I think a lot of times that's what it comes down to, it's

power, it's who controls the money, it's who controls this. A physio at the bottom
level can say you need to do this, but if they're trying to pay off loans and just
trying to make ends meet and have a young family, they don't have the time or the

mental ability to push, I don't think, for something like that. I think it's people who
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have to be really passionate about it and it's unfortunately it's the people who are

most affected and who have it in their family. (Joan)
For Amie, she experienced this very thing:

Really the people going through the program were our strongest advertisers. They

were amazing. (Amie)

She explained how patients would receive a t-shirt after their 10% visit, and that in
the planning stages, they were concerned that the patients would not want them, that
wearing a t-shirt would make them visibly known as someone with cancer, but the
opposite was found to happen:

They would be like “this is my ninth time can I get my T shirt now”. They were so

proud. And they would mentor each other so almost like if they saw a T shirt they

would be like “Ohhhh!” and go over and introduce themselves. You know they
felt sort of alone [at first] and so it was really neat that way. They were our
biggest advocates honestly... When they were doing fund raising some of them
would speak, how much the program had changed their lives and that type of

thing so they were the best advocates really to spread the word. (Amie)

How exercise/physical activity is perceived by others
Indeed, how exercise/physical activity and cancer is perceived was discussed by
all participants. Everyone agreed there is a place for physiotherapy interventions from the
moment of diagnosis, through to remission and palliative care, but that it did not
necessarily always occur. How the message is delivered was seen to be gauged as to

whom the message was being delivered to:
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To me it depends on who you're talking with you have to really gauge your
audience. Like if somebody has an active lifestyle to begin with, then you can use
the word exercise. If the person is sedentary, or their goals and interests are very
different, then I tend to use your activity level rather than exercise. So it's about
choosing what message is going to the receiver. (Isabella)
Some physiotherapists felt the message also should resonate with the individual as
a means of motivating them, as well as potentially ensuring it is something they will
continue on with, even after they have finished their formal intervention with a
physiotherapist:
Honestly it's pretty individual and try to encourage people to exercise and
different ways they can do it. Everybody is a little different because the best
exercise you can do is the one you're going to keep doing. We promote variety
and promote exercise just in terms of improving their quality of life because
people are surviving a lot longer now than they used to. Also [it’s about]

reducing their risk of reoccurrence and lots of other ailments as well. (Lily)

Skills
The domain of skills pertains to the techniques and approaches a physiotherapist
would use to assist those living with cancer. These skills may have been acquired while
in university or they may be acquired post-secondary, either through advanced courses or
through experience. It differs from knowledge, a domain discussed later in this document,
in that skills are applied whereas knowledge is more the evidence used to guide which

skill should be used in a given situation.
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Most commonly perceived skills

Certainly, the skills a physiotherapist possesses are important on what could and
should be done in cancer care. Most physiotherapists, when asked what skills they have,
alluded to physical activity and exercise as a big component of not only what they do, but
what is perceived that they do. However, it was found to be not the only thing that can be
incorporated into cancer care. As Melanie says:

1 guess I think of physical activity as the first thing but I know there's a lot more to
it.

More specifically, many mentioned how most other professions would commonly
consult a physiotherapist to provide a walker to a person living with cancer. However,
most indicated the role a physiotherapist would play would change according to where
along the cancer continuum a person living with cancer might be.

Well there's lots of different areas that physio can approach [patients]. So if

somebody had surgery then certainly physio can help with that. If someone had a

mastectomy then physio could help with that, to help them move or more help with

their scar. (Lily)

Educating others as a skill
Physiotherapists indicated they have strong skills to educate the person living
with cancer and their family, especially in the initial stages. They acknowledged that this
is an overwhelming time but educating the person living with cancer and family members

can be empowering:
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Joan: I think a lot of it is education. And it's sometimes education of the

caregivers and family members on how to make the patient more comfortable

when they are in those palliative stages. I think physio kinda can have a role in all

stages of the person’s cancer treatment right up to their death to be honest.(Joan)
Lily elaborates on this point:

Education is really important for those people [those with breast cancer]

especially through the rest of their treatments. So if they're doing radiation to

keep doing their exercise. We know there's always that risk of getting
lymphoedema with surgery and radiation, I am trained in that as well so I treat
people with lymphoedema. Education is really important so just promoting
general exercise, it doesn't have to be really super complicated. Walking is really
the best thing and yeah if it's a different type of cancer and they had a different
surgery, it might apply for a different area.

Unfortunately, the education component could have the biggest impact, and yet
seems to be the most often missed opportunity. While elaborating on the importance of
education, Lily provided examples of patients who presented with limited awareness of
the types of exercises they needed to perform. She mentioned situations where fellow
physiotherapists were selective on the type of patients that needed care, perhaps because
of limited awareness of the importance of physiotherapy for all the other patients. She
mentioned:

A lot of times [patients] say “I didn't know I was supposed to keep doing exercises

when [ went to radiation.” I don't see a lot of people right after they've had a

mastectomy, there's two other physios that have been working there for a really
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long time that would go see those people, but they only tend to see the ones who

have axillary dissection or if they've gone to radiation. If they don't have the

range of motion to get the radiation then they will send them to physio. Other than
that, we don't see them and I think it's a shame because they would benefit so
much even from the education. Just to show them the exercises and the education
to reduce the risk of lymphoedema and what kind of exercises they could do, just
those sorts of things. Anything really, not just breast cancer. People who have
prostate cancer or hysterectomy or any of those things.

Furthermore, Lily provided an example of a missed opportunity for a physician to
refer a patient to physiotherapy, perhaps because the physician was unaware of the need
for physiotherapy. She mentioned:

I had a lady today and she had a hysterectomy and she asked her surgeon right

out “do you think it would be a good idea for me to go to physio after my

surgery” and she said “oh you don't need physio, just gradually do what you do

and you'll feel fine.” I mean she wanted it so why not refer them.

Assisting with sequelae
Symptom management was discussed by several participants, indicating that
physiotherapy could manage issues that arise as a result of cancer, or the interventions
used to combat it:
Well I think we should be playing more of an active role during the active phase
of treatment. It would help with symptom management. You know, if you're on

chemo it doesn't mean you shouldn't be exercising or that you shouldn't be
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moving. I think that should be a part of, we should be developing programs for
people during that acute phase to help them. We know exercise does make a
positive impact but we're not doing that, we're waiting until they're all finished
and they've got ankle contractures or they've got vincristine myopathy or you
know we should be helping monitor. (Isabella)

And as Kate says:
I would like to see an actual program where we work right in oncology and that
would be my only role would be oncology. I think because when they are
receiving their treatments, exercise has been shown to improve the effectiveness
and reduce the side effects of their chemo so we could be right in there, right
while they are upstairs getting those treatments we could be right there. And
preventatively, before surgeries, with lots of education and showing them what
they need to do beforehand, so we're missing some big pieces.

Listening as a skill

More than having the skillset to prevent conditions further down the line,
participants indicated that great physiotherapists have strong listening skills and really
work with the person who has cancer to create a treatment plan that aligns with what the
person wants, not what the physiotherapist wants.

1 think honestly having [physiotherapists] who have good interview skills is

important because the patient sometimes tells you everything you need to know.

That being said, I think the [physiotherapist] also needs to be a good listener and

you need to be able to ask the right questions then you do need to be able to focus

on what that person that you're working with wants to do. 1 find a lot of my
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patients with cancer, I really let them guide my treatment sessions. So I make sure
that they know I'm here to work with them but what I need from them is to tell me
what they want. And if what they want to do is to be more comfortable laying in
their bed and rolling from one side to the other, and that's going to be what |
work on. I'm going to make it easier for care for them to roll in bed. (Beth)
Beyond the skillsets that physiotherapists present with, Hallie reflected on how
training physiotherapists in other dimensions, such as psychology, could help assist
physiotherapists to fully assist the patients they interact with, given how much they are
exposed to this component:

I wish that [physiotherapists]had a bit more of a psychology background for some

things too because I think especially here is where I wish we had it. You feel like

you're doing a lot of counseling without, like only going by experience, and saying
what you see is traditional and normal and stuff but without having any formal
supports for that. I do that all the time.

Being a good listener means providing quality physiotherapy care, as well as can
motivate those with cancer to carry out their treatment plans by giving them something
positive to focus on while they are surrounded by so much negative:

Joan: [ think [it makes] people feel better and oftentimes, it's self worth. It might

be that they are helping them with physical things but it helps them mentally, you

know what I mean. You have somebody who can't get out of bed and you're
working with them to strengthen them and get out of bed, you just increased their
independence.

She continues on:
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And I think a lot of it too, to be honest, is we become counselors. We become a
voice because with physio, you're in so much with the patients that I think that we
actually play a big role in listening. We re that constant person that has seen
them from health care, 'cause they may have a different nurse every shift or they
may have a different person that sees them and they see so many different people
while they're in the hospital. But if you're seeing them in the hospital or if you're
seeing them in extramural you're constantly going in and seeing them . You're
that familiar person. Sometimes you feel like you are their counselor. Sometimes
they're telling you their thoughts and feelings.
Related to this, the consistency in the physiotherapist and truly listening to what
the patient’s goals are results in trust:
Isabella: I think for me it's about trying to build a rapport first so that somebody
can trust you and having consistency in your therapist too makes a difference.

Like I know I can go in with somebody that I've built some trust with.

