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Abstract
Background: Cancer survival has increased signi�cantly over the last decade. An increasing number of
patients require long-term health care. There is a need for new models of effective follow-up in primary
cancer care.

Objective: The aim was to provide knowledge about oncology nurses’ (ONs’) experiences and perceptions
of the use of video communication (VC) to follow up with patients living at home.

Methods: This was a descriptive, qualitative study of ONs’ experiences with implementing and trying VC.
Data were gathered after a 3-month trial. Individual interviews were content analyzed.

Results: Four female ONs participated. The study provides knowledge about the introduction of VC and
its in�uences on follow-up care.

Conclusions: With the provision of technical support and training during the introduction of VC and with
the protection of patient safety, VC seems to be an effective addition to the traditional follow-up of cancer
patients living at home. The �ndings indicate that VC can be used in primary cancer care. Our �ndings
have practical consequences for nursing leaders considering VC in patient follow-up. Additional research
is necessary.

Background

Living with cancer is often very demanding. Patients with feelings of insecurity, fear

and helplessness may require a great deal of information and psychosocial support from

health professionals. Research has shown that patients with various forms of cancer often

have unmet needs related to such support [1-5].

Internet-based video communication (VC) as a home-based telehealth service can

provide patients and their primary oncology nurses (ONs) with the opportunity for contact

using sound and video over the Internet and can be a supplement to traditional health

service. A number of studies indicate patients’ needs for close follow-up [2], and the use of

VC may contribute to close follow-up [6, 7].

In Norway, which is characterized by a dispersed population [8], harsh climate, and

remote districts, there were 33 564 new cases of cancer recorded in 2017, and by the end

of 2017, there were more than 273 740 individuals who had been previously diagnosed with

cancer and survived [9]. Recently, cancer survival has increased, patients are living longer

with cancer diagnoses, and an increasing number of patients require longer periods of
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long-term health care [10-12]. The Norwegian specialist health services provide cancer

treatment, while the municipal health service is responsible for the follow-up of patients

living at home [13]. In the last few decades, follow-up of cancer patients in Norwegian

municipalities has partly been assigned to ONs with special education in the cancer care

field [14]. Patients may visit ONs or ONs may conduct home visits in the follow-up of

patients and families. Long-distance travel can be arduous for patients. Because of the

dispersed settlement pattern, driving distances are long for ONs covering large

geographical areas in Norwegian rural areas [15]. Driving also causes ecological stress on

the natural environment.

The use of VC can give patients access to health care personnel without staff or

patients having to spend time and effort traveling. Compared to verbal telephone follow-up,

VC can also generate richer, more in-depth conversation by allowing the use of body

language, and research has shown that patients in community care have found that VC

counseling and guidance is similar to face-to-face meetings [7, 16-21].

Cancer patients living at home may be in need of follow-up both during and after

treatment, and for some survivors, follow-up may last for several years. Thus, there seems

to be a need for an increase in follow-up capacity [22-24]. A desirable change could be

strengthening online services in communication between patients and ONs while

simultaneously ensuring the proper security of patient information [25-27]. Patients and

families may benefit from easy access to support for their physical, emotional, and social

needs [24]. The use of VC is recommended to be complementary to traditional care [28].

Research has shown that cancer patients who have access to online support in interactions

with health care professionals cope better with their illnesses and everyday lives [21, 29-

31].

Despite the increasing number of studies on the implementation, training and use of

telehealth using VC as a tool in primary care, few studies have been conducted on the

implementation process for home-based cancer care [6, 7, 20, 32]. Therefore, there is a

need for knowledge about the implementation and influence of VC in follow-up care.

This study conducted in 3 Norwegian rural municipalities focused

on ONs’ experiences of implementing VC in care for patients with cancer living at home.
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The aim of this study was to describe ONs’ experiences with the implementation process. To

do so, we developed the following research questions:

RQ 1: How do ONs experience the introduction of VC as a tool in follow-up care for

patients with cancer living at home?

RQ 2: What are ONs’ experiences of the influence of VC use in follow-up care?

Methods

We conducted a descriptive qualitative pilot study with traditional content analyses

[33-37] of interviews with ONs who had been introduced to VC, had been trained to use

it, and had used it in the follow-up of patients with cancer living at home. A thematic guide

was developed. Open questions and follow-up questions were asked about key information

regarding ONs’ experiences with implementing and trying VC. The interviews

were conducted in the ONs’ offices in the municipalities, and they were audio recorded and

transcribed. After transcribing the interviews, the researcher deleted the audio recordings.

The study was descriptive, and the aim of the analysis of the transcribed text was to

illuminate the themes and categories in the data material [35, 38].

