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ABSTRACT

Background Cancer has a major impact on societies across
the world and there is a significant rise in the global cancer
burden. Due to advancements in cancer diagnosis and treat-
ment, the number of cancer survivors is increasing. However,
they face physical and cognitive challenges, which may affect
their quality of life. The study aims to identify current clinical
practice patterns and barriers to cancer rehabilitation from the
perspective of Saudi healthcare professionals.
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Method All healthcare professionals providing care for cancer
patients at King Fahad Medical City were invited to participate.
Two semi-structured focus groups and 9 interviews were con-
ducted. Participants were physicians and allied health profes-
sionals. The researcher led the discussions and recorded com-
ments, facial expressions, and other non-verbal communication
nuances. Content analysis was performed to identify and sum-
marize themes.

Results Four key themes related to barriers in cancer rehabil-
itation are identified: healthcare providers’ competencies and
knowledge, communication barriers, limited rehabilitation
services for cancer patients, and patient- and family-related
barriers.

Conclusion The study identifies current clinical practice pat-
terns and various barriers to cancer rehabilitation from Saudi
health care professionals’ perspective. The findings may help
policy makers and stake holders to design effective rehabilita-
tion guidelines for cancer rehabilitation.

ZUSAMMENFASSUNG

Hintergrund Krebs hat weltweit erhebliche Auswirkungen auf
die Gesellschaften, wobei ein deutlicher Anstieg der weltweit-
en Krebsbelastung zu verzeichnen ist. Dank der Fortschritte bei
der Diagnose und Behandlung von Krebs steigt die Zahl der
Personen, die den Krebs tiberleben. Allerdings haben sie mit
kérperlichen und kognitiven Herausforderungen zu kdmpfen,
die ihre Lebensqualitdt beeintrdachtigen konnen. Das Ziel der
Studie ist es, aktuelle Strukturen der klinischen Praxis und die
Hindernisse, die bei Krebserkrankungen einer Rehabilitation
im Wege stehen, aus Sicht saudischer medizinischer Fachkrafte
zu identifizieren.

Methode Alle medizinischen Fachkrdfte, die Krebspatienten
in der King Fahad Medical City betreuen, waren zur Teilnahme
eingeladen. Es gab 2 semistrukturierte Fokusgruppen, wobei
neun Befragungen durchgefiihrt wurden. Die Teilnehmer
waren Arzte und Angehérige sonstiger Gesundheitsberufe. Der
Forscher leitete die Diskussionen und notierte Kommentare,
Mimik und sonstige Nuancen nonverbaler Kommunikation. Die
Inhaltsanalyse wurde durchgefiihrt, um Themen zu identifi-
zieren und zusammenzufassen.
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Ergebnisse inBezug auf die Hindernisse, die einer Rehabilitation bei
Krebserkrankungen im Wege stehen, wurden vier zentrale Themen
identifiziert: die Kompetenzen und Kenntnisse der Gesundheitsdien-
stleister, Kommunikationshindernisse, begrenzte Rehabilitationsleis-
tungen fiir Krebspatienten sowie patienten- und familienbezogene
Hindernisse.

Fazit Die Studie identifiziert aktuelle Strukturen der klinischen Prax-
is sowie verschiedene Hindernisse beziiglich der Rehabilitation bei
Krebserkrankungen, dies aus der Sicht saudischer medizinischer Fach-
krafte. Die Ergebnisse konnen den Entscheidungstragern und
Beteiligten helfen, effektive Richtlinien fiir die Rehabilitation bei Kreb-
serkrankungen zu entwickeln.

ABBREVIATIONS

MD  Medicine

AHP  Allied health professional

PMR Physical medicine and rehabilitation
OT  Occupational therapist

PT Physical therapist.

