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Abstract

Background Incurable cancer is a major contributor to societal suffering and disability, and palliative rehabilitation is
recommended to be integrated within and between cancer services at all healthcare levels. However, little knowledge
exists on how integration of palliative rehabilitation in cancer is understood and achieved in clinical practice. INSPIRE
(Integrated short-term palliative rehabilitation to improve quality of life and equitable care access in incurable cancer)
is a large European-funded project that aims to promote quality of life through a novel rehabilitation model for
people disabled by advanced cancer.

Aim To compare the existing integration of palliative rehabilitation in cancer within official documents and in clinical
practice across five European countries including United Kingdom, France, Denmark, Norway, and Italy.

Methods Mixed methods study with a concurrent research design, comprising a document analysis (N=23),
stakeholder interviews (N=22), and an online survey (N=225). Data from each sub-study were analysed separately
before results were merged.

Results There was limited integration of palliative rehabilitation in cancer in official documents and in clinical
practice, though some indicators of integration, including participation in multidisciplinary teams and adherence

to standardised pathways, were identified in the survey. Notably, integration of palliative rehabilitation in cancer in
clinical practice was observed within limited organisations in secondary healthcare systems, without widespread
adoption. Although palliative rehabilitation in cancer as a concept was sparingly used by stakeholders, they
recognised the need for a comprehensive approach including multidisciplinary teams that aligns with the individual
patient’s needs and goals. Moreover, the ambiguous distinction between the terms ‘palliative rehabilitation’and
‘palliative care; insufficient funding, lack of well-defined care pathways and competence gaps among healthcare
professionals represented barriers to integration of palliative rehabilitation in cancer into clinical practice.
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Conclusion Integration of palliative rehabilitation in cancer was limited in the five EU partnership countries
investigated. Clarifying the concept of palliative rehabilitation, including adoption of the concept into official
documents and delineating it from palliative care, is essential for more successful integration. This can possibly be
achieved by addressing the barriers identified and fostering close collaboration across disciplines.
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Background

In Europe, 2.7 million people were diagnosed with can-
cer in 2020. Estimates suggest a 24% increase in cancer
cases by 2034 making cancer the leading cause of death
[1]. Simultaneously, advances in cancer treatment have
resulted in improved life expectancy and survival for
people with cancer, even those with incurable disease [2].
Living longer with incurable cancer comes with extended
periods of burdensome symptoms, those affected are
often older and have comorbidities, and suffer from
loss of function (disability), one of the most critical and
growing unmet care needs by patients [3]. Thus, there is
a current and critical need for supportive and palliative
healthcare services across Europe to meet the needs of a
growing population of older, functionally impaired peo-
ple living with incurable cancer.

To address this, access to specialised rehabilitation ser-
vices aligned with what is regarded as traditional pallia-
tive care should be an essential component of supportive
and palliative healthcare for all patients with incurable
diseases [4, 5]. This involve offering patients a compre-
hensive approach, palliative care, that combines the
goals of palliative care - addressing symptoms and the
unique needs of people living with incurable cancer, and
rehabilitation - with a specific focus on optimising func-
tion and enablement in their physical, psychological and
social environments [6—8]. As a concept, palliative reha-
bilitation has evolved over some decades, leading to the
current understanding of it as a function-directed care
addressing the unique needs of patients with incurable
cancers and their caregivers to improve quality of life
[9-11].

In 2023, the World Health Organisation launched in
2023 a policy brief [12] where they define palliative reha-
bilitation “as the process of helping individuals with a
progressive, often advanced or incurable disease reach
their physical, psychological, and social potential con-
sistent with physiological and environmental limita-
tions and life preferences” In accordance with this brief,
palliative rehabilitation empowers people with incur-
able health conditions to actively manage their condi-
tion, reduce symptoms, and maintain independence and
social engagement [13]. This approach allows people to
enjoy the best possible quality of life, including towards
the end of life [14]. Moreover, the potential benefits of
improving integration are better access, enhanced qual-
ity, and greater efficiency in healthcare delivery [12].

Furthermore, palliative rehabilitation in patients with
incurable cancer has recently become the subject of clini-
cal trials assessing its feasibility [15] and effectiveness [16,
17]. Although these studies demonstrate some improve-
ments in symptom- and functional outcomes, they are
typically conducted across diverse care settings [18]. Fur-
ther research on palliative rehabilitation is warranted to
optimise interventions, access and delivery of care.

Consequently, a multinational consortium including
seven European Union countries was established with the
ambition to test an innovative model of palliative reha-
bilitation — INSPIRE (Integrated short-term palliative
rehabilitation to improve quality of life and equitable care
access in incurable cancer) - that can be integrated into
routine care for people with incurable cancer — (Project
no. 101057043 — INSPIRE). The overall framework of the
INSPIRE project has been published in 2023 [19], and
additional information about the INSPIRE project can be
accessed on the consortium website [20].

Although the rationale for palliative rehabilitation in
cancer appears logical, there is a clear need for further
knowledge and understanding of how it can be under-
stood and implemented across health care services in
different European countries. As such, it was deemed
crucial to the initiation of the INSPIRE project to ascer-
tain the current integration of palliative rehabilitation
within official documents and in clinical practice. This
will serve as a foundational step for the INSPIRE clini-
cal trial. The overall aim of this study was therefore to
compare the current integration of palliative rehabilita-
tion in cancer within the INSPIRE partnership countries.
Specifically, we aimed to answer the following research
questions:

1. How is palliative rehabilitation described in official
documents?

2. How do stakeholders experience palliative
rehabilitation in clinical practice?

3. How are indicators of integration of palliative
rehabilitation reported in clinical practice?

Methods

Design

To address the three research questions, we employed
a mixed methods approach with a concurrent research
design, combining both quantitative and qualitative
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methods. Within this design quantitative and qualitative
data are combined to obtain a more complete under-
standing of the phenomenon under study [21]. We incor-
porated three sub-studies: (1) a document analysis to
gain insights, (2) interviews to explore experiences from
stakeholders, and (3) an online survey to assess current
clinical practice. We collected and analysed data from
each sub-study independently, before synthesising the
results to achieve a comprehensive and nuanced under-
standing [21].