 

Sample and sampling

This pilot study was conducted in three rural municipalities in Norway that together

have approximately 7500 inhabitants and cover an area of 3842.1 km . The three

municipalities were chosen to gain knowledge about cancer nursing in rural areas. The

participants were four ONs employed in the selected municipalities. The sample was

informative and provided rich information [39]. The study of the small number of

individuals involved the elicitation of extensive details about each individual ON’s

experiences. The number of participants was within the range recommended in

phenomenological research [38]. The heads of the health care administration in each

municipality informed the ONs about the intervention and provided written information

from the researchers about their voluntary participation in the research, confidentiality and

anonymity. They asked the ONs for their voluntary participation in the study. All four ONs
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who were invited wanted to participate. The ONs signed a consent form prior to the

interviews.

 

Intervention

VC with sound and video was used between the ON and patient over a 3-month

period. Patients and ONs each received a tablet with Skype installed [40]. An Internet

technology (IT) technician affiliated with the project provided the ONs with oral

instructions about the technical use of tablets and Skype. Then, the ONs provided the

instructions to their patients. The IT technician assisted in ensuring that the VC functioned

optimally. On the tablets, the ONs and patients could observe whether the other person was

available for contact or was disconnected [41, 42]. The ONs were free to organize their use

of VC, for example, by creating a schedule or having flexible availability based on the ONs’

and patients’ needs. Patients were informed that the ONs either were available for calls or

would call back during work hours from 7:00 a.m. to 3:00 p.m., Monday through Friday.

During the project period, each ON used VC to communicate with two patients. The

patients had varying cancer diagnoses, and their prognoses varied from possible recovery

to life-long or recurrent life-threatening cancer.

 

Research ethics

The participants’ informed voluntary consent and anonymity were ensured. The

project was presented for The Regional Committee for Medical and Health Research Ethics

in Central Norway (ref. no. 2016/968) and applied for approval from the Norwegian Centre

for Research Data which assessed and accepted the study (ref. no. 49571).

 

 

Analysis

The data were analyzed using traditional content analysis [36, 37], which included

repeated examinations of the text. First, the authors read the transcribed text from the

interviews several times to obtain a sense of the content. Two researchers began

inductively coding the material to reach a common understanding of the meaning units,
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condensed meaning, and code designations. At the end of the decontextualization during

this the open coding process [33], the text was reread, the coding list was reviewed, and

unmarked text was reconsidered in relation the research questions. Then, all three

researchers analyzed the coded material for its relevance to the theme and categories. This

process led to descriptions of the theme, categories and subcategories. All researchers

discussed the results in light of the research questions, theory, and previous research.

 

Results

Four female ONs between 32 and 65 years old (mean: 46 years) participated in this

pilot study.

Each of the nurses asked two patients to voluntarily participate in the use of VC.

The analysis revealed two categories under the theme “Experience of VC

implementation in follow-up cancer care”: 1) tool introduction and 2) influences of VC on

follow-up care. Table 1 provides an overview of the categories and subcategories of the

theme.

Table 1. Experience of VC implementation in follow-up cancer care
Category Subcategory
Tool introduction Training in the use of VC

VC introduction and patient safety
Influences of VC on conversations in follow-up
care

Influences on interactions and focus
VC avoidance in poor prognosis
situations

 

Tool introduction

Two subcategories were identified in this category: 1) training in the use of VC and 2)

VC introduction and patient safety

 

Training in the use of VC

The ONs had varied experiences of Internet use and varying views on VC as a natural

communication tool; thus, their needs for training varied. Three of the four nurses were

unfamiliar with the use of VC on tablet computers. One of these three nurses was trained
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through practicing VC with an experienced ON, and as a result, she understood the

technology quickly during training. Another inexperienced nurse received training from a

patient who had experience with the Internet and took the initiative to communicate with

the nurse with VC. The third inexperienced ON received two trainings from the IT employee

before she began using VC with patients. For this ON, VC felt unnatural:

“. . . it is a little unusual; so, I think it’s much easier for me to pick up the phone and

call—because I’m used to that . . . I think that young people are much more

accustomed to communicating online; it becomes more natural for them” (ON 4).

As the findings show, three nurses were novices in the use of VC when they provided

training to patients, who also had various motivations and experiences with Internet usage.

Regarding patient education, the one experienced nurse provided the patients with

instruction once and then used the phone when necessary to provide further instruction on

how to connect to VC on the tablet. This training was successful. This nurse and two other

nurses began training their patients soon after Internet access was established, while one

nurse waited several weeks before she began training her patients. This nurse felt

somewhat unsure about the use of the technology. When she began educating the patient,

she repeatedly received instructions from the IT employee. She reported that she spent a

considerable amount of time teaching one patient how to use VC, while the other patient

was familiar with VC and just needed information about the program being used in the

project.