Social/professional role and identity
The domain of social/professional role and identity is related to both the scope
and breadth of physiotherapy practice, as well as the boundaries and limitations to one’s
practice. Many participants spoke of the boundaries of the profession. Listening and
assisting could be seen as assisting one’s mental health while coping with cancer and was
identified as a positive from participating in physiotherapy. They also noted their

limitations in this aspect in that it is not a physiotherapists’ role to be a counsellor per se.
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Knowing the scope of one’s practice
Furthermore, they were aware of contraindications to physiotherapy interventions,
or the times they should not be involved in one’s care. This is demonstrated in the
following. Isabella was assisting a person who has cancer who was in a home and wanted
to walk again. She examined the patient’s medical information and did not want to take
chances. As a result, she consulted with the oncologist prior to carrying out her proposed
treatment plan:
1 think it's understanding medically what's going on with the individual. 1
wouldn't have wanted, like if her bones were at risk of collapsing from weight
bearing, I would not have wanted to put her on her feet. I looked at the X Ray and
1 didn't have a clear enough understanding and I was reading the report and
thinking “yeah I think this is what it means but I'm going to check to cover my
butt to make sure that I'm not putting the patient at risk before I do anything”.
Furthermore, communicating with that oncologist for the duration of the treatment
plan, at various intervals, was important in ensuring the patient’s safety throughout the
duration of treatment, as well as continuing to involve the oncologist in the plan of care
as a way of continuing communication with all team members:
1 said look, this is the patient’s identified goals, this is what I'm considering
offering her. I asked “what are your feelings, do you see any contraindications?
Do you have any objections to this plan?” And she said go for it. She said *
would love to see her to have the opportunity.” I sent the oncologist regular
updates on a regular basis saying, you know she's able to stand 10 minutes at a

time in the standing frame. Or, we've got now an appointment, we've improved
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range of motion but we're blocked at this point. Rather than putting her through
casting we're going to have an AFO made for stability to take the ankle out of the
equation. She said “Go head” and wrote the prescription for me. Everything was

quite well supported because I think we had a good enough relationship.

Physiotherapists and ability to provide exercise as an intervention

As for whom should be responsible for delivering physical activity and exercise
as an intervention to those living with cancer, most participants agreed that
physiotherapists are well suited to carry out these treatment plans, but that often limited
resources keep them from doing so. As such, other professionals are involved in carrying
out the treatment plan, with physiotherapists overseeing the overall progression.

I don't think it necessarily has to be a physio although I do think a physio should

oversee the program. So they might have more of a role coordinating and

assessing and watching the progress of the patients. It may be that they only see

the patient every once or two weeks and then relying on somebody else to feed

them back the information when changes need to be made or things like that.

Because I just don't think there's enough money and enough [physiotherapists] to

do one on one. (Joan)

Given health care in general has limited funds, the likelihood of adding enough
money to make a difference and add more physiotherapists to a hospital caseload is very
small. Also, by increasing a physiotherapy presence in oncology, it likely means it will

decrease the presence on already established services. The funding models are complex
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and vary by region in the regional health authority and no service is likely to welcome

cuts, even if it means an addition to an area that is lacking. Hallie, however, feels there is

a possible solution in re-imagining the allocation of physiotherapists:
Physio is not utilized to physios’ capability in a hospital. I think if there was a
realignment of what physio's true role were, there would be enough bodies for that. It
doesn't need to be a physio on an inpatient unit that takes somebody for a walk, that
could be designated to somebody else to do that and have the physio to come in for the
assessment and what needs to be done like a consult. We've talked about that where
having physio as a consultant where you can come in and step in and see what needs
to be done and you delegate that to somebody else to do. It would free up more time to
be able to do things like that. I think it's doable but I think it takes a whole, it would
take a whole consensus and agreement and support to make that shift.

This is a certainly a promising option to explore, where physiotherapists could
then find more satisfaction in their duties. As Joan indicates, even to advocate for further
implementing physiotherapy on other services can be challenging in ‘the real world’ of
health care. If a realignment were to occur, would it remove the skills physiotherapists
have or build upon them:

But then they have 16 patients to see on their floor and there's not enough physios

and it gets squashed, the motivation and the excitement to make a change gets

squashed because they're so busy. You become what I call, I called it

“dragulation therapy”. People asked what I did in the hospital and I said “I'm a

dragutherapist. I drag people to the chair and I drag people to bed and I said I do

that all day, I don't have time to do real physio. I said I don't even get the
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enjoyment of doing the exercises I have to pass that on to the assistant because 1
have too many assessments to do when I have too many discharges to do and I'm
taking people up and down stairs and I'm doing such routine stuff that I don't
actually get to know the people and actually care and do the one on one.”
Unfortunately, environmental context and limited resources in health care in
general seems to impact one’s sense of professional identity and the role they play in
cancer care. Even having the time to advocate for an expanded role in this service might

be limited by time constraints and limited resources.

Knowledge

In many ways, the knowledge a physiotherapist carries pertaining to their role and
their skills sets the tone for approaching cancer care. This knowledge can be obtained
from the education they receive while in university or in the years after this formal
education has been completed and they enter the health care system. All participants
agreed they received minimal instruction and background into cancer, the different
diagnoses of cancer, the stages one might go through and the negative effects that can
come as a result of the illness itself or from the interventions used to remedy it.

Improving entry-level knowledge

Discussions were conducted as to how this could be improved. Most agreed a
physiotherapy degree serves to introduce students to topics and is meant to cover a wide
variety of topics. Having a course dedicated to oncology would not be realistic. However

most seemed to recall that the topics taught around cancer care centered mostly on the
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harms a physiotherapist could do, and not the positive outcomes that can occur by
participating in physiotherapy. For instance, Joan mentioned:

A lot of it might be more on the job training but I think that there should be a little

more in school 'cause I don't feel I had enough. I knew what the red flags were,

but I don't feel I was educated as to what physios can help with cancer. It was
more about the problem not the area. So it's like this person has cancer but they
are referred because they have decreased range of motion in their shoulder or
this person has cancer but they are referred for orthopedic surgery. So you're
working with the last minute condition that they re referred for but you're not
really knowledgeable about the disease process itself. (Joan)

While participants shared what they had learned, they were asked if they felt
assisting those living with cancer would be something a newly graduated professional
would be prepared to deal with. Their responses varied from new graduates being
prepared enough to carry things out safely, to new graduates would need more experience
with more “routine” diagnoses before interacting and assisting those living with cancer
adequately. Hallie spoke on what would be useful for new physiotherapists should know:

1 think they should have a much better background on what the treatments are for
cancers. So if they could know some of those things to look for, like looking at their
blood counts, looking at what some of their prognosis might be, looking at what would
be realistic, looking at what some of the, you know if somebody has mets what would
be appropriate. Looking at weight bearing exercises. I think that there's more
condition specific that they should know, or at least be exposed to before they're doing

a lot on an oncology floor.
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Perhaps Isabella had the most well-rounded response when indicating if it would
be appropriate to have a new graduate working with someone with cancer versus one
with years of experience:

1 think there is a difference [between a new graduate and an experienced

physiotherapist] but I think both can bring something to the table. You know, 1

think sometimes the new grads are unbiased and fresh and keen. And then I think

sometimes the old dogs are able to, you know, they've had the experience and

have kind of been around the park. They understand but is that a good thing or a

bad thing. I think it depends on how you're using your eyes.

Preparation needed to enter cancer care
When asked about their own personal experience with commencing to see those
living with cancer, physiotherapists agreed they were prepared after having a few years of
experience, as well as building on the formal education they had received in school with
supplemental information they had gathered either independently in an informal way
(mostly researching relevant topics on their own), or through post-secondary courses.
You know basically it would just be my own knowledge on the benefits of exercise with
cancer and oncology, and my degree which [ would have gotten from physio school
which you probably remember would not really include much. So once I expressed
that interest, my managers support any course that I want to take. I've taken at least
four weekend courses on oncology and physio or oncology and exercise. Most of them
are geared towards more physiotherapy. They are mostly through the oncology

division of the CPA. (Lily)
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An often-cited resource was gaining insight and knowledge from colleagues.
Participants spoke of how important it was to have informal case study sessions with
colleagues, asking them if they had experience with difficult situations and how best to
move forward. Further to this, Isabella commented on one might be able to do if they are
working in a rural/remote area where they might be the only physiotherapist around. She
has experience working overseas in this very situation and says:

So that's where I think that, having lived overseas, we had outreach groups and

people could link in and communicate with different centres. So if you're living

rural, then make friends with some of the people that are working less isolated
and then make contacts and communicate. I think that's kind of our, I think the
onus should be on us as therapists to make sure that we're not completely isolated
because how do we grow.

Indeed, this might be one of the best ways forward, as formal post-secondary
courses do not seem to be plentiful in the field of physiotherapy cancer care. When Amie
was developing the multi-disciplinary cancer group, she found it difficult to get relevant
information.

We started looking at how could we set this program up and we kind of looked at

all the programs across the country and took bits and pieces from this and that.

We went up to Montreal...and spent a weekend up there just to kind of observe

their program and kind of pull some information from that. We had to go and do a

lot of online research and pick what worked in some and pick from others...... We

were always looking for other cancer rehab courses but we couldn't find any. We

would have traveled to the States but there aren't any. They are few and far
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between. the courses by [Canadian physiotherapist] were good to start but the
rest was mostly independent.

It might appear this is a situation of “the chicken and the egg”, as elaborated by Amie:
Interviewer: Any thoughts as to why that gap in education exists there in the field
of cancer?

Amie: [ think probably just ‘cause there's not a lot of programs.

Emotion

The domain of emotions was used to explore what it feels like for the
physiotherapists to be involved in providing care to those who have cancer. Many spoke
of how rewarding it felt to be able to assist those with cancer, but they also spoke of how
easy it was to relate to that person. They indicated that this was because cancer is so
common and so it is easy to empathize, as well as imagine what it would be like to be in a
similar situation. They also spoke of how age can change their motivations, resulting in a
different intensity of care: that those with cancer who are older, although need proper
care, are viewed as having lived their lives and might receive care as usual. However,
when physiotherapists interacted with younger individuals living with cancer, they felt
more urgency in providing care to assist with a positive outcome. They also commented

on how becoming involved in cancer care may be impeded by an element of fear.

Job satisfaction
Cancer care is a unique field to be involved in, and its emotions are quite varied.
Certainly, for some participants, the reward was a big motivation to being involved in this

type of care:
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The difference in a couple weeks was really amazing. From the physio point of
view, it was really rewarding. I think that's what drew it to me. Like I said I've
owned a clinic for [several] years now so I've always worked with people in pain.
That does get a little bit draining, like it does get a little bit draining. These guys,
they still have pain, but their focus is just to get better. It might be to be able to
mow their lawn so their wife doesn't have to do it, or to take a trip, or spend time
with their grandkids, or be with their kids. They're just so much more appreciative
it's so much more rewarding. (Amie)
More profoundly, Kate was asked what her experience was like working on
palliative care and had this to say:
Well if the person's goal is to get home 'cause some people want to get home to
pass away at home but they have to be able to get into their homes. So if I can
help them do that I think that that's an honor. Some of my other people in
palliative, you're giving them quality of life as much as you can right up until the

end, so it's very rewarding.