Eligibility criteria and recruitment
The following eligibility criteria were established for each
of the three sub-studies:

Document analyses: official documents of relevance
to cancer or palliative care services published by policy
makers, charities or non-governmental organizations
(NGOs); official policies or policy directives, strategies,
official statements, and declarations, guidelines, reports,
or white papers, (directed at a national level within the
partnership countries), and as current publication as pos-
sible and/or updated versions.

Stakeholder interviews: For each country, we gathered
data from a minimum of four stakeholders representing
the following departments at each INSPIRE sites: pri-
mary healthcare, specialist healthcare (such as oncology
department, palliative care unit, hospice, or rehabilita-
tion service), and from a non-governmental organization
(NGO) representing cancer patients/careers, with suffi-
cient proficiency in verbal English to participate.

Online survey: Data collection for the survey was anon-
ymous, and recruitment was facilitated through INSPIRE
collaborators. An email with a link to the online survey
was sent to all lead investigators. They forwarded the sur-
vey invitation to medical and nursing staff, physiothera-
pists, occupational therapists, psychologists, dietitian/
nutritionists, pharmacists, and others who work with
patients with incurable cancer at the trial sites.

Data collection and analysis

Document analysis: We followed a four-step READ
approach to document analysis in health policy research
[22]. In step one (‘Ready your materials’), the lead inves-
tigators in each partnership country were instructed
to identify 3-6 relevant documents based on the pre-
defined eligibility criteria. Lead investigators were well
acquainted with the INSPIRE project, considered experts
within palliative rehabilitation in cancer and familiar with
the national official documents in their respective coun-
tries. All identified documents were reviewed by the first
author (GBS) and through a “back and forth” approach
to ensure that eligible and relevant documents were
included from each country, the final number of included
documents were validated. In step two (Extract data), the
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lead investigators research teams (1-2 native language
reviewers) read the documents thoroughly and extracted
information using a pre-defined Excel Extraction Form
(Supplementary file 1). In addition to extracting descrip-
tive data about the documents (e.g. year of publication,
type of document), the reviewers were instructed to
extract data (e.g. words, sentences or paragraphs from the
material) that specifically focused on rehabilitation (or a
relevant term) within the context of incurable cancer or
palliative care (for details, see Read Me in Supplemen-
tary file 1). To help the reviewers describe context and
to guide analysis, four pre-defined topics were defined;
population (type or stage of cancer), setting (primary or
specialist level), timing (point in disease trajectory), and
intervention (type and professionals involved). In step
three (Analyse data), the researcher (GBS) converted
the reviewer’s extractions into individual transcripts for
each document and imported these into NVivo (Version
14, Lumiverio, USA). Independently, two researchers
(GBS and LMO) read the transcripts for each document
and sorted the data according to the pre-defined extrac-
tion topics. Any reflections made by the researchers were
written down and used to support the synthesis pro-
cess. In step four (Distil your findings), a synthesis pro-
cess began with GBS and LMO individually merging the
sorted data from each country, and then met to discuss
the findings from each country. In this process, the data
and any reflections made in the individual review and
synthesis process was discussed and from this, the pre-
defined extraction topics were refined into new themes
for the final synthesis. Finally, each work package leader
provided feedback on the synthesized findings from their
respective country. Following this feedback, the two
researchers collaboratively arrived at a conclusive synthe-
sis across all documents and countries.

Stakeholder interviews: Stakeholder interviews were
conducted by three senior researchers (MAH, HHA and
LMO), all of whom have extensive experience in pallia-
tive, rehabilitation, and qualitative research. They are also
part of the Norwegian consortium in the INSPIRE proj-
ect. Out of the 22 interviews, three were conducted face
to face, while the remaining took place digitally using
platforms, e.g. Zoom or Microsoft Teams. Three inter-
views were conducted in Norwegian (two Norwegians
and one Danish), while the remaining interviews were
conducted in English. All interviewers were fluent in
English, and all stakeholders were also proficient in Eng-
lish. Each interview followed a semi-structured interview
guide, based on the study protocol and the definition of
palliative rehabilitation (Supplementary file 2). The cen-
tral question was: “Can you please describe how pallia-
tive cancer rehabilitation is integrated in clinical practice
in your country?” Participants were encouraged to share
their experiences and perspectives freely. Subsequent
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questions inquired into definition of palliative rehabili-
tation, its status as an essential service, access, and opti-
mal delivery methods for the future Interviews lasted
between 30 and 60 min, during which audio recordings
were made and subsequently transcribed verbatim. To
safeguard participants’ anonymity, no names or back-
ground information were included in the transcripts.
Transcribed data were analysed using comparative quali-
tative analyses [23]. Initially, all interviews were individu-
ally read by two researchers (MAH and HHA) separately
to identify meaningful units/ descriptive codes. These
codes were based on the transcribed text and reflected
the stakeholders’ own words, ensuring an ‘in vivo’ per-
spective. Subsequently, a discussion between the two
researchers ensued until consensus was reached on 13
codes. Next, interviews from each partnership country
were coded separately into the software Nvivo by MAH.
Each country provided data that supported each code,
except for the code ‘referral’ in Norway and France. Fol-
lowing this, the researchers independently summarized
the extracted codes for each stakeholder in each country.
Next, the researchers compared the content of the codes
across stakeholders and engaged in further discussions to
achieve consensus. A common content for each code in
each country was extracted. Finally, the researchers col-
laboratively synthesized the findings in main themes and
subthemes. The themes were validated by incorporating
relevant quotes from the transcribed interviews.

Online survey: Data collection for the survey was con-
ducted via a self-report online questionnaire, utilizing
the digital platform Survey XACT (Rambgll, Denmark)
(Supplementary file 3). The survey was based on the fol-
lowing key indicators of integration identified in the
literature: (I) working in multidisciplinary teams, (II) fol-
lowing standardized care pathways, (III) having shared
patient records between departments and levels of care,
(IV) having joint multidisciplinary educational activi-
ties, (V) conducting routine needs assessments, and (VI)
continuity of care between specialist and primary care
levels [6, 24—27]. The questionnaire comprised 23 ques-
tions, including three background questions and 20 ques-
tions addressing palliative rehabilitation in cancer and
the above indicators of integration. The type of questions
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included single-response, multiple-response, Likert scale,
rating scale, and open-ended questions. The survey was
pilot tested with eight individuals of whom six were
health care professionals familiar with the fields of oncol-
ogy, palliative care and rehabilitation. Two were psychol-
ogy students who had no experience or expertise in these
areas of health care.