Three of the six patients had used VC prior to this study. One patient, who had never

used a computer or accessed the Internet, told the nurse that he grew very fond of the

tablet. Another patient with no Internet experience avoided using the tablet computer even

though the nurse had tried to educate the patient twice. The ON felt that the patient was not

motivated to use the tablet and avoided the use of VC. The other patients found it easy to

use VC on the tablet after some education.

 

VC introduction and patient safety

The VC tool had to be delivered to the patients, and thus, the first meeting was always

an in-person meeting. During this meeting, the nurse guided the patient in how to use Skype
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and the tablet. After the first in-person meeting, the ONs and patients communicated by VC,

phone, and in person. VC was available both at fixed times and as needed during the

nurses’ working hours. If the nurse was busy when the patient made a call, the nurse

returned the call as soon as possible that day.

One benefit of VC was that the patients did not need to leave home:

“The patients can get ahold of us when they sit in a comfortable chair at home,

without having to come here” (ON 3).

VC was used flexibly, was adapted to the patients’ situations, and was used as a

complement to home visits:

“VC is suitable as an addition to home visits” (ON 1).

The nurses felt that the use of VC should be flexible and based on the patient’s

condition. For example, one nurse used VC with two patients whose illnesses were in a

“calm phase.” One had reduced the amount of follow-up but wanted more frequent contact:

“She is in a stable situation now, and therefore, I do not have a meeting with her

every week” (ON 2).

By using VC, this nurse could meet the patient’s desire for contact without spending

time traveling to in-person meetings with the patient. However, the nurse’s other patient

had become more ill, and the ON felt that the patient would have difficulties if there were

any problems with the Internet. The ON therefore followed up with this patient with more

frequent VC and planned to take quick action if network problems arose.

Using VC as a communication tool also provided more flexibility in the ONs’ daily

work. The ONs could call their patients from different places, such as a home office or

while traveling to visit other patients. They also saved travel time by using VC:

“I think it’s very good; I save a lot of time due to less traveling” (ON 1).

Phones are currently smaller than pads and easier to carry, for example, while out

shopping in stores, but new developments may lead to the use of new smartphones for VC.

“It is easier to bring a phone outside the house than to take your tablet” (ON 2).

Patient safety is a challenge when using VC technology in nursing. This study

revealed that connection problems occurred during patient-nurse communications. Not all
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Internet connections were stable in some of the remote districts, and therefore, one nurse

conducted a home visit:

“We were in a Skype conversation, but we were cut off, so then I thought I had to go

to her to see what was wrong . . . and then we fixed the error . . . ” (ON 3).

In some cases, the ON may make considerable errors based on a patient’s lack of

contact with the ON:

“I have the impression that she (the patient) has felt safe at home with the service she

has received. She has access to both me and the other cancer nurse, and she has not

made contact with her either. So, then, I have to assume that it is positive and that

she is doing well” (ON 2).

The ON may assume that the patient does not need help based on a lack of

communication. Therefore, in using technological aids for communication, the nurse should

ensure that silence is a result of the patient doing well and not a poor Internet connection

or other issues. One nurse also had an experience with a patient being very ill but not

contacting her on Skype:

“Usually, they call, but one patient doesn’t when she is terribly ill; I have to follow up

here a little bit extra” (ON 1).

 

Influences of VC on conversations in follow-up care

This category includes two subcategories: 1) influences on interactions and

focus and 2) VC avoidance in poor prognosis situations.

 

Influences on interactions and focus

The ONs reported that being able to see the patient through VC was a good way to

promote a relationship with the patient. Using VC, the nurses found that they focused on the

patient more than when communicating by phone. The ONs focused on the patient-nurse

relationship, and their alertness was sharpened when using VC as a tool, as ON 1

explained:

“It becomes more personal (than on the phone) . . . You get eye contact if both are

‘on’ (have the video function turned on). You feel a little more that there is someone
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you are talking to directly more than if you just talk right out into the air than if you

talk into the (phone at you) ear” (ON 2).

Some of the nurses experienced that when using the phone, they sometimes lost their

ability to concentrate on the conversation. However, using VC sharpened the nurses’ focus.

“I find that I have a little more focus on the patient when I see him. When you sit and

talk on the phone, one can quickly lose concentration a little faster. . . Yes, because

the other one can see you. So, there is something about being a little more focused on

the person you are talking to” (ON 1).

The ONs commented that they had to think more carefully about their own nonverbal

responses, as one nurse explained:

“They read you when you are visible on the screen” (ON 1).