Introduction

Cancer has a majorimpact on the health of individuals worldwide,
including in the Kingdom of Saudi Arabia. In Saudi Arabia, there
were 15,807 cases of cancerin 2014 [1]. The number of cancer sur-
vivors is increasing, primarily as a result of advances in cancer treat-
ment and earlier diagnosis. While cancer patients are living longer,
many have resultant physical and cognitive disabilities, which may
impair their quality of life. Indeed, studies have shown a high prev-
alence of functional impairments among cancer patients with a
wide range of diagnoses and treatment situations [2-7]. In an ef-
fort toimprove the quality of life of cancer survivors, increasing at-
tention has been given to improving functional recovery following
treatment. Rehabilitation has been recognized as a strategy for re-
storing patients’ functional independence and improving their psy-
chological functioning [4, 8, 9]. Moreover, it has been suggested
that identification of cancer-related impairments and intervention
through rehabilitation therapies across the care continuum may
be more effective in restoring functional deficits when done early
than if impairments are allowed to worsen over time [10].

The evidence in favour of cancer rehabilitation is growing and
studies in general cancer populations have demonstrated that it is
beneficial in the management of cancer-related fatigue [11], psy-
chological distress [12], and pain [13, 14]. However, studies of bar-
riers to rehabilitation services are lacking, while poor knowledge
of the benefits of rehabilitation services for cancer patients [15]
and low awareness in the healthcare community have limited the
number of admissions to rehabilitation programmes relative to the
total cancer population [16, 17]. The increasing number of cancer
patients combined with the growing need for rehabilitation may
result in increased utilization of rehabilitation services. In addition,
no studies have examined rehabilitation services for cancer survi-
vors from the perspective of healthcare professionals in Saudi Ara-
bia. The current study therefore aimed to identify current clinical
practice patterns and barriers to cancer rehabilitation from the per-
spective of Saudi healthcare professionals.
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Methods

Participants and setting

The study was conducted at the Comprehensive Cancer Centre
(CCC) of the King Fahad Medical City (KFMC), which is located in
the centre of Riyadh, the capital city of Saudi Arabia, and is consid-
ered to be the largest and most advanced medical complexin the
country, with a total capacity of 1095 beds. The CCC offers servic-
es to cancer patients including radiation oncology, medical oncol-
ogy, hematology, pediatric oncology, and palliative care. All study
participants were professionals working at the CCC, comprising
oncologists, allied healthcare professionals (physical therapists,
occupational therapists), medical social workers, psychologists,
and physiatrists providing care for cancer patients with a minimum
of three years of experience and able to speak English. The IRB Com-
mittee of KFMC (IRBO0010471) approved the study.

Recruitment

A recruitment poster was sent via email to all healthcare profes-
sionals working at the CCC. Potential participants were identified
by department heads, who also gave each participant aninforma-
tion sheet about the study and asked them to consider participat-
ing. Those interested were asked to provide their contact details
to the researcher.

Focus groups/interviews

Semi-structured focus groups and interviews were conducted with
various healthcare professionals to identify barriers to the rehabil-
itation of cancer patients and examine them in detail. Two focus
groups were conducted, each having 6-8 participants. The re-
searcher led the discussion and recorded comments, facial expres-
sions, and other non-verbal communication nuances. A set of ques-
tions, based on the area of research, the researcher’s clinical expe-
rience, and a pilot focus group, was used as a guide during the focus
groups and interviews. Questions were developed specifically to
give participants the opportunity to talk about their individual ex-
periences [18]. During the focus group sessions, the research as-
sistant took notes and aimed to capture participants’ exact words,
nonverbal cues, and behaviour without interrupting the discussion.
To assure the accuracy of the data, the focus group sessions were
audio-recorded.

Data management and protection

All sources of data, namely digital audio recordings, field notes, and
written transcripts, were stored securely, as were the signed con-
sent forms. No personal identifiers were used on data collection
forms or audio recordings; participants were identified by pseudo-
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nyms and codes in the interview records, field notes, and tran-
scripts.

Data analysis

The researcher read and re-read the transcriptions in detail to iden-
tify patterns, then assigned codes to different pieces of text and
identified common themes in the responses to key questions. Fi-
nally, content analysis was conducted to identify and summarize
the themes. Initially, several themes were identified. However, after
careful consideration of the context of the focus group and inter-
view discussions, four main themes emerged.