Empathy
Dealing with cancer can bring on many emotions. Where it has such far reaching
effects by impacting so many Canadians, either directly or through knowing
friends/family who have been diagnosed with this disease, interacting with those with
cancer can bring out emotions for a physiotherapist. When asked if there are emotions

involved with treating someone who has cancer, Hallie says:
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Maybe it's because we walk them through every phase of it. Like when they come in
for pre op so many of them are like a deer in headlights. It is just such a shock because
things do go really quickly. A lot of them are still just stunned. And then you go
through and you see them after surgery and they're just happy because that part is
done but then you see them realize how many more appointments and how much. You
see the waiting because often they'll send the results to California to see if they need
chemo or not. So they're waiting for those results to come back. Then when they get
the news and they do have it, you know you're hoping for them that it means that
they're not going to have it but when they do, you're just on that high and low roller
coaster because they're coming to see you so much in between that I think it is
different. I guess it's one of those things you can also put yourself in their shoes
because you know the incidence is so high and it's not that it's out of the realm of
possibility. Whereas for a lot of things you might feel like it's never going to happen to
you but I think cancer you can't do that with. I think it's harder and taxing that way
because all of that is possible. I find it much harder in that sense then a lot of the other
parts that ['ve worked in.
Joan also says:
1 think it's because it's more their story. When I know their social history and I
know whether they have children or whether they 're too young, or if I know them
and they have family, I do feel more emotionally attached. But I'll admit, because
we've been doing physio since 2000, you do tend to get, you tend to learn ways to
basically put up the walls so that you don't get emotional. 'Cause I'd be crying

every day honestly. I do get attached to people. I did find a way to not get so
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emotionally attached that when somebody told me they had cancer I could
actually put up a wall up and not get attached or be as emotional. But a lot of
times once I found out if they had family or found out their story that would get

me quite attached.

The impact of age
Interestingly, the client’s age came up quite often in the discussion of cancer care,
a response that was unprovoked by the question posed. Many felt that it changed their
interactions when providing care, and that it was related to perceived age-related ability:
Melanie: Sometimes people, older people especially, they do need sort of a, it's
because when you're older, you're kind of closer to the edge all the time. I kind of
think of it as what you have, when you're younger you kinda have this reserve but
when you're older you're using everything you've got just to kinda maintain your
mobility to be able to get around a little bit, to the bathroom and what not.
She continues:
1 think that younger people there's more of a drive just to get them going as much
as you can. I guess you're always hopeful for the younger ones, whereas, well I
mean you're hopeful for everyone. When it's the 16 year olds then you're really
hopeful that you're going to be able to do something.
The difference between treating those of different ages is perhaps best described by Joan:
Like if I go in and see a little child and I'm going to the pediatric floor and it's a
child with cancer, you're working with the family, you're probably gonna spend a

little more time educating at a little more time with that family than the person who
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got transferred from the nursing home who has multiple comorbidities and is not

going to get better. You're probably not going to put more effort into those people.

It really is tough though

She is very candid and articulates how those who are perceived as being at their
natural end-of-life stage will have care provided as per usual, but that someone perceived
as having still a long, productive life ahead of them may motivate the physiotherapist to
provide more intensive interventions. Isabella feels she has seen this as well from other
occupations. She has had much previous experience working in pediatrics before
switching to adult care and has noted physicians’ practices may also change according to
age:

Interviewer: Do you know why [the physicians practice differently according to

age?]

Isabella: I'm not sure why. I don't know if the peds oncologist see that more as a

lifetime issue for kids and that it's gonna have a big impact over them over their

lifetime and I don't know if the adult oncologists, like I don't know. I'm kind of

shocked to see so much myopathy and such significant effects from vincristine from

an adult when I know that wouldn't happen in a kid. I know in kids if their feet are

incredibly in pain there's management for that so I'm not really sure.

Beth also has seen a difference in assisting those of different ages who have

cancer, and how a younger body and spirit might actually pose challenges in ensuring
patient safety. For instance, some younger clients, were quick to push themselves beyond

the recommended limits in their quest to recover. Although pushing themselves appeared
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safe or comfortable to the patients, the physiotherapists cautioned them against such

actions and when they continued taking the risks, they [physiotherapists] gave up:
It's really hard with people who are younger, people who are my age and younger
who get very sick with cancer and have been on my palliative care unit and they
have things that they want to do because they still have this gumption. Again their
transfers are no longer safe, they really shouldn't be moving but yet they still are
and there's no way you can convince them out of it. And so in those cases, on
several occasions pulled myself back and said OK ['ve set them up as best as they
can but I really don't think they should be moving and I've recommended they
don't but in the end they don't care and they do it anyway and the nurses are

breaking their backs.

Fear in providing cancer care

Many of those who worked directly on oncology specific units spoke of how their
colleagues had discussed concerns of working with those living with cancer, or that they
were not open to being a part of such a time. Lily felt some of her colleagues had
expressed this very thing and offered this insight:

So then I think people were intimidated by [cancer] because they didn't feel they

had the skills or the education to treat [someone with cancer], which is like how

people feel if they had a concussion or vestibular issue, you feel like you have to

have extra training for those things it's not really like what you have is an entry

level physio.
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Isabella had experienced this same thing, where her colleagues had said to her
directly that they would not have considered intervening to the level that she had and
assisted the person living with cancer who had pelvic mets to return to walking. She felt
her colleagues were afraid of providing that level of care and made recommendations for
further education. Isabella spoke further to that point:

Well I think the fear component would be addressed by education itself so people

have a better understanding.

Beliefs about capabilities
The domain of beliefs about capabilities is related to how physiotherapists felt
they were able to handle assisting those living with cancer, as well as in what way this
assistance helped those living with cancer. It also included a discussion about challenges
that might occur in assisting those with cancer, which became a discussion of being able
to use professional insights on how to assist someone who may be unwell/unable to

participate versus someone who may just not be willing to participate in general.

Assisting with quality of life
The participant’s beliefs about capabilities was related to the confidence they had
in providing care to those living with cancer and to what capacity physiotherapy can
assist in cancer care in an overall sense. Over and over, physiotherapists spoke of how the
profession contributes to quality of life for the person living with cancer.
I really wanted to be able to, for me was really I wanted to be able to say “OK,
OK how can we most empower and add value to quality in life.” And

understanding what the patient's goal is and that individual's goal is to give them
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the best quality within their life. You know it's not my goal it's what they want.

(Isabella)

Well I guess my whole thing is their treatments have allowed them to survive, but
they won't have the quality of life necessarily without...the breast cancer ones they
have the chemo and then fatigue after that. The lack of range of motion and the
lack of function. For the pelvic floor they'll lose their sexuality, which is a huge
change for women that way. For incontinentce for the men you know they may
never leave their house if they're afraid of incontinence. Their treatments let them
survive but leave them with such impairments that they can't thrive so that's where

we come in. (Kate):

Understanding the underlying reason someone living with cancer may participate in
physiotherapy interventions

Discussions occurred around a physiotherapist’s ability to get people to
participate in therapy and be motivated while having a cancer diagnosis. Indeed, there
was a balance to play between knowing when someone is having a challenge in
completing physical activity and movement due to previous lifestyles and acknowledging
there are challenges faced by those living with cancer that make it difficult to participate
in physiotherapy. Isabella approached it by building a professional relationship with the
individual:

1 think for me it's about trying to build a rapport first so that somebody can trust

you and having consistency in your therapist too makes a difference. Like I know I

can go in with somebody that I've built some trust with and I could know today is
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not a good day so 1'd say let's negotiate. I would say do you wanna wait for half
an hour and will try it again, let's time it with your meds and let's try it with that.
If they can have a bit more power in it then I found that seems to set up a bit more

buy in.

Beliefs about consequences
This domain is related to the perceptions physiotherapists may or may not have

about the harms that may be caused by providing inappropriate interventions to someone
living with cancer. Conversations were had to understand if they were able to take their
role and its afore discussed boundaries and then see if they were able to understand the

implications of intervening outside of these boundaries.

Harmful consequences

Related to one’s belief about what they can globally contribute to a person living
with cancer’s care are the harms that might come with physiotherapy interventions. All
participants spoke of how their formal university education prepared them to identify the
things that would absolutely do harm if someone has cancer. As such, all spoke of how
they would consult with the appropriate professional, usually a physician, but sometimes
other relevant health care professionals on the implications of their proposed treatment
plans. A situation occurred for Joan when she was assessing a patient who had been
referred to her for neck pain and the person at that time did not have a cancer diagnosis.
However, upon examining him, she realized there were findings that were concerning.

She consulted with the physician:
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So when I did the scan I knew it was not an orthopedic issue and I knew it was not a

neuro issue... I obviously didn't tell him “you may have cancer” because I didn't know

what it was it could have been something else. But I did feel confident that it was

something that was not within my scope of practice... After doing my screening I

realized there was something more going on so he did have a diagnosis subsequently

with cancer.

Physiotherapists also spoke about the consequences that might occur in the absence of
properly time physiotherapy intervention. Lily indicated:

1 guess a physio could reduce hospital stay. [ mean that's what you would have to look

at. anytime you do some sort of preventative type treatment it's kind of hard to prove

those things.

Kate indicated how there is always a place for a physiotherapist to be involved, it just
may be using a different complement of skills depending on the moment:

Interviewer: Are there any risks for physio to being involved? Anything a

physiotherapist should not do? I know there's a scope, so within
their scope is there anything that something has occurred with
somebody who has cancer and physiotherapy intervention shouldn't

occur at all?

Kate: At all? I think there's always something we have to offer. I mean there's
bone mets in a lot of contraindications but even, I've seen people right up
until very soon before their death for lymphoedema management
even just for comfort to keep their swelling under control just so

they can still mobilize to the washroom or that kind of thing. I don't work in
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palliative care now, but I have covered up there on weekends and
things so there's certainly a role even right to the end just for

mobility.