In addition, by using VC as opposed to a phone call, the nurses could observe

patients’ physical and psychological conditions. For example, one patient used the VC video

function to show the nurse his surgical stitches, which had become very tight. The nurse

was then able to take appropriate action. The nurses also found VC to be a good tool when

they were assessing patients’ needs for psychosocial follow-up. One ON explained this use

of VC as follows:

“I look for facial expressions, wrinkles, if they have pain, are afraid or if they are

relaxed - it is good to see the patient and see his face when he calls me” (ON 4).

Sometimes, the nurses felt that patients did not want to complain, but with VC, they

could observe when patients looked tired, worried or in pain. Patient could also see the

nurses, which facilitated patients’ understanding of the nurses’ messages, especially when

the patient had hearing loss and were able to interpret the nurses’ messages nonverbally.

Furthermore, patient-nurse meetings with the use of VC became more direct and goal

oriented than in-person meetings. The ONs reported that the consultations via VC were

somewhat shorter than in-person meetings because the consultations focused directly on

the patient’s needs, without much small talk. However, they also noted that with VC, there

was little time for reflection during conversations. Due to the focused communication when

they used VC, the nurses felt that they were prone to forget to discuss certain topics. One

ON explained this tendency as follows:
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“ . . . I had a conversation . . . and then I felt I should not have finished so soon

because afterwards I came across something I really should have asked, but then I

forgot” (ON 4).

 

VC avoidance in poor prognosis situations

The ONs expressed skepticism about the use of VC in situations when a patient could

be in crisis because of new information about a poor prognosis. They indicated a

preference for being physically present when they were talking with patients about life-

threatening matters. Thus, home visits were important for ONs in situations when they

planned to have deep conversations about serious topics, such as dying. They thought that

it would be inappropriate to conduct conversations on such topics on VC, as one ON

expressed:

“ . . . I think that if one is to talk about things that really have an impact, I think it’s

much better to sit like we do now than to sit on that screen” (ON 2).

Therefore, VC could not replace home visits in such situations. Nevertheless, one ON

reported having a conversation about a serious topic with a patient via VC. While the

patient was on vacation, he received a serious message from his physician. The patient

wanted to talk to the ON and called her on the tablet. They had a conversation in which the

nurse found VC suitable to provide care despite the seriousness of the circumstances.

 

Discussion

Overall, the ONs found that VC was a suitable tool for follow-up care for patients

living at home. The implementation of VC included the provision of a relevant introduction

to the tool and compliance with security requirements for patient safety [25-27].

 

Tool introduction

This study showed that nurses had various levels of knowledge and mastery of VC as

a communication tool in nursing, which indicates that when using VC in nursing practice,

nurses’ training should be individualized. Additionally, individualized training in VC use
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is also important for patients. Our findings explored ONs’ attitudes toward the new

technology that present obstacles that need to overcome. Gund et al. [42] found that some

nurses had to be motivated to accept and use information and communication technology

(ICT) in nursing. Other research has shown that the training and motivation of nursing staff

in the use of ICT is a prerequisite for VC use in nursing [32, 43].

We found that the use of VC provided nurses with more flexibility in their daily work

because they could call and have face-to-face VC meetings with their patients from different

places, even if they were out of the office and far from where the patients lived. Indeed,

even when a patient was on vacation, the patient and nurse could reach each other and

communicate using sound and video. Such flexibility represents some of the benefits of

using VC. Lindberg et al. [6] found that people living with chronic illnesses and their health

care professionals had positive reactions toward the use of ICT applications. Telehealth-

based services were found to be comparable to services delivered in person.

VC can make nurses more accessible to patients and make nurses’ workdays more

flexible. Using VC with patients was also noted to reduce response times when patients

needed care. The use of VC in cancer care also seems to be beneficial because it decreases

travel time, and patients can stay at home while accessing health services. Increased use of

VC, therefore, may become useful when meeting future challenges with increased demands

for caring services [10, 12, 22, 30, 44].

With VC, patients and nurses can see each other when talking; the nonverbal

dimension of communication thus becomes visualized, which is an important part of

creating and maintaining the relational dimension of communication [45, 46].

Not all nurses felt comfortable using the VC equipment, which may have been

because they had little knowledge about its use, did not prioritize taking the time to learn

how to use VC, or refused to use the video function that was available on the VC equipment.

Research has shown that some health personnel have an aversion toward using VC in care

due to technical problems [20, 43]. A prerequisite for VC to be a good nursing aid is that it

works with little technical difficulty and is used frequently so that both patients and nurses

become accustomed to the new aid [30, 43]. Despite the fact that nurses may somewhat

avoid the use of the Internet as a communication channel, recent research has shown that
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the use of Internet communication among cancer patients and their providers is increasing

[47].