Results

Description of participants

Two focus groups and nine semi-structured interviews were con-
ducted at the KFMC Rehabilitation Hospital and the CCC. Partici-
pants were 10 physicians (oncologists, hematologists, palliative
care physicians, orthopedic oncologists, and physiatrists) and 12
allied health professionals (physical therapists, occupational ther-
apists, social workers, spiritual counsellors, and psychologists). Par-
ticipants’ demographic characteristics are shown in » Table 1.

Key themes

Four key themes related to barriers to cancer rehabilitation were
identified. These were: 1) healthcare providers’ competencies and
knowledge, 2) communication barriers, 3) limited rehabilitation
services for cancer patients, and 4) patient- and family-related bar-
riers. Each theme is illustrated below with excerpts from partici-
pants’ responses.

Theme 1: Healthcare providers’ competencies and
knowledge

The majority of medical oncologists and hematologists believed
that a lack of awareness of rehabilitation services and facilities re-
duced the utilization of rehabilitation services for oncology cases.

> Table 1 Demographic characteristics of participants.

Professions Range of age

(years)

Allied health PT(n=4) 26-55
professional n=12

OT(n=4)

Psychologist (n=2)

Spiritual consoler (n=1)

Social therapist (n=1)
Physiciann=10 Hematology and 26-45

oncology(n=5)
Palliative(n=1)

orthopedic oncology
(n=1)

Physiatrist(n =3)
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“I must acknowledge that among physicians there is a lack of
knowledge or an underestimation of the need for rehab and
exercise programmes. | think there should be increased awareness
of this among medical and nursing teams”. MD-7

Some also said that inadequate knowledge of the complications
and treatment of cancer made it challenging rehabilitation thera-
pists to set goals and plan interventions. As the complexity of can-
cer cases was a major concern, this challenge required highly
trained rehabilitation clinicians in various specialties. However,
some of the rehabilitation physicians were reluctant to accept on-
cology cases, due to a lack of subspecialty training for cancer reha-
bilitation and insufficient training to treat cancer patients.

Furthermore, there was little evidence of the effect of rehabili-
tation on the prognosis for cancer patients.

“We don’t have studies that address cancer prognosis from the
rehab point of view”. MD-2

Burnout was mentioned as a burden among healthcare profession-
als dealing with cancer cases, especially patients with advanced
cancer.

Rehabilitation and oncology professionals clearly felt that work-
force shortages played a role in limiting timely oncology rehabili-
tation, asserting that the provision of collaborative oncology reha-
bilitation programmes relied on the availability of subspecialty
therapists, physicians, psychologists, psychiatrists, and dietitians.

“...we should also develop an oncology rehab programme and a
specific ward for oncology should be planned. To have collabora-
tion between the oncology and rehab departments we need more
professional staff and rehab physicians who specialize in this area,
because the programme needs therapists, psychologists, and peer
support”. AHP-6

Gender Range of years of Years of experience
(female/male) experience with cancer patient
(3/1) (4-34) (3-16)

(2/2)

(0/2)

(0/1)

(1/0)

(2/3) (6-15) (3-11)
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Theme 2: Communication barriers

Communication difficulties among healthcare providers were found
to be major barriers to using cancer rehabilitation services. Many
participants reported that healthcare providers tended to use pa-
tients as channel of communication between the primary team and
others. Communication difficulties were said to arise because of
busy schedules, conflicts between the primary and rehabilitation
teams, the unavailability of healthcare team members on the can-
cer ward, and lengthy processes to accept or reject a case.