Participant characteristics (country, professional back-
ground, and department/workplace) were summarized
using descriptive statistics and reported as frequencies/
percentages. Cross-tabulations were employed to analyse
data by country and results tabulated using frequencies/
percentages. The survey data was analysed using the Sta-
tistical Package for Social Sciences (SPSS IBM Version
28).

Synthesis of the results

In the analysis of a concurrent mixed-method design, the
final step involved identifying content that is represented
in all three data sets and comparing, contrasting, and
synthesizing the results [21]. Data from each sub-study
were extracted and consolidated into a common display.
Subsequently, we examined convergences and diver-
gences to generate a cohesive and compete synthesis of
the results.

Results

Participants

Characteristics of the official documents, stakeholders
and survey participants are outlined in Table 1. A total of
23 documents were identified from the partnership coun-
tries. These primarily consisted of national strategies,
guidelines or policies published in the period 2004—2023,
with the majority published after 2015. A total of 22
stakeholders were interviewed between November 20th,
2022, and February 9th, 2023. The online survey was con-
ducted between May 1st to July 31st, 2023, with a total of
225 respondents.

Document analyses

A brief overview of all the included official documents is
provided in Table 2. Twelve out of 23 official documents
(48%) described rehabilitation in the context of palliative

Table 1 Total numbers and numbers per country for the three sub-studies

Variable Document analyses Stakeholder interviews Survey

n % n % n %
Total documents/participants 23 100 22 100 225 100
Country
Denmark 4 174 5 22.7 5 2.2
France 6 26.1 3 143 20 89
[taly 4 174 4 18.1 140 62.9
Norway 4 174 4 18.1 17 76
UK 5 217 6 27.3 43 19.1
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Table 2 Overview of publisher (year), type of document, objective, and status for integration of rehabilitation in the context of
palliative care in the official documents included in the analysis (n=23)

Publisher (year) Type of Objective Status
document

Denmark

Danish Health Authority (2018) Policy To outline the responsibilities of the municipalities regarding rehabilitation. No

Danish Health Authority (2018) Care pathway To describe recommended care pathways for rehabilitation and palliative care for ~ Yes
cancer.

Rehabilitation Forum Denmark (2022)  White paper To provide rehabilitation services and current challenges provided by and used Yes
by all stakeholders.

Danish Cancer Society (2021) Report To monitor the quality of rehabilitation services provided to cancer patients. Yes

France

Haute Autorité de Sant (2002) Guideline These guidelines aim to guarantee the right to and access to palliative care. Yes

Direction Générale d'I'Offre de Soins  Strategy This document is a policy guiding the further development and structuration of ~ Yes

(2023) the palliative care offer across the state between 2024 and 2034.

Association francaise des Soins On- Guideline To promote physical activity and rehabilitation in breast cancers all along the No

cologiques de Support (2013, 2018) disease trajectory.

National Cancer Institute (2021) Guideline To define at a national level the organizational principles related to the imple- No
mentation of the support care pathway for patients with cancer.

Haute Autorité de Santé (2019) Guideline To guide the promotion, consultation and prescription of physical activity and No
sport for health, including specific guidance for people with three most common
cancers (breast, colon and prostate).

National Cancer Institute (2017) Guideline To summarize the data on physical activity benefits in cancer and provide guide-  No
lines on the integration of physical activity during and after cancer treatments.

Italy

[talian Association of Medical Oncol-  Other To guide healthcare professionals to offer the most appropriate treatment path- ~ Yes

ogy/ Italian Society of Palliative Care  (consensus) way for patients with advanced cancer.

(2015)

Permanent Conference for relations Policy Directive  To revise the organizational guidelines and recommendations for the Oncology ~ Yes

between the State, the Regions and Network that integrates acute and post-acute hospital activity for the promo-

the autonomous Provinces of Trento tion and improvement of the quality, safety and appropriateness of supportive

and Bolzano (2019) interventions.

[talian Ministry of Health (2019) Official To summaries the goals achieved and the critical issues that have emerged in the  Yes
statement or process of implementation and development of assistance networks in palliative
declaration care and pain therapy for adults and children, eight years after the entry into

force of Law No. 38 of 15 March 2010.

[talian Ministry of Health (2021) Policy To ensure appropriate qualified palliative care and pain therapy for patient and Yes
his family for the period 2010-2020.

Norway

Ministry of Health and Care Services  Strategy To provide directives for cancer care in Norway for the period 2018-2022. Yes

in Norway (2018)

Norwegian Cancer Society (2018) Strategy To work to prevent and fighting cancer as well as improving the quality of life for ~ No
people with cancer and relatives.

Norwegian Directorate of Health Guideline To improve the treatment of patients with incurable cancers and a limited lifes- Yes

(2019) pan, and to ensure an equally good treatment offer throughout the country.

Norwegian Directorate of Health Care Pathway To ensure safe and proper conditions for those who have received a cancer Yes

(2017) diagnosis and that the need for follow-up beyond the cancer treatment itself is
secured.

England and Scotland

NHS England (2019) Strategy To detail what is required by the National health Service towards 2029. No

NHS England (2018) Guideline To provide practical advice and case studies to support Allied Health Profession-  Yes
als in Action.

The Scottish Government (2008) Strategy To set out the specific challenges for cancer care in Scotland as well as strategies  No
for improvement.

National Institute for Clinical Excel- Guideline To guide how to improve the quality of supportive and palliative care for cancer ~ Yes

lence (2004) patients.

NHS England (2022) Strategy To provide strategic direction to AHPs across England in the period 2022-2027 No

and help AHPs maximize their contribution to improve health outcomes for all,

provide better quality care, and improve sustainability of health and care services.
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Main Needs and access to Settings, respon- Timing and care Goals, interventions, and Research

theme rehabilitation sible partiesand pathways professionals and future

essential services palliative
rehabilitation

Denmark People living with cancerinall ~ Community Rand PC separate Rand PC overlap but goals are unclear. ~ Advocates
phases of the disease trajec- health care care pathways Defines the term “palliative for integra-
tory, including those living Time of referral rehabilitation”. tion of Rand
with incurable disease. inconsistent, but PC although

important for integra- differences still
tion of Rand PC. exist.

France People who need palliative Hospitals Ris part of holistic MDT should include rehabilitation ND
care services. care planning in PC practitioners.