Nurses must be confident in their use of VC to be able to educate their patients to

ensure that VC becomes a good tool for patients. A nurse’s lack of confidence in using VC

can be communicated nonverbally to a patient; when the patient senses a lack of confidence

from the nurse, he or she becomes uncertain, both about what will be learned through the

training and how he or she should use VC with the nurse. Without confidence in their use of

VC, nurses’ motivation to use this tool will decrease, and thus nurses may avoid using VC

on hectic days. If nurses avoid u sing VC, they may travel to patients even if the situation

does not indicate the need for an in-person visit, which is an inefficient use of nurses’ time.

Additionally, nurses who avoid using VC may choose to use the phone, which will not

provide them with the opportunity to observe and acquire knowledge of patients’ conditions

in the same way that VC does [20, 21, 31]. Of course, it is likely that the use of new

cellphones may make tablets obsolete, which may also alter nurses’ and patients’

familiarity with using video to communicate.

In this study, nurses became more focused on their patients when using VC than when

using the phone. The ONs knew that patients could see them and observe whether their

attention was directed toward them. When they were on the phone, nurses could perform

other tasks, such as checking email, during conversations, which made them not as focused

on the patients as they should be. In contrast, VC sharpened the nurses’ concentration on

the patient-nurse relationship. This finding is consistent with other research that has shown

that VC demands deeper engagement and presence than the phone [48]. Thus, the use of

VC seems to make communication more effective than over the phone. Phones are currently

smaller than tablets and easier to carry. However, the continued development of

smartphones may influence future use of VC.

For many of the ONs, VC was a new and somewhat unfamiliar tool. They needed

technical support and training to be able to train the patients and actively use VC in cancer

care. Patient safety was also an important consideration.

Nurses should be aware that when patients are ill, they may not make the necessary

VC contact with their nurses. If a nurse does not hear from a patient, the nurse should
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check on the patient. This same guideline also applies if the technology fails. Additionally,

nurses must ensure that patients have the opportunity to contact health services when

needed. Other research has confirmed that using VC in cancer care requires a great deal of

attention to patient safety [25-27].

Whether using smartphones or tablets, patient safety is important. Patient safety is

important in terms of the security of communication channels and the manner and location

in which nurses communicate with their patients.

Patient safety also includes confidentiality [26]. When using VC in cancer care for

patients living at home, ONs’ VC with patients should take place in an undisturbed area

where patient information cannot be intercepted by anyone. A person-centered ethical

approach should be used to protect patients’ integrity and dignity [49, 50].

 

Influences of VC on follow-up care

VC can promote clearer communication from both parties. We found that patient-

nurse conversations became more directed and focused on specific problem areas with the

use of VC, which may save consultation time. Nilsson et al. [30] also found communication

to be more direct when with the use of ICT than other forms of communication. However,

important moments that may arise through small talk may be lost, and coreflection may be

eliminated through VC [44]. These consequences may result in one or both parties

forgetting to raise topics they had wanted to address in a patient-nurse conversation.

In our study, the nurses discovered that they could use the video function to identify

nonverbal expressions of pain and worry. The nurses could use that information to meet the

patients’ needs for information and psychosocial support through closer follow-up [1-5].

The literature has reported contradictory findings on the ability to interpret

nonverbal communication using VC; some studies have shown a loss in the ability to

recognize subtleties in communication, such as facial details and facial expressions that are

difficult to discern, especially when more than two people are communicating [44].

However, our findings highlight the benefits of the nurse and patient being able to see each

other, especially when the patient has hearing loss and can interpret the nurses’ messages

nonverbally. Other research has identified some difficulty in observing physical details,
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such as the color of a patient’s skin, when a nurse is observing and considering the

patient’s condition [48]. Studies have indicated that VC cannot replace physical presence in

nursing, but it can be a complementary nursing tool in primary cancer care [6, 30, 42].

Consistent with our findings, research has shown that VC has many benefits,

including that patients are able to stay home and communicate with health personnel

instead of having to travel long distances to a consultation [6, 31, 44]. In this study, the

nurses estimated VC to be cost-effective for primary health care. Costs for the equipment

and operation of VC are likely small compared with the benefits and savings it may provide,

including decreased travel costs, less strenuous journeys for patients, and lower

environmental impacts [43, 51].

Nurse leaders in primary care can play a significant role in advancing and improving

the efficiency of care for cancer patients by integrating VC into traditional care. By using

VC in a creative approach to nursing with critical thinking and clinical reasoning, VC can

be a useful tool in follow-up care processes [52, 53]. VC seems to work well over long

distances and to benefit patients in rural areas [15]. In addition, several studies have found

that using VC interventions with patients and their providers can reduce the use of hospital

services and improve some contributors to quality of life (QoL) [21, 51]. Nurse-led follow-

up VC appears feasible; however, new initiatives should incorporate evaluations of patient

outcomes [22].