Chapter Summary

This chapter is a look at the results as found through a constant
comparative analysis of the data compiled from interviews with physiotherapists who
work in a publicly funded setting in the province of New Brunswick and provide care
to those living with cancer. The Theoretical Domains Framework was extremely
useful in providing a strong grounding of the interview guide and acted as a
foundation on which to view the responses provided. Of interest in these findings is
the concept that the environmental context, or “how the system works”, was intended
to provide insights as to how physiotherapists are currently involved in cancer care,
and how they might be further incorporated. However, the participants themselves
discussed “how the system works” for those living with cancer in New Brunswick is
somewhat unique in that some hospitals do not have a cancer-specific inpatient unit.
This lack of a geographical location might be responsible for overlooking the unique
sequelae that occur as a result of a cancer diagnosis; and as such, advocating for
increased physiotherapy services in this sector may not be happening as the totality of
cancer may be absorbed into the health care system as a whole. The following chapter
will look into each domain separately and discuss how each is currently viewed in

existing literature.
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Chapter 6: Discussion
This study sought to gain insight into the experience of physiotherapists who are
involved in providing care to those who have cancer, but not necessarily as part of a
structured program. In this chapter, using the Theoretical Domains Framework, the
researcher examines each of the domains, the insights the participants shared and relate
them with existing literature. The researcher concludes with an overview of the strengths

and limitations of the study as well as future directions of this work.

Environmental Context and Resources: Physiotherapy
To date, most studies have looked at how physiotherapy services are incorporated

into larger urban centers who have a structured oncology program (Canestraro et al.,
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2013; Dalzell et al., 2017). In New Brunswick, physiotherapists are present in many
publicly funded settings, including inpatient medical units, surgical floors, intensive care
units, Extra Mural programs and for cancer care specifically, a Stay Strong program
exists. This last program is funded by the Regional Health Authority, but primarily is
carried out in a privately-funded setting, such as the YMCA.

The College of Physiotherapists of New Brunswick does list the names of all
registered and active/non-active physiotherapists in the province as of January 1, 2021.
This does not include, however, the city/location they work in, the type of work they are
employed with, nor any contact information (College of Physiotherapists, 2021). It is
then difficult to ascertain how many would work in publicly or privately funded sectors

and in what type of field their work includes.

The referral process

The College of Physiotherapists of New Brunswick also has a record of the
Physiotherapy Act, which states that physiotherapists are primary care practitioners,
meaning patients may access them without a referral from a physician (College of
Physiotherapists, 2021; Government of New Brunswick, 1998). This situation is not that
straightforward in practice, however, as private insurance still require a referral from a
physician, which supersedes the Physiotherapy Act. Furthermore, a patient would not
necessarily be aware of a physiotherapist being of service to them in a hospital setting
and would not be able to advocate for their assistance. It would take another team
member to identify the person living with cancer has an issue that could be assisted with

physiotherapy intervention.
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There are very few studies, if any, that examine the process of referring hospital
inpatients to access physiotherapy services in Canada for an inpatient service. Most
studies that have identified a need to streamline the referral process and improve access
have involved outpatient physiotherapy services (not inpatient) that are provided by a
publicly funded entity (Deslauriers et al., 2017; Deslauriers et al., 2018; Miller et al.,
2010). An attempt to examine this issue has been made in the UK, where they attempted
to compare earlier access to inpatient physiotherapy servicers in the frail elderly. It was
found that those who were referred within 24 hours had a decreased length of stay and
were less likely to require formal care upon discharge (Hartley et al., 2019). Further
studies into how inpatient physiotherapy services are accessed in Canada may assist in
identifying variables to assist in timely access, as well as may identify areas where
inappropriate referrals might be increasing demands on physiotherapists that could be

mitigated with a more streamlined referral process.

Lack of physiotherapy services in oncology

The participants acknowledged there is a lack of presence for physiotherapists on
an oncology team. This is supported by the literature, outlined in Chapter 2 and is indeed
the impetus for this study. As will be discussed in “Environmental Context and
Resources: Cancer”, there is perhaps a previously unidentified reason for this in New
Brunswick. Further studies looking into how physiotherapists become integrated into
cancer care might also prove useful to gain insights into the process of becoming a team

member in this area.
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Being involved preventatively

In this study, participants from one city had advocated to be more involved in
patient care, primarily at the moment of breast cancer diagnosis as a preventative
endeavour. Physiotherapy management and some physiotherapists had met with
surgeons, discussed their role in cancer care and how they would be able to assist these
people in a variety of ways; primarily, they were looking to assist with the prevention of
many physical and emotional sequelae by seeing them pre-operatively. The physicians
indicated they were not interested, and 10 years later, physiotherapists are still not
involved pre-operatively in this city. This is in contrast to other cities in New Brunswick,
where similar patient populations are receiving this service.

The provision of physiotherapy interventions pre-operatively, or “pre-
habilitation” is gaining momentum in the literature and in some centers, where pressure
to reduce health-related costs occur in the health care system. As has been previously
discussed in this document, cancer and its interventions can decrease one’s quality of life
due to both physical and psychological reasons. Pre-habilitation is defined as a process
along the cancer care continuum that occurs between diagnosis and prior to implementing
interventions aimed at combatting cancer. It should incorporate both physical and
psychological components, as the two are closely linked (Silver, 2013). Pre-habilitation
has been shown to be effective in reducing hospital length of stay, improve muscle mass,
decrease surgical complications and improve health quality of life indices in those living
with cancer. It is also important to note it is not meant to replace post-intervention
rehabilitation, rather it is meant to be additive to the cancer continuum of care (Santa

Mina et al., 2021).
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A recent systematic review has shown that pre-habilitation in breast cancer may
decrease pain, improve functional recovery, improve shoulder range of motion and grip
strength and improve overall fitness (Yang et al., 2018). Furthermore, a recent feasibility
study was conducted, where women who were given an exercise program to complete
between diagnosis and treatment commencement. Participants described the program as
convenient as it involved body weight exercises and/or resistance band activities, all of
which were easy to carry out in any location. They indicated that they felt it facilitated
recovery and provided a positive distraction, as well as it became a catalyst for positive
health behavior changes (Brahmbhatt et al., 2020).

In the elderly, it is quite common for comorbidities to exist. Furthermore,
molecular and metabolic changes in the elderly may impact how their bodies process and
interact with pharmacological agents used to combat cancer (Owusu & Berger, 2014).
These can lead to deconditioning and an increased potential for post-op complications.
Efforts to mitigate these complications are worthwhile to increase positive outcomes for
both the individual and on the health care system as a whole (Carli et al., 2020; Santa
Mina, 2021). Adding pre-habiliation to those in this population have shown positive
results. A recent systematic review and meta-analysis indicated that those receiving
exercise-based pre-interventions had lower rates of pulmonary complications, decreased
length of stay and the most effective pre-habilitation programs were those that
incorporated both physical and nutritional components, resulting in a decrease in length
of stay, delirium, and improved 6 minute walk test, among other outcomes (Daniels et al.,

2020).
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Given New Brunswick ranks third in the country as having new incidents of
cancer less than only Newfoundland and Labrador and Nova Scotia (Statistics Canada,
2021), it is important to attempt to decrease costs and improve patient outcomes.
Furthermore, in New Brunswick, breast cancer is predicted to be the number one type of
cancer to be diagnosed in females, followed by lung cancer being the next most prevalent
(Canadian Cancer Society, 2020). The addition of pre-habilitation could assist in both

individual as well as population health outcomes.

Differences noted from other jurisdictions

Because this is among the first study to look at how physiotherapy services are
distributed for those living with cancer in New Brunswick and most studies look at this
issue in larger academic centers (Canestraro et al., 2013; Dalzell et al., 2017), it is
difficult to compare the current insights to what has been reported in the literature.
Further studies looking at how each province might allocate physiotherapy services and
direct comparisons between them might prove useful in further understanding how cancer

care is provided in Canada.

Environmental Context: Cancer
Of the findings, one of the most interesting insights was how cancer care is
carried out in general in New Brunswick. Participants spoke of how it is common for
those who have cancer to be admitted to a variety of hospital units. Indeed, some spoke of
how, other than a palliative care unit, their hospital did not have a unit dedicated solely to
oncology inpatients at all. By this consideration, it is difficult for a physiotherapist to be

working on a dedicated oncology unit since it simply does not exist. This strengthens this
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project’s goal of engaging with physiotherapists who do not necessarily work on an
oncology-dedicated unit but still come into contact with those with cancer, as this is the
situation for many New Brunswick physiotherapists.

Given cancer is common in New Brunswick’s population, with over 6000 new
cases reported and accounting for approximately 2000 deaths in the year 2020 (Canadian
Cancer Society, 2020), it is a condition that deserves recognition for both its uniqueness
and frequent occurrence. More populous provinces were seen to be able to provide
standardized, unique care to several types of cancer-specific diagnoses. For instance,
participant Amie indicated that Alberta was able to carry out numerous outpatient classes
for those with a prostate cancer diagnosis. She elaborated how this cannot be replicated in
New Brunswick as the population is too small to result in enough participants to make it

worthwhile.

Geographical space: cancer as a diagnosis or a sequelae

Oncology services, and thus studies, have typically been focused on being carried
out in larger academic centres. However, with a greater focus on ambulatory care and a
“closer to home” approach, many provinces do offer a large complement of services in a
center closer to the patient’s home (Brigden et al., 2015). Attracting medical oncologists
to community centers has proven difficult, likely due to a decrease in academic
opportunities. Community oncologists tend to have a more generalized knowledge of
many cancer diagnoses, whereas medical oncologists in academic centres tend to
specialize in 1 or 2 types of cancer (Brigden et al., 2015). Also, because they do not tend

to be part of a bigger practicing group, they are usually responsible for the more pressing
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issues. Other issues that may arise, as well as hospital admissions, are usually supervised
by general practitioners (Brigden et al., 2015). This could be why supportive services,
such as physiotherapy, may not be top of mind for these physicians, as it is not
necessarily an area they have received specialized training in. The College of Physicians
and Surgeons of New Brunswick lists 10 medical oncologists in Moncton, 5 in Saint John

and 3 in Fredericton (College of Physicians and Surgeons of New Brunswick, 2021).