[taly People with advanced cancer  Both in the Essential part of care  Comprehensive approach with focus ND
with complex needs and need  specialist- and pathway throughout on Qol, R essential part of PC service,
of PG, also in terminal stage. community health the disease trajectory multidisciplinary team require RP

care competence.

Norway All people with cancer regard-  Both in hospital Early in the disease R considered part of PC through com- R should be
less of curative or palliative and community  trajectory mon goals and use of MDT including available to all
intention. setting RPs. cancer patients

UK All with people with cancer, Hospitals, hos- Throughout disease R as part of supportive care, is essential ~ Research on R

although access is variable but
expanding for people with
progressively deteriorating
cancers.

pices, and primary
care

trajectory

in PCis lacking
and should

to patients with complex needs to im-
prove Qol. Assessment of needs should

include R. focus on the
AHPs have specialist role and part inthe  patients'needs.
PC MDT.

PR=Palliative Rehabilitation R=Rehabilitation; PC=Palliative Care, RPs=Rehabilitation Professionals, MDTs=Multidisciplinary Teams; ND=Not described,

AHPs=Allied Health Professionals

Table 4 Overall findings from stakeholder interviews about
palliative rehabilitation in cancer care

Subthemes

1a: Stakeholders expressed a common
understanding of the main components in
palliative rehabilitation in cancer.

1b: Stakeholders experienced an unclear
distinction between palliative rehabilitation
in cancer and palliative care.

2a: Stakeholders agreed that palliative
rehabilitation should be built on multidimen-
sional interventions aligned with individual
patient needs and goals.

2b: Stakeholders agreed that palliative reha-
bilitation must embrace a multi-professional
approach and collaborative efforts.

3a: Access to palliative rehabilitation was
experienced as a postcode lottery.

3b: Lack of pathways and funding issues was
outlined as primary barriers to the integration
of palliative rehabilitation in clinical practice.

Main themes

1:Varied understanding
and use of the term
palliative rehabilitation
in cancer

2: Consensus on inter-
vention types and pro-
fessionals involved in

palliative rehabilitation

3: Limited integration
of palliative rehabilita-
tion in cancer in clinical
practice

care; 4 out of 4 (100%) in Italy, 3 out of 4 (75%) in Den-
mark and Norway, 2 out of 4 (50%) in England and Scot-
land, and 2 out of 6 (33%) in France.

The final synthesis for each partner country is summa-
rized in Table 3. During the synthesis process, five main
themes emerged: Needs and access to rehabilitation; Set-
tings, responsible parties, and essential services; Timing
and care pathways; Goals, interventions and profession-
als, and Research and future palliative rehabilitation.

Citations for all 23 included official documents, along
with their individual synthesis, are available in Supple-
mentary files 4.

Stakeholder interviews

The synthesis of stakeholder interviews from each coun-
try is detailed in Supplementary file 5, while the overall
findings are presented in Table 4 and described below.

Main theme 1: Varied understanding and use of the term
palliative rehabilitation

The analyses revealed that stakeholders within and across
participating countries held diverse interpretation of
the term. This main theme was further explored by two
subthemes.

The first sub-theme, «Stakeholders expressed a com-
mon understanding of the main components in palliative
rehabilitation in cancer’, showed that stakeholders often
found the concept elusive and challenging:

“I think it’s a concept that's probably not very well
defined in many settings. So, it varies across the
country whether it's community acute or even sub-
acute rehabilitation” (Stakeholder 2, UK).

Most participants did not use the concept in clinical
practice nor were they able to define it. Still, most stake-
holders, upon reflection, shared a mutual understand-
ing of core components of WHO’s definition of palliative
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rehabilitation in cancer. Here, they viewed palliative reha-
bilitation in cancer as a holistic, goal-oriented approach
for cancer patients with incurable and life limiting cancer.
The overarching aim, according to stakeholders, was to
enhance or maintain quality of life and function based on
individual patient needs and goals. This approach allows
patients to live as actively and independently as possible
within the constraints of their illness:

“Palliative rehabilitation in cancer aims to improve
the patient’s quality of life through a better everyday
life, to support people in their everyday lives so they
still are able to pursue their everyday tasks and to be
as independent as possible with home tasks and so
on” (Stakeholder 4, Denmark”)

The second subtheme “The stakeholders experienced
an unclear distinction between palliative rehabilita-
tion and palliative care’, highlighted the blurred bound-
ary between palliative rehabilitation and palliative care.
While stakeholders could identify the main components
of palliative rehabilitation in cancer, they perceived it as
operating within a ‘grey zone’ straddling rehabilitation
and palliation. Although all stakeholders acknowledged
its connection to palliative care, the integration of reha-
bilitation within this framework varied. Some stakehold-
ers associated rehabilitation primarily with the early
phase of the disease trajectory, others linked it more
broadly to content related to holistic palliation but more
than symptom relief, while some stakeholders stated it
was the same as palliative care:

«I think that rehabilitation is integrated in what we
do in palliative care, without putting it into words.
(...) For me, if you provide good palliative care,
then it’s not only symptom relief, but a very strong
element of optimalisation of function (...) to help
patients to function optimal as long as possible»
(Stakeholder 4, Norway).

Main theme 2: Consensus on intervention types and
professionals involved in palliative rehabilitation

The second main theme focused on stakeholders’ per-
spectives regarding care interventions and profession-
als responsible for delivering them. This main theme
was further elucidated by two sub themes. The first sub-
theme, «Stakeholders agreed that palliative rehabilita-
tion should be built on multidimensional interventions
aligned with individual patient needs and goals’, focused
on the content of palliative rehabilitation interventions.
Stakeholders unanimously recognized that palliative
rehabilitation in cancer encompasses a range of mul-
tidimensional interventions tailored to each patient’s
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specific needs and preferences. Drawing from the holis-
tic approach in palliative care, they emphasized that the
elements of care should align with the patient’s unique
circumstances:

“The components of palliative rehabilitation can
vary widely, but they must always be based on the
patient’s needs and preferences (Stakeholder 2,
Italy).

Despite this consensus, there were variations in the spe-
cific interventions included. Notably, these differences
did not correlate with country boundaries. Commonly
reported interventions included physical exercise, nutri-
tion, psychological support, psychoeducation (both
individual and group based), and various assistive aids.
Additionally, stakeholders highlighted the importance
of addressing the patient’s home environment, symptom
management, assistive technology, energy conserving,
lifestyle modifications (such as smoking cessation and
alcohol reduction), peer support, and complementary
therapies.