 

Strengths and limitations

This was a small 3-month pilot study with few participants. However, all ONs in the

three rural municipalities participated, which was a strength. To provide sustainable

results, major studies of larger trials are needed in this field.

To achieve trustworthiness and minimize any bias from researcher influence, three

researchers from different fields within nursing research analyzed the material

and collaborated on the research process.

 

Conclusion
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VC seems to be an effective addition to the traditional follow-up of cancer patients

living at home. There seems to be a need of provision for technical support and training

during the introduction of VC. Safeguarding of patient safety is required. The findings

indicate that VC can be used in primary cancer care. Our findings have practical

consequences for nursing leaders considering VC in patient follow-up. Additional research

is necessary.

Declarations

 

Abbreviations

VC:     Videoconferencing

ON:     Oncology nurse

ICT:    information and communication technology 

 

Ethics approval and consent to participate

Informed voluntary consent for participation and anonymization of participants were

ensured. The project was presented for The Regional Committee for Medical and Health

Research Ethics in Central Norway (ref. no. 2016/968) and applied for approval from the

Norwegian Centre for Research Data which assessed and accepted the study (ref. no.

49571).

 

Consent for publication

Not applicable

 

Availability of data and materials

The datasets used and analyzed in this study are available from the corresponding author

upon reasonable request. 

 

Competing interests

The authors have no funding or conflicts of interest to disclose.



Page 17/23

 

Funding

This work was supported by the Regionale Forskningsfond Midt-Norge (RFFMIDT)

https://www.forskningsradet.no/servlet/web/prognett-midtnorge/Forside/1253953730477

[grant numbers 269236, 2016]; Fylkesmannen i Nord-Trøndelag (County Governor of

North Trøndelag) [2016/2324]; and by Nord University.

 

Authors’ contributions

LØR contributed to all phases of the project.

HVB contributed to the study design, development, analysis and reporting.

BN contributed to the study design, development, data gathering, analysis and reporting.

All authors have read and approved the final version of this manuscript.

 

Acknowledgements

We would like to thank the head administration in the three including municipalities for

provision of information and access to the research field. We will also thank the oncology

nurses for their participation and contribution to this study. 

 

 

 

References

1.         Hyun YG, Alhashemi A, Fazelzad R, Goldberg AS, Goldstein DP, Sawka AM: A

Systematic Review of Unmet Information and Psychosocial Support Needs of Adults

Diagnosed with Thyroid Cancer. Thyroid : official journal of the American Thyroid

Association 2016, 26(9):1239-1250.

2.         Scott E, Jewell A: Supportive care needs of people with pancreatic cancer: a

literature review. Cancer Nurs Pract 2019.



Page 18/23

3.         Galán S, de la Vega R, Miró J: Needs of adolescents and young adults after cancer

treatment: a systematic review. Eur J Cancer Care 2018, 27(6):e12558.

4.         Faller H, Brahler E, Harter M, Keller M, Schulz H, Wegscheider K, Weis J, Boehncke

A, Reuter K, Richard M et al: Unmet needs for information and psychosocial support

in relation to quality of life and emotional distress: A comparison between

gynecological and breast cancer patients. Patient education and counseling 2017,

100(10):1934-1942.

5.         Moghaddam N, Coxon H, Nabarro S, Hardy B, Cox K: Unmet care needs in people

living with advanced cancer: a systematic review. Supportive care in cancer : official

journal of the Multinational Association of Supportive Care in Cancer 2016,

24(8):3609-3622.

6.         Lindberg B, Nilsson C, Zotterman D, Soderberg S, Skar L: Using Information and

Communication Technology in Home Care for Communication between Patients,

Family Members, and Healthcare Professionals: A Systematic Review. International

journal of telemedicine and applications 2013, 2013:461829.

7.         Nordtug B, Brataas HV, Rygg LØ: The use of videoconferencing in nursing for

people in their homes: a review. Nurs Rep 2018(1).

8.         Ringard Å, Sagan A, Saunes IS, Lindahl AK: Norway: health system review. Health

Syst Transit 2013, 15(8):1-162.

9.         Cancer Registry of Norway: Cancer in Norway 2017 cancer incidence, mortality,

survival and prevalence in Norway. Oslo: Institute of Population-based Cancer

Research; 2018.

10.       Lin CC: When Cancer Care Becomes a Long-term Care Issue: Are We Ready?

Cancer nursing 2017, 40(5):341-342.