Types of cancer: are they important to differentiate?

Furthermore, as discussed by Hallie, each region in the Regional Health Authority
has decided to approach cancer care differently, although strategies to standardize this
care seem to be commencing. The use of a breast cancer navigator was seen as a positive
addition, making the experience for the person who has cancer much less overwhelming
and seemless. According to the participants, this not only does not exist for all regions, it
does not exist for all cancer diagnoses. This can only be seen to be a potential gap in the
overall continuum of care for those living with cancer, let alone as an attempt at holistic
care, which would see physiotherapy services further integrated into the journey.

Patient navigators were first developed in the 1990s in an effort to connect
minorities and economically disadvantaged persons to all appropriate cancer
interventions. It has since blossomed into a profession that assists a wide variety of
individuals accessing health care services for a multitude of conditions (Walkinshaw b,
2011). In Canada, cancer patient navigation is defined as “a proactive, intentional process

of collaborating with a person and his or her family to provide guidance as they negotiate
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the maze of treatments, services and potential barriers throughout the cancer journey”
(Canadian Partnership Against Cancer, 2012).

Patient navigators in oncology are a patient’s constant connection, acting as
guides to move through a complex system of information and the wide variety of
healthcare professionals who are involved along the way. In general, a person who has
cancer will interact with a minimum of 13 (and an average of 32) physicians once they
progress past stage 1 of cancer. This is not to mention the variety of nurses and allied
health professionals involved along the way, leading to communication challenges,
something that exists regularly in the health care system. A patient navigator can be the
bridge for the individual, being available to answer their questions as well as link the
information from all the resources they’ve consulted with. It also is a professional who
can assist in making recommendations for financial resources, such as covering costs for
travel, or funding programs for lost wages (Walkinshaw (a), 2011). This may be a way in
moving forward in cancer care in New Brunswick, as this person would be specialized in
the field of cancer, would be knowledgeable of all the resources available, would be a
constant presence and available for patient questions, as well as ensuring a holistic

approach, incorporating many health professionals would occur.

Social influences

How physiotherapists and others see physiotherapy interventions in cancer care

As was discussed by participants, it is apparent many team members, and indeed
even other physiotherapists, are not aware of the positive aspects a physiotherapist can

provide to someone who is going through the various stages of cancer. This is supported
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in the literature review chapter of this document which showed many oncologists, other
healthcare professionals, patients, and even physiotherapists themselves are unaware of
the positive aspects physiotherapy can offer to those with cancer (Jones et al., 2005;
Sheill et al., 2017; Cantwell et al., 2018; O’Hanlon & Kennedy, 2014; Smith-Turchyn et
al.,, 2016; Williams et al, 2015). As two participants discussed, they had tried to advocate
to have physiotherapy implemented earlier on, at the moment of diagnosis, for those with
breast cancer but were met with a firm “no” from a physician and to this day, services do

not exist for this population at that moment in time.

Support systems for physiotherapy and cancer care

As such, who’s responsibility is it to advocate for exercise and physiotherapy
services in the cancer continuum? The participants themselves indicated that
physiotherapists should advocate, some indicate patients are well poised to do so.
Obviously, implementing any program into healthcare is a multi-level, multi-stakeholder
approach. Policy development is a lengthy process. However, one possible way forward
is adopting a strategy employed similar to the smoking cessation programs that have
contributed to reductions in smoking (Statistics Canada, 2021).

In 2007, the American College of Sports Medicine launched an initiative termed
the Exercise in Medicine (EIM) approach, aimed at incorporating exercise into routine
medical care for chronic conditions (Lobelo et al., 2014). By incorporating the 5 As
approach used in smoking cessation (ask, advise, agree, assist and arrange for follow-up),
they have successfully been able to educate and implement primary health care providers

in the efforts of referring patients on to exercise programs with a variety of conditions in
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several levels of healthcare in the United States (Lobelo et al., 2014). If one were to do so
in oncology, the following would be recommended: assess, advise and refer.

Assessing the person’s physical activity status just like assessing any other vital
sign, such as blood pressure or heart rate, and have it recorded in one’s medical record
should be incorporated into routine health care. Currently, some health systems in the US
do incorporate physical activity as a documented vital sign. It would then prompt

counselling and advice. This advice would be to adjust their activity to the recommended

levels. Primary care professionals could arrange for follow-up (referral) to an appropriate
professional (Lobelo et al., 2014).

Even for those who have cancer who exercise regularly, constant monitoring
should be done, again much in the format of assessing one’s vitals. Once interventions
are underway, barriers to activity (fatigue, anxiety, pain) may occur and a referral to an
appropriate professional might become needed (Schmitz et al., 2019). Evidence has
shown adherence to an exercise program is strengthened when supervised (Bluethmann et
al., 2015; Sweegers et al., 2019), and having a professional involved would give access to
the person with cancer to a consistent professional to monitor how the program is
proceeding.

By having physical activity as a routine question asked by all health professionals,
it would normalize the incorporation of exercise into everyone’s life, much like people
have become accustomed to monitoring or being aware of their cholesterol levels, or
what their blood pressure should be, decreasing negative perceptions that might be

attached to becoming physically active.
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SKkills:

Linked to Beliefs about Capabilities

The participants spoke of a wide variety of skills they can bring to those who have
cancer, however interestingly, they rarely spoke of the application of physical activity or
other therapeutics specifically. They spoke of how they were able to assist with symptom
management, educate and empower patients at any and all points of the cancer care
continuum, and that listening and being a constant presence and resource helped build
trust with the person living with cancer.

All of these skills cumulatively added to increasing one’s quality of life, thus this
domain became linked with “beliefs about capabilities”: the skills a physiotherapist has
can bring a direct positive outcome in a person’s quality of life after a cancer diagnosis.

The literature supports the notion that physiotherapy can improve quality of life at
many points along the cancer continuum. In numerous studies, the implementation of
physiotherapy interventions showed an increase in quality of life, as measured by
numerous scales (Beurskens et al., 2007; Cuesta-Vargas et al., 2013; Giacalone et al.,
2019; Kumar et al., 2018; Granger, 2016). Improvements are observed in a wide range of
conditions, from breast cancer, lung cancer, esophageal-gastric cancer and more.

Perhaps the most illustrative of the conditions would be in those with advanced
and/or palliative cancer. Physiotherapy interventions have been incorporated at these
times and have been shown to improve quality of life for those living with cancer (Kumar
& Jim, 2010; Vira et al., 2020). Even at this point in the cancer continuum, interventions

aimed at improving muscular strength, cardiovascular fitness, balance and more all serve
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to increase one’s independence and ability to carry out their activities of daily living
(Vira et al., 2020).

Patients themselves have remarked at how improving their quality of life has a
dramatic impact. They report being able to participate in more social activities, return to
work and feel less of a burden on others (Beurskens et al., 2007; Bennett, 2018).
Participating in physiotherapy interventions led to positive feelings in many as is
discussed by this person: “They said the exercise would help and it was hard to believe,
because you think it’ll make you more tired, but it didn’t. It actually worked and the
fatigue really lifted. So I was looking forward to it” (Bennett et al., 2018, p. 2618).

This reinforces that some patients with cancer are not familiar with physical
activity/ physiotherapy and may be reluctant to participate, but the incorporation of a
professional who is able to bring them along in a supervised manner can lead to a better

state, both physically and psychologically.

Social/professional role and identity:

Linked to beliefs about consequences
Participants discussed the boundaries of what a physiotherapist can provide when
interacting with those with cancer. They realized they were able to assist in many ways,
but also understood they had limitations to what they could do and as such, were willing
and able to collaborate and consult other professionals when it was necessary. The
information obtained from other professionals only served to help the physiotherapist’s
ability to adapt their interventions accordingly. Thus, knowing the role a physiotherapist

has, as well as their limitations, was linked to knowing the consequences that may occur
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by providing care that was outside the scope of one’s practice. Furthermore, lack of
integrating physiotherapy services into the cancer continuum will negatively impact
outcomes both at the patient and health care system levels.

All participants spoke of how difficult it is, on a daily basis, to meet the demands
of caseloads. They spoke of not having time to adequately perform duties and felt patients
were not receiving the care that they would like to be able to provide. The numbers of
physiotherapists employed in Canada compared to the number of consultations that are
requested would support this view (Conference Board of Canada, 2017a).

New Brunswick is observed to have a high proportion of physiotherapists per
capita compared to the national average, with 6.78 per 100, 000, compared to 4.0 per
100,000 in all of Canada. Closer examination, however, reveals this number is deceptive.
Of those employed, only 4.2 per 100,000 are full time positions, with 2.58 per 100,000
being in a part time position (CIHI, 2020). Thus, timely access to a physiotherapist
remains an issue in New Brunswick.

The importance of timely access to rehabilitation services, such as physiotherapy,
can have positive effects: community-based rehabilitation services can decrease the
number of emergency department visits, can reduce length of stay in hospital and can
delay the need for long term care (CIHI, 2012). Seniors aged 65 and over are responsible
for the most consultations, as they have numerous chronic conditions, often times having
several at once (Conference Board of Canada, 2017¢). New Brunswick has observed an
increase in consults to physiotherapy services for those aged 65 and over, ranking as the
second highest in consultations among the country. The rate of increase was 6.9%, where

the rate of population growth in this age group was only 2.4% (Conference Board of
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Canada, 2017¢), a reflection of the number and health of the seniors in New Brunswick
who require more physiotherapy services (Conference board of Canada, 2017c). The
average age of a New Brunswicker was found to be 44.3 years of age, second highest,
with Newfoundland and Labrador having the highest average age of 44.8. The lowest
average age was found in Nunavut, at 28.5. New Brunswick was second highest in those
65 and over, with 21.9% of its population in this age group, again second to
Newfoundland and Labrador which had 22.3% of its population 65 and over (Statistics
Canada, 2020).