While most interventions centred on individual
patients, stakeholders acknowledged the crucial role of
education and involving the patient’s carers. However,
only a few stakeholders from Norway, Denmark, and
Italy explicitly referred to interventions relating to the
needs of family carers.

The second subtheme, “Stakeholders agreed that pal-
liative rehabilitation must embrace a multi-professional
approach and collaborative efforts’, emphasized the
necessity of a multi-professional and interdisciplin-
ary approach in the delivery of palliative rehabilitation
in cancer. All stakeholders concurred that effective pal-
liative rehabilitation in cancer requires collaboration
among various professionals. These experts should work
together seamlessly to address the patients’ holistic
needs:

“The multidisciplinary approach is essential. You
cannot call it palliative rehabilitation if it’s not
interdisciplinary” (Stakeholder 1, Norway).

The most frequently mentioned key professionals in pal-
liative care included doctors, (cancer)nurses, nutritionist/
dietician, social workers, psychologists, physiotherapists,
and occupational therapists. Some stakeholders noted
that the two latter groups had rehabilitation more inte-
grated in their education and practical experiences com-
pared to other professionals, making them particularly
crucial in care delivery. Additionally, a few stakeholders
highlighted the involvement of professionals in comple-
mentary therapy and wellbeing assistance (in the UK),
professionals from nurseries and schools, and social
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security services (in Norway). Furthermore, stakeholders
from Norway and Denmark emphasized the role of chap-
lains, while those from Italy and UK mentioned speech
therapists. Overall, there was unanimous agreement
among stakeholders that professionals ideally collaborate
in multidisciplinary teams to provide palliative rehabili-
tation in cancer. However, it is worth noting that teams
providing palliative rehabilitation were primarily associ-
ated with hospitals in certain locations within Denmark
and the UK.

Main theme 3: Limited integration of palliative
rehabilitation in cancer in clinical practice

The third main theme highlights the challenges related to
the integration of palliative rehabilitation in clinical prac-
tice. It acknowledges that, in general, palliative rehabilita-
tion was either inadequately or not integrated at all into
palliative cancer care within hospital and primary health-
care settings. Interestingly, when discussing integration,
most stakeholders tended to focus on the integration of
palliative care rather than rehabilitation, reflecting the
varied understanding of the term identified in theme 1.
Supporting this view, dedicated integrated services exist
only in a few hospital settings in Denmark and the UK.
Overall, this was limited to isolated ‘silos;, understood as
existing in separate units or organisations and lacking
integrated interdisciplinary teams across different health-
care levels. Collaboration between professionals from
various disciplines remains limited, with existing collabo-
ration primarily centred around referrals or selected out-
reach services from hospitals to patients’ home:

«We are still very much in the embryonic stage in the
UK regarding that concept [palliative rehabilitation
in cancer]. The government set that requirement in
early 2020, but even in 2023 they still do not know at
the strategy level how to deliver that integrated care.
They're still not working as a team. (....) The second-
ary care, the hospital care, and the primary care (...)
they're talking, but that’s all they're doing. They're
not putting systems in place. (...) In some parts it's
slightly better, in some parts it isn’t” (Stakeholder 6,
UK).

This main theme is further elaborated by two sub-
themes. The first subtheme, “Access to palliative reha-
bilitation was experienced as a postcode lottery’, showed
that while all stakeholders recognized rehabilitation and
palliative care as essential services, cancer patients’ access
to such care remains limited both within and across
countries. Interestingly, most stakeholders found that
other patient groups, such as those with stroke or heart
diseases, seem to have better access to rehabilitation ser-
vices than palliative cancer patients. Geographic location
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plays a significant role, with access being more favourable
in larger cities compared to rural areas. Consequently,
several stakeholders described access as a ‘secret service’
or a ‘postcode lottery’:

“I think many palliative rehabilitation services will
argue that they do not have the capacity to see every
single person (...). And even obviously we have some
special teams in certain boroughs (...) but it’s a bit of
a post code lottery” (Stakeholder 2, UK).

The second subtheme, “Lack of pathways and funding
issues was outlined as primary barriers to integration of
palliative rehabilitation in clinical practice’, shows that
most stakeholders reported that their countries lack spe-
cific pathways for cancer patients with incurable disease
to access care. Instead, access often depends on chance
encounter with dedicated professionals or referrals to the
limited existing services:

“If someone asks you where I find guidelines, path-
ways, they go to Macmillan ones. And basically, it's
just saying give them palliative care, and that'’s reha-
bilitation” (Stakeholder 1, UK).

While all stakeholders acknowledged the importance of
integrated care, they also recognized that it remains a
resource-constrained area. Dedicated funding is lack-
ing, and its availability often depends on local priori-
ties. Consequently, several stakeholders emphasized the
critical need for funding to educate, develop, and sus-
tain the much-needed professional expertise. Although
most stakeholders agreed that palliative rehabilitation
has not yet been fully integrated into clinical practice,
they offered valuable suggestions for future develop-
ment: First, stakeholders mentioned that establishing
clear national priorities and allocating dedicated funding
would enhance implementation. Then, they argued that
developing standardized care pathways and guidelines
specific to palliative rehabilitation in cancer would facili-
tate consistent and effective care delivery. Furthermore,
implementing focused educational programs for health-
care professionals would enhance their competence in
this complex area. Another important factor was inte-
gration from the moment of diagnosis that would ensure
early intervention and comprehensive support. Then,
regular assessments of patients’ need, considering physi-
cal, psychological, and social aspects, were viewed as
essential. Embedding rehabilitation within existing pallia-
tive or supportive care services was suggested to ensure a
holistic approach to patient well-being. Finally, building
upon established structures, such as centres of excellence
in palliative care, professional networks, individual care
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plans, specialist education, and dedicated rehabilitation