11.       Wu HS, Harden JK: Symptom burden and quality of life in survivorship: a review of

the literature. Cancer nursing 2015, 38(1):E29-54.

12.       Faithfull S, Samuel C, Lemanska A, Warnock C, Greenfield D: Self-reported

competence in long term care provision for adult cancer survivors: A cross sectional

survey of nursing and allied health care professionals. International journal of

nursing studies 2016, 53:85-94.



Page 19/23

13.       Norwegian Ministry of Health and Careservices: The coordination reform — proper

treatment – at the right place and right time. Report no. 47 (2008–2009). Oslo:

Minister of Health and Care Services; 2009.

14.       The Norwegian Ministry of Education and Research [Utdannings og

Forskningsdepartementet]: National curriculum for education in oncology nursing in

Norway [Rammeverk for videreutdanning i kreftsykepleie]; 2005.

15.       Holm SG, Angelsen RO: A descriptive retrospective study of time consumption in

home care services: how do employees use their working time? BMC health services

research 2014, 14:439.

16.       Bensink M, Armfield N, Irving H, Hallahan A, Theodoros D, Russell T, Barnett A,

Scuffham P, Wootton R: A pilot study of videotelephone-based support for newly

diagnosed paediatric oncology patients and their families. Journal of telemedicine and

telecare 2008, 14(6):315-321.

17.       Lindberg B, Axelsson K, Ohrling K: Experience with videoconferencing between a

neonatal unit and the families' home from the perspective of certified paediatric

nurses. Journal of telemedicine and telecare 2009, 15(6):275-280.

18.       Skar L, Soderberg S: The use of information and communication technology to meet

chronically ill patients' needs when living at home. The open nursing journal 2011,

5:74-78.

19.       Carter EL, Nunlee-Bland G, Callender C: A patient-centric, provider-assisted

diabetes telehealth self-management intervention for urban minorities. Perspectives in

health information management 2011, 8:1b.

20.       Rygg LO, Brataas HV, Nordtug B: Introducing Videoconferencing on Tablet

Computers in Nurse-Patient Communication: Technical and Training Challenges.

International journal of telemedicine and applications 2018, 2018:8943960.

21.       Rush KL, Howlett L, Munro A, Burton L: Videoconference compared to telephone in

healthcare delivery: A systematic review. International journal of medical

informatics 2018, 118:44-53.

22.       Lewis R, Hendry M: A systematic review of nurse led follow-up for cancer. Nurs

Times 2009, 105:36.



Page 20/23

23.       Feeley TW, Sledge GW, Levit L, Ganz PA: Improving the quality of cancer care in

America through health information technology. Journal of the American Medical

Informatics Association : JAMIA 2014, 21(5):772-775.

24.       de Leeuw J, Larsson M: Nurse-led follow-up care for cancer patients: what is known

and what is needed. Supportive care in cancer : official journal of the Multinational

Association of Supportive Care in Cancer 2013, 21(9):2643-2649.

25.       Moen A, Bø MR, Holme E: Pasientdeltakelse og samhanling – nye muligheter i

nettbaserte omgivelser [Patient participation and co-operation - new opportunities in

online environments]. In: Læring og mestring – et helsefremmende perspektiv i

praksis og forskning [Learning and coping - a health-promoting perspective in

practice and research]. edn. Edited by Lerdal A, Fagermoen MS. Oslo: Gyldendakl

Akademisk; 2011: 260-277.

26.       Direktoratet for E-helse [The Norwegian Directorate of eHealth (NDE)]:

Normen. Norm for informasjonssikkerhet og personvern i helse- og omsorgstjenesten

[The norm. Standards for information security and privacy in health care]; 2018.

27.       Helse-og Omsorgsdepartementet Norge [Ministry of Health and Care Norway]:

Nasjonal strategi for elektronisk samhandling i helse- og omsorgssektoren 2008 –

2013 [National strategy for electronic interaction in health services and long-term

care (HLTC) 2008-2013]; 2008.

28.       Fagerstrom C, Tuvesson H, Axelsson L, Nilsson L: The role of ICT in nursing

practice: an integrative literature review of the Swedish context. Scandinavian

journal of caring sciences 2016, 31(3):434-448.

29.       Ruland CM, Andersen T, Jeneson A, Moore S, Grimsbo GH, Borosund E, Ellison MC:

Effects of an internet support system to assist cancer patients in reducing symptom

distress: a randomized controlled trial. Cancer nursing 2013, 36(1):6-17.

30.       Nilsson C, Skar L, Soderberg S: Swedish District Nurses' experiences on the use of

information and communication technology for supporting people with serious

chronic illness living at home--a case study. Scandinavian journal of caring

sciences 2010, 24(2):259-265.