Efforts to improve access should be considered, and one way may be to re-
examine how physiotherapists are used in the health care system as a whole. As was just
examined, a high proportion of seniors exist in New Brunswick and are responsible for a
majority of physiotherapy consultations. Clearly, physiotherapists are attending to the
main issues present in this age group, such as general frailty, hip and knee surgeries,
arthritis and falls (Conference Board of Canada, 2017a). Furthermore, more and more
provincial mandates are making attempts to ensure seniors can age at home, an issue
complicated by the general health issues just mentioned. It is understandable the
participants indicated they are overworked, as there is clearly much to be done. It can also
be understood why cancer, and in particular, incorporating physiotherapy into cancer
care, is being overlooked. However, as Hallie mentioned, physiotherapists are not being
utilized to their full capacity. Health care expenditures continue to increase and
innovative solutions are needed to decrease costs.

As mentioned by several participants, they work closely with physiotherapy

assistants (PTAs), who are capable of carrying out physiotherapy services under the
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supervision of a physiotherapist (Conference Board of Canada, 2017a). In Canada, PTAs
complete a two-year college program in physical rehabilitation training, or a two year
college program which combines theoretical and practical training components
(Conference Board of Canada, 2017b). There are limitations in their scope of practice;
however, they are capable of carrying out the majority of components of a physiotherapy
intervention plan as developed by a physiotherapist. They report changes in status to the
physiotherapist who then adjusts the plan according to this information (Conference
Board of Canada, 2017b). Furthermore, the numbers show there is not a surplus of
available physiotherapists. The growth in supply continues, however the unemployment
rate among physiotherapists in general is only 0.3% whereas the national unemployment
rate is 6.9%, showing the supply that exists is employed and there is no surplus
(Conference Board of Canada, 2017b).

The steady growth in consultations and the high employment rate demonstrate a
need. Most jurisdictions are moving more to community-based practices in an effort to
influence issues in a more preventative manner, before complications arise and are more
difficult to reverse. However, in New Brunswick, the majority of physiotherapists remain
employed in hospital practice versus community-based settings (Conference Board of
Canada, 2017c). As was discussed earlier, pre-habilitation has been shown to be
beneficial in oncology care to prevent negative sequelae. This philosophy of upstream,
preventative care would prove useful in New Brunswick in general, given the aging
population. As such, in totality, increasing the use of PTAs to carry out physiotherapy

services and re-deploying physiotherapists in a more preventative, educational type role
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could alleviate pressures on the system, potentially allowing for an opportunity to

increase physiotherapy services in oncology, as the general pressures would be lessened.

Knowledge

Improving entry-level knowledge

All participants agreed they received minimal oncology-specific training in their
university programming. They recognized a degree is meant to equip a new professional
with the most well-rounded amount of information and given the breadth of health care
conditions that exist, as well as the numerous skills a physiotherapist must be familiar
with, it is impossible to cover any one topic in great detail. Many indicated that most of
their knowledge in the field of oncology had been acquired after they had finished their
degree and that some had taken courses in a professional sphere.

A review of the literature indicates there are no studies that currently outline the
oncology content of physiotherapy programs in Canada. The issue was further examined
and upon reviewing most physiotherapy program websites, there is no mention of
oncology content on the introductory program pages/course descriptions. Further studies
that document the content of such programs might prove useful in informing content
development for physiotherapy programs to ensure new graduates have a consistent and

reliable exposure to relevant entry-level oncology information.

Preparation needed to enter cancer care

Most participants noted that the Canadian Physiotherapy Association was the

most likely source to access courses related to physiotherapy practice in oncology. The
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Canadian Physiotherapy Association is a body dedicated to providing service,
information and connections to other physiotherapists nationally and internationally as
well as advocating for issues related to physiotherapists. Membership is not mandatory.
There is a fee to join, giving members access to events, educational opportunities in many
physiotherapy related fields, as well as access to malpractice insurance and business
mentoring (Canadian Physiotherapy Association, 2021).

A quick review of the oncology section reveals there are several online courses
available, ranging in cost from $29.99 to $350, and range in time from one hour to
several hours. Content ranges from general overviews for anyone who may be in contact
with someone who has had a diagnosis of cancer, to specific and advanced techniques in
breast cancer, lymphedema, and peripheral neuropathies in the pediatric population
(Canadian Physiotherapy Association, 2021 b).

Emotion

Many participants noted that they experienced a range of emotions when assisting
those who have had a cancer diagnosis. They indicated it was easy to empathize with
what the person was going through and that equally, it was likely a source of stress and
reluctance for other physiotherapists to become involved in cancer care. However, as was
noted by Isabella, she suspected that if physiotherapists were more knowledgeable and
received more education in the field of oncology, they may be more willing and less
fearful to become involved. Thus, the aforementioned courses available could assist in

alleviating some of these fears.
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Job satisfaction and empathy

Indeed, working on a daily basis with people who have a life-threatening illness
like cancer can lead to healthcare worker burnout, a well-documented event (Ramirez et
al., 1995; Grunfeld at al., 2000; Trufelli et al., 2008; Gibson et al., 2021). These also cite
one of the most common reasons leading to burnout is that many healthcare professionals
can and do empathize with those they are caring for (Trufelli et al., 2008; Gibson et al.,
2021). This emotional toll has been linked to a variety of health professionals, allied
health included, have considered leaving jobs in the cancer system to go into different
fields (Grunfeld at al., 2000). It has also been suggested that burnout can lead to
compassion fatigue, which is secondary to traumatic stress and burnout. It is related but
appears to be more complex than burnout. The emotional complexities of cancer care has
led to programs being developed aimed at mitigating this issue by incorporating things
such as compassion fatigue resiliency programs. Among other components, this type of
program focuses on incorporating more self-care strategies into one’s daily life, as well as
challenges one to reflect on their personal mission as a healthcare provider and to temper
one’s interpersonal interactions (Pfaff et al., 2017). Providing a work culture supporting
these types of programs can lead to reduced occupational stress and increased job

satisfaction (Pfaff et al., 2017).

Impact of age
The participants noted their reaction to an individual living with cancer’s age had
some impact on how they approached one’s care. This has been noted in the literature as

well in other professions. For instance, oncologists have been found to recommend more
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intensive chemotherapy regimens for women aged 63 versus if she was 75, even if their
health status was equivalent (Foster et al., 2010).

The issue is multi-factorial, but one issue can be traced back to medical
professionals practicing in an evidence-based manner. It has been noted that although
older adults account for two thirds of new cancer diagnoses, they account for only 30% of
clinical trials. This is likely due to the presence of comordities and decreased functional
status in the older population, but nonetheless creates a gap in the evidence (Lewis et al.,
2003). However, it has also been found that older adults may not be offered the
opportunity to participate in clinical trials. One such study found that 68% of adults 65
and younger were recruited by their oncologists to participate in trials, versus only 34%
of those 65 and older were asked to participate. When controlling for all variables, age
and stage of disease were found to be the only predictors of whether a patient was
enrolled in a trial or not (Kemeny et al., 2003).

Many have called for evidence-based guidelines for cancer care related to age, as
well as have attempted to incorporate a geriatrics assessment tool to better inform
decision making for older persons living with cancer. A geriatrics assessment can
measure one’s functional status, co-morbidities, neurological impairments, cognitive
abilities, social supports and others. Using such a tool can inform one’s potential to
withstand toxicity related to chemotherapy and surgery, the disparities in quality of life
after radiotherapy and could include recommendations for supportive care, such as

incorporating physiotherapy interventions (VanderWalde & Williams, 2020).

Fear in providing cancer care
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Research evidence indicates that educating all health care professionals on how to
improve their communication skills with those who have cancer will improve adherence
to treatment regimes, improve psychological functioning for the person and improve rates
of recovery (Moore et al., 2018). Conversely, poor communication can create anxiety for
the person living with cancer, leaving them uncertain and generally unsatisfied with their
care (Hagerty et al., 2005). Furthermore, ineffective communication skills have been
linked to poor job satisfaction, stress and emotional burnout for health care professionals.
Thus having effective communication skills is useful not just for the person living with
cancer, but for the healthcare professional as well (Moore et al., 2018). In a recent meta-
analyses of communication skills training programs related to cancer care, it was found
that educating health care professionals on how to better incorporate open ended
questions, show empathy and give facts-only led to better outcomes for patients and
healthcare providers. The format in which these courses were delivered varied, and thus
conclusions on the best structure for the course remain unclear (Moore et al., 2018).
Incorporating a communication skills course for physiotherapists could be an area to be
further explored to alleviate fears among physiotherapists who are not currently involved
with those with cancer and could also lead to more becoming incorporated into this type

of care.

Theoretical Domains Framework
The use of the Theoretical Domains Framework (TDF) was a useful tool that was
incorporated from the inception of the study. It allowed for a solid grounding of the

interview guide and facilitated the analysis of the data into pre-determined domains.
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Because it is a lens through which the data can be viewed, and not a theory in and of
itself, it allows to see the data in a more global sense, getting a perspective in many
aspects of potential areas that could inform implementation of the service being examined
(Michie et al., 2015; Phillips et al., 2015).

In the data analysis, several domains were found not have corresponding
information from the participants, despite questions being formulated prior to
commencing interviews. This is not uncommon in practice, as has been found in studies
looking into the execution of methodologies using the TDF. One such study looked at
healthcare professionals’ experience using the TDF in carrying out operational health
studies as part of their occupational duties. It was found many participants found the
domains, at times, had some overlap as the constructs used to define the domains were at
times very similar (Phillips et al., 2015). This is further supported in the re-examination
of the TDF, resulting in the formation of 14 domains rather than the original 12. Despite
its strong content validity, the re-structuring of some domains may mean they do not
apply, depending on the issue being examined (Huijg et al., 2014). For instance, in this
study, despite asking participants their insights as to the domain of “optimism” or
“reinforcement”, responses did not correspond to these domains, they were more
appropriate to be placed in the domain of “beliefs about capabilities” and “beliefs about
consequences’ respectively. Given the consistency of this finding, it speaks to the
confidence one can have that this finding is more appropriate to be placed in these
domains and that “optimism” and “reinforcement” are not a domains of consequence in

this particular instance. Indeed, the most original TDF had both of these domains as one
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and the revised version separated them (Huijg et al., 2015). However, in this instance,
they were not found to be separate but actually very closely attached.