\ I = ~ O
centres, were suggested to strengthen implementation. g S § gla Swa ;‘:’
However, opinions on the optimal location for provid- . exeg-on-om
ing care varied among stakeholders within and across 8 < <
countries. Those working in primary healthcare settings Sy o8 Rt e
. cells . ) %] Z c o < Y % o &
recommended offering care near or within patients |2
homes. In contrast, specialists primarily endorsed hospi- A
tal-based care, emphasising its infrastructure and align- 2 £y _ |5 <
ment with hospital-driven initiatives: 25 g |ea32d8L
= o0=2(>c NS 0O Mmoo N
I think that the best way to deliver palliative reha-
bilitation is to start delivering it in the oncology 2 fé‘ :gle g == = a
world (...) because patients are already in pallia- 2 afclo 2544
tive care (...) this is the best time to provide them 5
an intervention to help them manage their disease, g § |gFZ8a=
be empowered. And after that, if the symptomatol- i~ Zc oata23
ogy change, if people change their priorities, then @
they can meet again the practitioner to redefine the E g =
. . . 7. . —_— —_ —_ N~
objectives and the goals of this rehabilitation (Stake- SENVL® |85 2E8
+ (g ~ - o ~N ¥ ¥
holder 1, France). hlz(>c |vod =&~
©
s 88 a0 g@
T afclo_ =22
Online survey 3
Most respondents (87%) reported being part of a mul- - 2 8538
tidisciplinary team (MDT) in their work with cancer S 2T o2afwg
w
patients. This was consistent across all five countries R
as indicated in Table 5. Regarding frequency of MDT gé - =
meetings, 59% of respondents reported having weekly £ é % g S é 3 §, 3 \E) §
meetings, 12% reported having daily meetings, and 11% 282> c |v oo -
reported a monthly frequency of the MDT meetings. The _ _
five professions most frequently reported as members of £ t3ggsd®cs s
C . . . . 1. = ccd o g =od O
MDTs were palliative medicine consultants/specialists g Q¥ cl— & N ooy
(48.4%), oncologists (45.3%), psychologists (44%), pallia- g
tive care nurses (41.3%) and physiotherapists (35%). S S @ g g g @
A key indicator for integrated healthcare relies on the 2 27 o5 Q8c=-9c
utilization of standardized care pathways (SCPs) in fol- §
low-up of cancer patients (Table 5). Of the 147 partici- S8
pants (71%) who reported adhering to standardized care 28 8 = a5 F%
el 5 T PPz
pathways,' 7$ (54%) stated that rehabilitation was a com- 03: é 18 2:, S % 5T ag
ponent within that pathway.
. . . . o
Regarding the indicator of shared patient records, 56% o £ ¢
= v
of respondents reported that electronic patient records S g 83 S
o . o g2 SECESEG)
were shared between all departments within the hospital. = 8% cloow—mo
However, only 12% indicated that records were shared 5l
across all levels of care (primary, secondary, and ter- = s s .2 .52
¥ Y o|Z 0¥ |88 FT=
tiary). Overall, 56% reported that the applied IT platform S| Ze |- 2SR
; . o e Sle
functioned satisfactorily in terms of facilitating collabo- Elg
ration and integration among professions, departments, 2/8un P R~
. . . . . w1 by —_ ~ X O 0 ™M
and levels of care. Still, there were significant variations 9| & 3 2 2B FEE S
=~ ~ 1 — 1n 1 0
between countries on satisfaction levels with the IT plat- é 2z e v - - - o=
form, ranging from 20% (Norway) to 85% (France) in o"?
individual countries. n - ~ -
A fourth indicator for integrated healthcare pertains 2 < £ 8 :
. . . e < 3 S &=25 2
to regular multiprofessional educational activities in the Pt S 8222350



Stene et al. BMC Palliative Care (2024) 23:267

workplace. Considering all countries combined, 67% con-
firmed that this practice was in place. Again, there were
substantial variations between the countries, as indi-
cated in Table 5. Only 9% reported having joint educa-
tional activities between palliative care and rehabilitation
services.

Relating to the question whether patients with incur-
able cancer were routinely assessed for rehabilitation
needs in their workplace, 89 respondents (44%) con-
firmed that they were. However, substantial differences
between countries were observed for this indicator too
(Table 5). The 71 respondents (35%) who reported not
routinely assessing patients with incurable cancer for
rehabilitation needs were asked to identify other trigger-
ing factors for referral to palliative rehabilitation in this
patient group. Poor physical functioning was most fre-
quently reported (61%), followed by planned discharge of
the patient from the hospital back to their home (39%).
Requests from patients (31%) or their careers (24%) were
also reported as triggering factors, whereas only 7 (10%)
reported that referral to palliative rehabilitation was
set out in patient pathways or guidelines for this group.
18 respondents (25%) reported that they did not refer
patients with incurable cancer to palliative rehabilita-
tion. When asked to rate on a scale from 0 (poorly) to 100
(excellent), the mean score for continuity of care between
secondary and primary care was 67 for all countries
combined.

Table 6 presents the respondents’ level of agreement
on statements concerning palliative care and palliative
rehabilitation. Forty-five respondents (25%) agreed or
strongly agreed with statement 1, asserting that palliative
care and palliative rehabilitation offer the same service.
Thirty-one percentage could not decide whether to agree
or disagree with this statement. Twenty six percentage
agreed or strongly agreed with statement 4, expressing
the view that rehabilitation is most appropriate for cura-
tive cancer patients. Further, on statement 5, “Rehabili-
tation is not appropriate for cancer patients towards the
end of life’; 17% agreed or strongly agreed, whereas 61%
disagreed or strongly disagreed with this statement.

Synthesis of the results
The synthesis of the results is presented in Table 7.

Discussion

The aim of this study is to compare the current inte-
gration of palliative rehabilitation in cancer within the
INSPIRE partnership countries. The synthesis of findings
from three sub-studies revealed that integration remains
limited within all countries, despite the presence of some
indicators of integration demonstrated in the survey. Key
findings to be discussed include limited integration in
official documents, scarce integration in clinical practice,
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holistic approach, palliative rehabilitation versus pallia-
tive care, and barriers to integration.