Page 21/23

31.       Rush KL, Hatt L, Janke R, Burton L, Ferrier M, Tetrault M: The efficacy of telehealth

delivered educational approaches for patients with chronic diseases: A systematic

review. Patient education and counseling 2018, 101(8):1310-1321.

32.       Interian A, King AR, St Hill LM, Robinson CH, Damschroder LJ: Evaluating the

Implementation of Home-Based Videoconferencing for Providing Mental Health

Services. Psychiatric services (Washington, DC) 2018, 69(1):69-75.

33.       Bengtsson M: How to plan and perform a qualitative study using content analysis.

NursingPlus Open 2016, 2:8-14.

34.       Patton MQ: Qualitative Research & Evaluation Methods - Integrating Theory and

Practice, 4th edn. Thousand Oaks, California: Sage; 2015.

35.       Sandelowski M: Whatever happened to qualitative description? Res Nurs

Health 2000, 23:334-340.

36.       Vaismoradi M, Turunen H, Bondas T: Content analysis and thematic analysis:

Implications for conducting a qualitative descriptive study. Nursing & health

sciences 2013, 15(3):398-405.

37.       Hsieh HF, Shannon SE: Three approaches to qualitative content analysis. Qual

Health Res 2005, 15(9):1277-1288.

38.       Creswell JW: Qualitative Inquiry and Research Design: Choosing Among Five

Approaches. thounsand Oaks, California: sage Publications Inc.; 2007.

39.       Polit DF, Beck CT: Nursing research: generating and assessing evidence for nursing

practice. Philadelphia: Wolters Kluwer | Lippincott Williams & Wilkins; 2012.

40.       Microsoft. In: Support.Skype.Com. One Skype for all your devices. 

https://support.skype.com/en/faq/FA1417/how-much-bandwidth-does-skype-

need. Accessed 12 April 2019

41.       Microsoft. In: Support.Skype.Com. How much bandwidth does Skype need? 

https://support.skype.com/en/faq/FA1417/how-much-bandwidth-does-skype-need

Accessed 12 April 2019

42.       Gund A, Sjoqvist BA, Wigert H, Hentz E, Lindecrantz K, Bry K: A randomized

controlled study about the use of eHealth in the home health care of premature

infants. BMC medical informatics and decision making 2013, 13:22.

https://support.skype.com/en/faq/FA1417/how-much-bandwidth-does-skype-need
https://support.skype.com/en/faq/FA1417/how-much-bandwidth-does-skype-need


Page 22/23

43.       Johansson AM, Lindberg I, Soderberg S: The views of health-care personnel about

video consultation prior to implementation in primary health care in rural areas.

Primary health care research & development 2014, 15(2):170-179.

44.       Taylor DM, Stone SD, Huijbregts MP: Remote participants' experiences with a

group-based stroke self-management program using videoconference technology.

Rural and remote health 2012, 12:1947.

45.       Hargie O: Skilled Interpersonal Communication. Research, Theory and Practice, 6

th edn. London; 2016.

46.       Motsching R, Nykl L: Person-centred communication: theory, skills and practice.

Berkshire: Open University Press; 2014.

47.       Jiang S, Hong YA, Liu PL: Trends of online patient-provider communication among

cancer survivors from 2008 to 2017: a digital divide perspective. Journal of cancer

survivorship : research and practice 2019, 13(2):197-204.

48.       Lindberg I, Ohrling K, Christensson K: Midwives' experience of using

videoconferencing to support parents who were discharged early after childbirth.

Journal of telemedicine and telecare 2007, 13(4):202-205.

49.       Skar L, Soderberg S: The importance of ethical aspects when implementing eHealth

services in healthcare: A discussion paper. Journal of advanced nursing 2018,

74(5):1043-1050.

50.       Ministry of Health and Care Norway: Pasientrettighetsloven [The Norwegina

patients right act], LOV-1999-07-02-63. Oslo: Ministry of Health and Care Norway;

1999.

51.       Bauce K, Fahs DB, Batten J, Whittemore R: Videoconferencing for Management of

Heart Failure: An Integrative Review. Journal of gerontological nursing 2018,

44(4):45-52.

52.       Berman A, Snyder SJ, Frandsen G: Kozier & Erb's Fundamentals of Nursing -

Concepts, Process, and Practice - Chapter 32 Safety, vol. chapter 32 Safety, Tenth

edn. Harlow, England: Person Education Limited; 2016.

53.       McCormack B, McCance T: Person-Centred Practice in Nursing and Health Care

Theory and Practice, Second edition edn: WILEY Blackwell; 2017.



Page 23/23

 