A recent guide that set out to instruct users on how to use the TDF indicated it is
possible to develop a study guide and omitting questions relating to domains that have
previously been identified as not being relevant to the behaviour being studied in order to
preserve both the interviewer and participants’ time. However, they also contend that by
omitting some domains, it will then be impossible to code this data as they state “if
questions are not asked, the text cannot be coded.” (Atkins et al., 2017). It was thus the
intent of this study to ask questions pertaining to all domains, despite the assumption that
it was possible some domains were potentially going to be found as irrelevant.

At the outset of this study, the TDF domain set the interview guide. It aimed to
look at the environmental context, or “how the system works” in relation to how
physiotherapy services exist in the health care system in relation to cancer care. However,
it became evident from participants’ responses that New Brunswick has an added layer of
“how the system works with cancer services” and this may impact how physiotherapy
services “work”. Services provided for those with cancer may never be done on an
oncology unit, as some cities just do not have this as an option, and as such how
physiotherapy services are viewed and integrated into cancer care may get lost, as cancer
care itself may be lost due to a lack of geographical space. This may then influence a
practitioner’s mindset where they may not pay particular attention to the importance and
implications of a cancer diagnosis and may be just looking at the superficial presenting

features. Thus, with the help of the TDF, understanding the context of how cancer
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services exist in New Brunswick may be of note for future considerations in relation to

how to better support those living with cancer and providing accurate, holistic care.

Limitations to this study

A variety of limitations can be identified. One note to make is in the use of the
Theoretical Domains Framework. An advantage is it covers a wide range of topics,
allowing a broad overview of possible barriers and enablers to implementing the target
behaviour being examined (McSherry et al., 2012; Phillips et al., 2015). However, the
TDF does not provide a manner to be able to link the various domains, or to even suggest
how one might impede another. This leaves a gap in interpreting the findings and
informing which area would be most useful in addressing as a way forward (Phillips et
al., 2015).

Another is participants were from only 2 health care subregions in the province.
Although this gives adequate insight into these 2 regions, generalizing to other regions is
not possible, as the structure of how cancer services are delivered in other areas may
vary. Indeed, the intent of qualitative studies is not to generalize, however it should be
noted that given the context is “in New Brunswick” but that only 2 subregions were
represented, it is difficult to ascertain if other jurisdications in New Brunswick experience
similar issues.

The final number of participants was 8. The original intent had been to reach 8-10
participants to achieve a richness in detail and a more representative perspective of the
experience of providing care to those living with cancer by New Brunswick

physiotherapists. It became evident, once a total of 6 interviews had been completed, that
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the insights were beginning to reach a level of saturation. Another 2 interviews confirmed
that although there were slightly new individual stories told at times, the overall
perceptions were well aligned and that saturation of data had been achieved.

Having said that, one counter argument could be made: because participants were
from only 2 subregions in New Brunswick, it is possible that insights from those who
work in other regions may have resulted in a difference in experience. All efforts were
made to reach physiotherapists in all of the province. There were posts made on social
media sites to recruit participants. The College of New Brunswick physiotherapists also
agreed to share the recruitment information. Prior to allowing the recruitment information
to be circulated, the College required the documents be translated. At that time, a
qualified translator was contacted, the documents were translated and an amendment to
the ethics approval was submitted to the Research Ethics Board of the University of New
Brunswick. They granted the ethics approval and subsequently, the College circulated the
recruitment document. Indeed, this is where several participants from one particular
subregion came forward to discuss their issues with having physicians refer those who
were to have breast cancer surgeries pre-operatively, however no other participants from
other subregions came forward. This perhaps is all related to the enlightening discovery
of how cancer services exist in the New Brunswick environmental context in that many
regions do not have cancer-dedicated units. As was discussed by the participants, when
one interacts with those who have cancer, but it is out of context/not on an oncology unit,
they are potentially neglecting to give much importance to the diagnosis of cancer and
instead focus on the sequelae they have been consulted to address. This may then reveal

also why some physiotherapists did not come forward to participate: they may fail to
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realize they are actually providing care to those with cancer in their everyday
interactions, but it is not the main reason for being consulted and as such, neglect to
actually realize they are involved in cancer care.

The median number of years for the physiotherapists’ experience was 21 years,
with the “newest” to the profession having 11 years of experience. Insights from
physiotherapists who are newer to the profession could provide information as to the
types of knowledge their university programs are providing and how prepared they feel

they are to interact with those who have cancer, among other insights.

Strengths to this study
This study was conducted with a variety of physiotherapists who have many years

of experience and thus a wide range of situations in which they can speak to the subject
matter. The interviews had the theoretical domains framework as a guide, however they
participants were allowed to speak freely and were given the time and opportunity to
express their views. This is evidenced from the results that provided a new and fresh
glimpse into how physiotherapy cancer interventions are carried out on publicly funded
services. For instance, the domain and guide led to questions as to how physiotherapists
were situated in the system, however by allowing them to speak freely, it became
apparent they noted that it is not only how physiotherapists are situated, but how cancer
itself is situated in the health care system of New Brunswick that might provide insight

into implementing further services into this field.

Future Directions
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This study provided valuable insights into the experience of physiotherapists
providing care to those who have cancer in a variety of public settings in New
Brunswick. Classifying New Brunswick’s scope, being rural or urban, academic or
community practice, are difficult and literature does not seem to define this appropriately.
Certainly, New Brunswick has some differences compared to more populated areas of the
country, combined with an aging population that brings with it challenges that other areas
may not experience. Having a deeper understanding of how those living with cancer
access the health care system could prove beneficial in identifying gaps that exist in their
care in New Brunswick. It could also prove useful in ensuring medical interventions are
adhered to, improving outcomes for both the patient and the health care system in
general.

Knowledge translation is an important part of many research studies. As part of
the Canadian Institute of Health Research (CIHR) act, which is the major federal research
funding agency, the steps of knowledge translation are all of those between the creation
of new knowledge and its application to create benefits for society. The CIHR defines
knowledge translation as “a dynamic and iterative process that includes the synthesis,
dissemination, exchange and ethically sound application of knowledge to improve the
health of Canadians, provide more effective health services and products and strengthen
the healthcare system.” (CIHR, 2007, p. 1).

The current study aims to disseminate the findings in a variety of formats.
Preliminary results have already been presented at the 2021 University of New
Brunswick’s Graduate Student Association Conference, held virtually in May. Other

relevant conferences, including the Canadian Physiotherapy Association’s annual
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conference, will be identified as places to present, as well as publications in peer-
reviewed journals will be completed. Further, to adhere to CIHR’s definition of
knowledge translation, the exchange of ideas that come from relevant conferences will be

used to inform future directions for similar studies in this topic.

Chapter Summary

This chapter took the participants’ insights and discussed them in light of current
literature findings. Given that this is among the first study looking at perspectives of
physiotherapists providing care to those living with cancer in New Brunswick, which is
not the traditional study which is generally conducted in larger, urban centers, some
unique findings were revealed. As well, by using the Theoretical Domains Framework as
a lens in which to look at the broad system of physiotherapy and cancer care, a variety of
influences that might be affecting the ultimate reason why these services are not routinely
incorporated were explored. Future studies that look at each of these issues in a more in-
depth manner may assist in implementing this care as a standard of care for New

Brunswickers in general.
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Table 1. The Theoretical Domains Framework, domains and constructs (Atkins et al.,

2017, p. 4)
Version 2
Domain (definition) Constructs
1. Knowledge (An awareness of the existence of Knowledge (including
something) knowledge of
condition/scientific rationale)
Procedural knowledge

Knowledge of task environment

2. Skills (An ability or proficiency acquired through
practice)

Skills

Skills development
Competence

Ability

Interpersonal skills
Practice Skill assessment

3. Social/professional role and identity (A coherent set of
behaviours and displayed personal qualities of an
individual in a social or work setting)

Professional identity
Professional role

Social identity

Identity

Professional boundaries
Professional confidence
Group identity

Leadership

Organisational commitment

4. Beliefs about capabilities (Acceptance of the truth,
reality or validity about an ability, talent or facility that a
person can put to constructive use)

Self-confidence

Perceived competence
Self-efficacy

Perceived behavioural control
Beliefs

Self-esteem

Empowerment

Professional confidence

5. Optimism (The confidence that things will happen for
the best or that desired goals will be attained)

Optimism
Pessimism
Unrealistic optimism
Identity

6. Beliefs about Consequences (Acceptance of the truth,
reality, or validity about outcomes of a behaviour in a
given situation)

Beliefs

Outcome expectancies
Characteristics of outcome
expectancies Anticipated regret
Consequents

7. Reinforcement (Increasing the probability of a response
by arranging a dependent relationship, or contingency,
between the response and a given stimulus)

Rewards (proximal/distal,
valued/not valued,
probable/improbable)
Incentives

Punishment
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Consequents
Reinforcement
Contingencies
Sanctions

8. Intentions (A conscious decision to perform a behaviour
or a resolve to act in a certain way)

Stability of intentions
Stages of change model
Transtheoretical model and
stages of change

9. Goals (Mental representations of outcomes or end states
that an individual wants to achieve)

Goals (distal/proximal)

Goal priority

Goal/target setting

Goals (autonomous/controlled)
Action planning
Implementation intention

10. Memory, attention and decision processes (The ability
to retain information, focus selectively on aspects of the
environment and choose between two or more alternatives)

Memory

Attention

Attention control

Decision making

Cognitive overload/tiredness

11. Environmental context and resources (Any
circumstance of a person’s situation or environment that
discourages or encourages the development of skills and
abilities, independence, social competence and adaptive
behaviour)

Environmental stressors
Resources/material resources
Organisational culture/climate
Salient events/critical incidents
Person X environment
interaction

Barriers and facilitators

12. Social influences (Those interpersonal processes that
can cause individuals to change their thoughts, feelings, or
behaviours)

Social pressure
Social norms
Group conformity
Social comparisons
Group norms
Social support
Power

Intergroup conflict
Alienation

Group identity
Modelling

13. Emotion (A complex reaction pattern, involving
experiential, behavioural, and physiological elements, by
which the individual attempts to deal with a personally
significant matter or event)

Fear

Anxiety

Affect

Stress

Depression
Positive/negative affect
Burn-out

14. Behavioural regulation (Anything aimed at managing
or changing objectively observed or measured actions)

Self-monitoring
Breaking habit
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‘ Action planning

Appendix I
Recruitment poster

Department of Applied Health Services Research Univ;rsity of

New Brunswick
Physiotherapists® perspectives on providing care to those with

cancer in New Brunswick

Open to all physiotherapists who have worked with adults who have had
cancer, from the moment of diagnosis and/or beyond, while in hospital.