The scarcity of information about the integration of
palliative rehabilitation within official documents across
countries is a cause of concern. These types of docu-
ments (policies, strategies, and guidelines) play a pivotal
role as valuable resources and roadmaps for healthcare
professionals, policymakers, and funders. Consequently,
such documents are crucial in resource allocation, stra-
tegic guidance for healthcare services, enhancing patient
outcomes, guidance for healthcare professionals, pro-
moting interdisciplinary collaboration, and quality assur-
ance [12, 28]. Notably, only one Danish official document
acknowledged the term palliative rehabilitation in cancer.
The interviews revealed that palliative rehabilitation in
cancer was primarily observed within limited organisa-
tions in secondary healthcare systems in Denmark and
the UK without a widespread adoption. These findings
align with the WHO’s policy brief, identifying cases of
palliative rehabilitation in cancer with examples from
Denmark, UK, and Italy [12], while we could not identify
integration of palliative rehabilitation in cancer in Italy.
The paucity of text in official documents highlights the
need for a broader recognition and adoption of palliative
rehabilitation in cancer both in official documents and
clinical practice. The recent WHO policy brief is there-
fore crucial to this agenda [12].

A sparse level of integration was also evident in the
stakeholder interviews, indicating that care was primar-
ily provided in isolated ‘silos’ and lacking integrated mul-
tidisciplinary teams across different healthcare levels.
In contrast, the survey revealed a more positive picture
relating to being part of multidisciplinary teams, shared
patient records, using standardized care pathways for
cancer including palliative rehabilitation, and collabora-
tion between healthcare services.

In the stakeholder interviews, it became evident that
defining palliative rehabilitation in cancer posed chal-
lenges. However, across the sub-studies, a consensus
emerged that care should be constructed with a holis-
tic approach, considering emotional well-being, men-
tal health, and social context alongside physical health.
These findings align with prior literature, which also
underscores the importance of a holistic perspective in
cancer care [6, 7, 12]. Furthermore, the results highlight
a strong agreement that care must be multidimensional
and tailored to individual patient needs and goals, call-
ing for multidisciplinary interventions and collaboration
across disciplines. In line with previous research, pal-
liative rehabilitation extends beyond physical exercise
interventions and focuses on supporting patients’ overall
function and quality of life [4, 5]. These findings empha-
size the need for a unifying definition and consensus
about palliative rehabilitation in cancer in future official
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Table 6 Respondents'views on the following five statements (N

STATEMENT 5

STATEMENT 4

STATEMENT 3

STATEMENT 2

STATEMENT 1

Rehabilitation is not appropriate

Rehabilitation is most appropri-
ate for curative cancer patients

Palliative rehabilitation

Palliative care focuses on

symptom palliation

Palliative care and palliative reha-
bilitation offer the same services

for cancer patients towards the end

of life
A/SA
n (%)
1(25)

focuses on physical function

D/SD
n (%)
3(75)
9(75)

NN

D/SD

NN
n (%)

A/SA

n (%)

0

D/SD
n (%)
2 (50)
3(25)

NN

A/SA
n (%)
2 (50)
7 (58)

D/SD
n (%)
3(75)

NN

A/SA
n (%)
1(25)
9(75)

D/SD
n (%)
2 (50)
9 (75)

NN

A/SA

n (%)

0

Country

n (%)

n (%)

n (%)

n (%)

0

n (%)
2 (50)
1(8)

(2024) 23:267

4 (100)
8(67)

Denmark
France

3(25)

2(17)

2(17)

2(017)

2(17)

68 (58)
3(21)

26 (22)
6 (43)

23(20)
5(36)
3(8)

51 (44)
4(29)

(25)
4(29)
8(22)

29

37(32)
6 (43)
2(5)

4 (29)
2(14)

7(23)
6 (43)
9(24)

56 (48)
6(43)

29 (25)
321

9(8)

79 (68)
7 (50)

47 (40)
4(29)

36 (31)
6 (43)

(29)
4(29)
5(14)

34

[taly

4(29)

4011)

Norway

UK

27 (73)
94 (51)

15 (41)
6 (30)

13 (35)
84 (46)

12(32)
49 (27)

21(57)
117 (64)

19(51)

81 (44)

13 (35)
58 (31

39(21)

32(17)

43 (23)

47 (26)

44 (24)

18 (10)

45 (25)
Agree/Strongly Agree; NN

Total

Disagree/Strongly Disagree

Neither agree/Nor disagree/Don’t know; D/SD=

A/SA=

Page 11 of 15

documents. While participants were able to deduce the
concepts of care, translating it into routine patient care
seemed to be challenging. Bridging this gap requires con-
certed efforts and prioritizing multidimensional care, fos-
tering interdisciplinary collaboration, and maintaining a
patient-centred approach.

Another significant finding from this study is the
ambiguous distinction between palliative rehabilita-
tion and traditional palliative care, which was evident
across all sub-studies. Professionals in the field exhibited
marked differences in their placement of palliative reha-
bilitation within the cancer trajectory, and sometimes
even considered it equivalent to existing palliative care.
This lack of clarity is unsurprising, given that palliative
rehabilitation in cancer aligns with contemporary defini-
tions of palliative care [29]. Moreover, cancer rehabilita-
tion has historically been associated with curative cancer
treatment and the care of cancer patients before, during
and after treatment—a domain that continues to evolve
[30]. Consequently, clarifying the concepts of palliative
rehabilitation in cancer becomes essential for its success-
ful integration into clinical practice.

The overall findings from this study also reveal that
integration of palliative rehabilitation in cancer into clini-
cal practice encounters several common barriers. These
include insufficient funding, a lack of well-defined care
pathways, and lack of expertise among healthcare profes-
sionals. The same barriers have also been acknowledged
in the WHO policy [12]. They suggest evidence-based
solutions for better integration of palliative rehabilita-
tion including adoption into policy and guidelines, health
planning and funding health professional training cur-
riculums and models for care delivery.

A further significant finding, which emerged solely
from the interviews, pertains to the inclusion of relatives
in care. While most stakeholders emphasized the impor-
tance of involving family members as carers supporting
the patient, only a few stakeholders from Norway, Den-
mark, and Italy explicitly addressed the need to focus on
family members’ own needs. This perspective aligns with
the WHO policy brief, which emphasizes that palliative
rehabilitation should consider both the patient’s and the
family’s needs and quality of life [12]. Although the sug-
gested interventions often revolve around educating and
assisting relatives, it is crucial to recognize the stress and
challenges faced by these family members in such situ-
ations. Developing strategies to support their needs is
essential for their long-term wellbeing [31, 32].