“It is very difficult to reach the physical medicine and rehabilita-
tion team and it takes a long time to assess the patient”. MD-7

The other causes for lack of communication were language barri-
ers (where healthcare providers spoke a language other than Ara-
bic) and sociocultural issues that may lead to different expectations
from patients related to functional status. Moreover, disagree-
ments between physicians within the oncology team increased the
difficulty of referring some patients to rehabilitation services.
Physiatrists spoke of their experience regarding diagnosis and
prognosis, and mentioned that most patients were transferred to
rehabilitation without enough information about their diagnosis
or prognosis. Participants reported that the primary team often
failed to communicate appropriately with the PMR team regarding
the treatment plan, making it difficult to decide on the best time
for rehabilitation admission. Therefore, they recommended imple-
menting a multidisciplinary team approach or regular meetings to
discuss patients’ status in order to improve rehabilitation services.

“All team members should be involved in goal-setting”. MD-3

Additionally, participants expressed the belief that communication
skills are one of the essential competencies of oncology physicians
and that they needed to improve from the perspective of allied
health professionals, to meet the psychological demands of the pa-
tients.

Theme 3: Limited rehabilitation services/facilities for
cancer patients

All participants agreed that the number of publicly funded rehabil-
itation hospitals was limited in Saudi Arabia. The one at KFMC was
the only one in Riyadh; therefore, the waiting time for admission
was very long. They also highlighted the difficulties arising from the
lack of a cancer rehabilitation unit; for example, one of the oncol-
ogists stated that the rejection rate for cancer patients was high
due to the limited number of beds. Participants also recommend-
ed having a specialized rehabilitation unit for cancer patients.

“The PMR team should have specific beds for cancer patients, at
least two or three if not more, so we can refer early and they can
take patients early”. MD-7

Participants highlighted the need for the appropriate equipment
for cancer patients to improve their quality of life. Participants high-
lighted the challenges that they faced when they requested this
equipment, such as delays in delivery and inappropriate prescrip-
tion. These could lead to delayed discharge and increased waiting
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times. Participants also stated that the major barrier, mentioned
by their patients, was the excessive length of waiting times to be
transferred from the CCC to the rehabilitation hospital or to be ac-
cepted for outpatient physical therapy.

“I give them an urgent outpatient referral to be seen next week
and they give them an appointment after two weeks, which
means the patient will have to wait for ten days without a home
visit and without physiotherapy”. MD-4

Rehabilitation hospital acceptance criteria were reported as not
practical and participants complained that some rejection referrals
were not being explained to the team, which led to confusion for
patients and their families. One participant saw it as a potential fail-
ure in the system that no justification was required for the rejection
of a referral. Such a rejection would sometimes depend solely on
the PMR background and one participant reported a case where a
referral was rejected three times, then eventually accepted when
resent for a fourth time.

Many participants recommended having a model of care for
cancer patients to provide the best rehabilitation service, which
might improve the quality of care and reduce the length of stay.

“There should be some kind of agreement, a significant change in
the model of care and referring system in order to overcome these
problems”. MD-3

Theme 4: Patient barriers

Participants identified the patient’s medical status/condition as a
major barrier to rehabilitation. Pain, fracture, fatigue, and physical
deconditioning were factors that contributed strongly to patients’
feelings of difficulty in engaging in rehabilitation. Participants also
reported that patients often refused to participate in exercise pro-
grammes if they were in pain. This could be related to patients’ fear
of the consequences of exercising. Medical complications frequent-
ly occurred in the postoperative period.

“There are number of cancers that could have a significant impact
on patients’ neurological status, especially tumours that involve
the brain and spinal cord, as well as those patients who require a
long course of hospital treatment and ultimately will have
deconditioning and muscular disorders”. MD-1

Participants pointed out that the side effects of cancer treatment,
including chemotherapy and radiation therapy, made rehabilita-
tion challenging for both healthcare providers and patients.

“So this is quite a challenging kind of programme. We can find a
plethora of barriers and patients with chemotherapy or radiation
therapy will probably have fatigue”. AHP-5

Participants also believed that patients receiving inpatient rehabil-
itation had a significant rate of interruptions of their rehabilitation
programme, often being transferred back to the main hospital or
another acute hospital to receive chemotherapy or treatment for
medical complications.
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“Follow-up is difficult; sometimes the programme is interrupted
because of medical complications, or receiving chemotherapy or
radiation. So when the patient comes back to rehabilitation, then
we need to set new goals and new programmes”. MD-2

Poor prognosis was another key issue raised by all participants,
meaning that patients whose prognosis was poor were either not
considered appropriate for rehabilitation or were not prioritized,
due to limited rehabilitation resources.