In appreciation for your time in completing a 30-60 minute interview,

you will receive a $25 e-gift card.

For more information to participate, contact Lyne Ouellet,
ptnbstudy@gmail.com

137



Appendix IT
Demographics

Pseudoname Years worked Years worked Worked on City
on publicly oncology demographics
funded service specific unit (population of
city)
Amie 28 10 yes >120,000
Melanie 21 21 no >120,000
Isabella 29 29 no >120,000
Joan 21 19 no >120,000
Lily 11 11 yes >50,000
Kate 24 24 yes >50,000
Beth 17 17 no >50,000
Hallie 23 23 yes >120,000
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Appendix III

Interview guide based on Theoretical Domains Framework, as illustrated in Huijg et al.,

2014.

Domain

Construct question

Probes

Knowledge

Do you know of any evidence for
physiotherapists and cancer care?

-Are you aware of any guidelines or
recommendations specifically regarding
physical activity in cancer care?

-Are you aware of the content of these
guidelines or recommendations?

-Are you aware of how to provide treatmen
the hospital to those with cancer?

-At what stage can those with cancer
participate in physical activity?

-Are there any contraindications for thosr w
cancer to participate in physical activity at
time while in hospital?

Skills

What type of training have you
received in relation to cancer care?

-Have you received training on providing
treatment to those with cancer in the hospit
-Have you provided treatment to those with
cancer in the hospital?

-What types of interventions have you assis
with those with cancer while in hospital?

Social/professional
role and identity

Who do you think should be
involved in providing physical
activity interventions in cancer care?

-Who do you think should assist those with
cancer with physical activity?

-Is providing physical activity treatment wi
those with cancer a part of being an inpatie
physiotherapist?

-As a physiotherapist, is it your job or
responsibility to provide physical activity t
those with cancer while they are admitted 1
hospital?

Beliefs about
capabilities

What are your thoughts if you
receive a referral to assist a someone
with cancer?

-Are you confident you can encourage som
with cancer to participate even when they a
not motivated? If they are unwell?

-Are you confident you could provide treat
even if there is little time?

-Are you confident you would do no harm
the someone with cancer?

Optimism

How do you feel about
physiotherapy being a standard of
care for those with cancer?

-Are you optimistic physical activity in the
future will be a standard of care in for those
with cancer in the hospital?
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-What are your thoughts on physical activit
those with cancer even when they are quite

Beliefs about

Tell me what you think about

-Have you seen any adverse effects result fi

consequences potential harms and benefits for those with cancer participating in physical
those who have cancer participating | activity?
in physiotherapy interventions. -How would regularly incorporating physic
activity into cancer care as a standard of ca
impact public health?
Reinforcement How do you think other health care | -What sort of feedback from other health
professionals see physiotherapy and | professionals do you get when you provide
its involvement in cancer care? treatment to those with cancer while they a
admitted in hospital?

Intentions -If 10 individuals with cancer were admitte
your unit today, how many would you expe
to provide interventions?

-Do you expect to have new referrals for th
with cancer when you return to work?

Goals How important is it for -Why should you or should you not becomze

physiotherapists to become a part of | regular member on an oncology team?

cancer care in the realm of the -How would you prioritize providing treatn

health care system? to an individual with cancer over others in
caseload?

Memory, -How often do you forget about

Attention and
decision processes

guidelines/contraindications in cancer care’

Environmental
context and
resources

-To what extent is there adequate funding t
regularly provide treatment to those with
cancer in the hospital?

-To what extent do other professionals cons
physiotherapists or know of their skills in o
to assist those with cancer?

Social influences

What are your thoughts on the type
of support your team would have to
become a member of an oncology
team

-How well supported would you feel by yor
team to become incorporated into an oncolc
team member?

-How supported would you feel by your
physiotherapy management or cohort to joi
oncology unit?

Emotion

Generally speaking, what emotions
do you feel about providing care to
those with cancer from the moment
of diagnosis to palliative/end of life
care?

-How do you feel about providing care to tl
with cancer?

-Do you feel it is appropriate to introduce
physical activity as a component of their ca
while in hospital? If not, when is it
inappropriate to provide this intervention?
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Behavioral
regulation

-Are you aware of any strategies you’ve
incorporated when treating someone with
cancer?

-Are you aware of any strategies you’ve
incorporated in order to increase your prese
in assisting someone with cancer?
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Appendix IV
Informed consent

Title:
Physiotherapists’ perspectives on including physical activity as a component of cancer
care in New Brunswick.

Investigator:
Lyne Ouellet, MAHSR candidate, BSc (Biol), BSc (Physiotherapy)

Supervisor:
Dr. David Busolo, RN, PhD, Faculty of Nursing

Dr. Danielle Bouchard, PhD, CEP Faculty of Kinesiology

Purpose of study

My name is Lyne Ouellet, I am a Masters student in the Applied Health Services
Research program at the University of New Brunswick, working alongside Dr. David
Busolo, who is with the Department of Nursing. Many Canadians have been impacted by
cancer, either personally or seeing loved ones go through the illness. Many negative
sequelae have been identified both during and after cancer treatments, including fatigue,
depression, pain, and muscle dysfunction. There exists a bounty of literature to support
the provision of physical activity and physiotherapy interventions, to this population in
order to decrease these side effects, and even improve their ability to go through medical
interventions, however there is a definite lack of physiotherapy services nationwide in
this population. This study seeks to gain insight from practicing physiotherapists through
an interview format, from those who have worked with people with cancer on any
inpatient unit.

Description of Research:

You are hereby invited to participate in an interview, lasting no longer than 60
minutes via digital media such as Skype, Zoom or FaceTime. Your participation is
voluntary and you are not obligated to answer all questions, excluding those you do not
feel you wish to answer, and may withdraw at any time. If you chose to withdraw, your
answers will not be included in this study. Your participation or withdrawal will have no
impact on your standing with the College or with your employment. Your information
will be only accessed by the investigators mentioned above.

The content of the interview will be on education received, or not, while in a
physiotherapy university program, types of interactions one has had with those with
cancer and perspectives on the role, or lack thereof, of physiotherapists in cancer
survivorship care.
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Indeed, your results are confidential and will be coded to remove identifying
pieces of information. The interview will be digitally recorded and a copy of the audio
and transcripts will be kept by a password protected file through the University for a
period of 7 years and will be destroyed after this time.

Confidentiality will be respected and no information that discloses your identity
will be shared with anyone unless required by law (e.g. if the researcher needs to contact
law enforcement for cases of abuse). Information regarding your practice with those who
have, or have had cancer, will be sought. Your past university courses and any post-
undergraduate studies will be questioned. Demographics as to your catchment area will
be used to compare different populations as a possible link to the provision of services, or
lack thereof. As such, the type of environment you may work in may appear in the final
analysis, but no link to your own practice will be made. These variables will be used as a
means to determine future efforts in securing more physiotherapy services in such a
prevalent patient population.

Should you decide to participate, you will provided with a $25 dollar gift card as a
means of thanking you for providing your time in order to complete this thesis.

Once the study is completed, a copy of the findings and analysis will be sent to all
physiotherapists, again through your Colleges.

Contact:
Should you have any questions regarding this study, please contact Lyne Ouellet
at 506-458-7760, collect calls will be accepted, or via email lynejo06@gmail.com.
Concerns can also be addressed with Dr. Mary McKenna, Professor, Faculty of
Kinesiology and Assistant Dean, School of Graduate Studies, 506-451-6872, or
mmckenna@unb.ca

Signature of Participant:
Date:
Signature of Witness:
Date:
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Appendix V
Plan for assisting participants in the event of distress

Dealing with distressed participants
For the research assistant
What to do when you encounter a situation where a participant/participants are distressed.
While conducting the interviews. Participants may express distress because talking about
cancer can evoke memories that can be difficult for them. Dealing with strong emotions
can be extremely challenging. A participant may:
e Appear withdrawn and unwilling to share information, or present information in a
vague manner
e Be very critical or negative about certain aspects of their perspectives or
experiences
e May appear sad or depressed
e May cry or shed tears
e May inform you that it is difficult to talk about their experiences.
When faced with distressed participants, it is important to be aware that
e Experiencing distress is a common and normal reaction especially when talking
about certain topics
e Distress can be justified and should be managed accordingly.
e Expression of distress is a sign of an important problem that needs attention.

What to do:
e Maintain a calm and a professional detachment and not become too involved or
distressed, or express inappropriate emotion.
e Maintain an open demeanor and be willing to listen to the participant.
e Acknowledge the emotion acknowledge the emotion. Name it and recognize
where it is coming from.
e Focus on the issue. Take it seriously and pay full attention to what the participant
is saying. Try to understand the source of their distress
o Acknowledge and explore the participant’s emotions. Make the participant feel
that you have heard what they have said and not judged them.
For example, say. ‘I can see that you are stressed and I would like to find out
more about what happened to make you feel that way’
e Listen actively and maintain eye contact. Always listen without interrupting.
® You can then paraphrase the information supplied and ask clarifying questions
o Identify the participant’s key concerns. For example, say ‘Can I just check that I
have heard you correctly... you said that you were feeling ...’
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e Move on to suggestions regarding how the problem can be overcome and
resources that the participant can access. Refer to the distress protocol.

Ensure you are aware of where to direct participants if they would like to see a
counsellor or mental health service provider. For example refer them to the New
Brunswick Physiotherapy Association or the Canadian Mental Health
Association, New Brunswick branch.

e Stay with the participant until they calm down or direct them to a quiet room if
they request to have some time by themselves. Stay close to the room or at a place
where they can easily reach you.

e Follow up with the participant(s) by phone later that day or early the next day to
find out how they are doing.

e Document in your field notes and inform Dr. Busolo about the situation.

(McCosker et al., 2001; Gregory et al., 2007).
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