Discussion

This qualitative study is the firstin Saudi Arabia to explore the bar-
riers to oncology rehabilitation from the perspective of healthcare
providers. Its results will help to facilitate the future provision of
rehabilitation services for cancer patients during or after treatment.
The thematic analysis indicates that the extent of healthcare pro-
viders’ knowledge negatively affected the provision of rehabilita-
tion to the cancer population. Participants identified poor aware-
ness of rehabilitation services as a major obstacle to cancer reha-
bilitation. The findings of this study are consistent with those of
previous studies, which found that 85 % of medical oncologists had
insufficient awareness of available rehabilitation facilities and that
approximately 88 % of physicians lacked knowledge of the benefits
of oncology rehabilitation [15, 19].

On the other hand, physiatrists lacked experience and subspe-
cialty training, which they believed might result in delayed refer-
rals of cancer patients to rehabilitation services. Physiatrists found
that cancer patients were challenging to manage for several rea-
sons, such as symptom management, the stage of cancer, and psy-
chological factors. The current challenge for rehabilitation profes-
sionals is to manage patients with advanced stage of cancer who
need palliative care, although they have poor prognosis [20]. Silver
et al. conclude that establishing high-quality comprehensive care
for oncology cases requires a strong partnership between rehabil-
itation and palliative care [21]. Since palliative care plays a role in
symptom management, while rehabilitation deals with impairment
management, these services together help to improve quality of
life. Silver and Gilchrist emphasize the importance of developments
in clinical research for the advancement of various aspects of can-
cer rehabilitation [22].

The results of the current study indicate that staff scarcity was
another barrier to the use of oncology rehabilitation. A previous
study by Mohd Nordin et al. identified staff shortages as a concern
for the provision of continuity of care and rehabilitation in many
developing countries, such as Malaysia [23]. Similarly, Woo et al.
found that shortage of staff had a negative impact on the function-
alimprovement of rehabilitation services [24].

Physicians who are unfamiliar with the features of rehabilitation
[25] have identified primary barriers to rehabilitation care as lack
of identification of patient problems and lack of appropriate refer-
rals. Itis unsurprising that participants in the present study identi-
fied the extent of familiarity with systems as one of the main bar-
riers, since oncology and rehabilitation services may different con-
siderably in the systems they operate and the patient procedures
they follow. Moreover, health professionals in the two services
often do not know each other and may not have sufficient contact
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to discuss the prognosis of cancer patients [24]. The absence of a
uniform and cooperative referral system, the inadequacy of gov-
ernmental support, both structural and financial, and the shortage
of medical equipment are major barriers to providing rehabilita-
tion services to cancer patients [15].There is an intense need for
stakeholders’ guidelines and priorities in rehabilitation [26]. On the
other hand, there is a need for community-based rehabilitation
centres and the training of family members in order to enable pa-
tients to access and benefit from long-term rehabilitation [23]. Un-
fortunately, there are few community-based rehabilitation centres
in Saudi Arabia. The high number of respondents from an advanced
medical centre of the country is the main strength of the study.
However, there are a few limitations. Health care professionals dis-
cussed the factors related to cancer rehabilitation in the local con-
text. Secondly, all the health care clinics across the region were not
included in the study. Hence the results of our study cannot be gen-
eralized to the other health care settings.

Conclusions

This study has explored Saudi healthcare professionals’ perspec-
tives about cancer rehabilitation. It identified several barriers to
provision of oncology care which must be addressed to improve
clinical practice patterns and facilitate optimal and effective reha-
bilitation services for cancer patients in Saudi Arabia. The results
of the study may help the stake holders and the policy makers to
design effective rehabilitation guidelines for cancer patients in the
kingdom.
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