Study strengths and limitations

A notable strength of this study lies in its utilization of
mixed methods, combining results from three sub-stud-
ies. This approach facilitates an exploration of differ-
ent aspects of the research questions, providing a more
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Table 7 Synthesis of the combined results

Sub study

Synthesis

Document
analyses

Stakeholder
interviews

Survey

Synthesis of all
sub studies

Integration of palliative rehabilitation in cancer is limited in official documents:

« Rehabilitation was mentioned in the context of palliative care in 12 out of 23 documents (48%).

- The concept of palliative rehabilitation in cancer appeared in one document (Denmark).

« Rehabilitation and palliative care have separate care pathways, but there is some overlap in terms of goals, timing, organization,
and professional content.

- Allied health professionals and rehabilitation professionals are required in multidisciplinary teams to improve assessment of
patients'needs and access to rehabilitation in palliative care.

- Research on palliative rehabilitation of cancer patients is lacking.

Limited integration of palliative rehabilitation in cancer in clinical practice:

- There is a common understanding of the main components in the definition of palliative rehabilitation in cancer, but an unclear
distinction between palliative rehabilitation and palliative care.

- High agreement that palliative rehabilitation in cancer interventions is based on multidimensional approaches tailored to the
patient’s needs and goals to enhance /uphold quality of life.

« Access to palliative rehabilitation in cancer is described as a postcode lottery, with challenges related to funding, care pathways,
and education.

Indicators of integration are present in clinical practice but limited for palliative rehabilitation in cancer:

« Nearly all respondents work in multidisciplinary teams (87%) and follow standardised care pathways (SCPs) (71%) in follow-up of
cancer patients.

« Just over half of those following SCPs report that rehabilitation is a component of the applied standardized care pathways for
cancer patients.

+ 25% of respondents believe that palliative care and palliative cancer rehabilitation offer the same services.

« Nearly one fifth perceive that cancer rehabilitation is not appropriate towards the end of life, though 81% disagreed.

« Routine assessment for rehabilitation needs in incurable cancer patients was reported by less than half of the respondents (44%).
« Respondents rate continuity of care between healthcare levels relatively high with a score of 67 (0=poorly to 100=excellent).
The overall results highlight that integration of palliative rehabilitation in cancer remains limited within official documents and

in clinical practice, despite the presence of some integration indicators. Palliative rehabilitation in cancer integration is primarily
observed within specific organisations in secondary healthcare systems in Denmark and the UK. However, widespread adoption
remains limited. Stakeholders recognize that effective palliative rehabilitation in cancer implementation should be multidimen-
sional, and that interventions must align with individual patient needs and goals, emphasizing a holistic approach. An ambiguous
distinction exists between palliative rehabilitation in cancer and existing palliative care. Insufficient funding, lack of palliative reha-
bilitation in cancer included in care pathways, and competence deficiencies among healthcare professionals represent barriers to

integration of palliative rehabilitation in cancer into clinical practice.

comprehensive understanding of the phenomena under
study, in this case current integration of palliative rehabil-
itation in cancer. Using both quantitative and qualitative
data, the study maximizes the strengths of each data type
while mitigating the limitations inherent in any single
approach [21]. By analysing the data separately and sub-
sequently synthesising them, allow us to cross-verify the
findings in a joint display, yielding insights that would not
have emerged from considering only one method. Over-
all, this rigorous methodology contributes to the study’s
overall quality, bolstering its validity and reliability.
However, some limitations remain. Conducting
mixed-method research is more complex than using a
single method. To address this challenge, we composed
a research team with expertise and experience in both
qualitative, quantitative, and mixed methods. Addition-
ally, collecting data from multiple countries introduces
logistical challenges, including language barriers, cultural
differences, and variations in healthcare systems. These
factors may impact the consistency of data collection.
Given the scarcity of official documents that included
the concept of palliative rehabilitation, and the inter-
view findings indicating its limited use in clinical prac-
tice, it is a potential limitation that informants may have

responded to the questions based on a palliative care
context.

Not all documents analysed were in English or a Nor-
dic language, whereby we had to rely on the translated
extractions provided by authors from France and Italy.
Similarly, stakeholder interviews, except those con-
ducted in Norwegian and Danish, were carried out
in English by non-native but fluent English-speaking
researchers and stakeholders. As a result, some nuances
may have been lost or difficult to express. However, we
aimed to minimize this threat to validity by using open-
ended questions, simple and clear language, paraphras-
ing and summarizing answer to confirm understanding,
and regularly checking for comprehension. Further, the
study interviewed only 4—6 respondents in each of the
five countries, and the uneven distribution of survey
responses (e.g., Italy versus Denmark) could limit the
transferability of findings.

Additionally, the selection of documents for the docu-
ment analysis, interviewees for the stakeholder inter-
views and respondents for the online survey were
conducted by the lead investigators in the partner-
ship countries. Though they received guidance on sam-
ple selection for all three sub-studies, the samples are
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convenience samples that may not be representative and
could limit the generalisability of the results. This limita-
tion is further heightened by the fact that we do not have
information on response rates for the online survey, nor
for the stakeholder interviews.

Furthermore, when synthesizing results from three
distinct data sets, one strand of data may unintentionally
carry more weight than another, potentially leading to
conflicting interpretations. To mitigate this, we engaged
in thorough discussions of the mixed results until con-
sensus was reached. We then presented the findings from
the three sub-studies as evenly as possible, enhancing the
trustworthiness of our results. Finally, the findings repre-
sent a snapshot of the current situation, thus the results
may not be widely representative.

Implications for practice and further research

As the concept of palliative rehabilitation in cancer is
evolving, our findings have demonstrated that it lacks
clarity and is not widely understood or used. As this field
develops, it would be paramount to address the perceived
blurred distinction between palliative rehabilitation and
traditional palliative care by working towards a concerted
definition of the concept. Though the results showed that
integrated care has been achieved in some oncology- and
palliative care services in two countries, there is a need
for a robust evidence synthesis to support wide-spread
adoption of palliative rehabilitation in cancer care.

Evidence of effectiveness to justify recommendations of
integration of palliative rehabilitation in cancer is emerg-
ing, but more research is needed, especially regarding
different models of palliative rehabilitation [15-17]. One
such model will be examined through the previously
described multinational randomised controlled trial
INSPIRE [19].

The success of a potential implementation process,
based on this evidence, across European countries, would
benefit from an agreed framework for practice and pol-
icy specific to palliative rehabilitation in cancer. This is
planned in the INSPIRE programme through a formal
consensus process with experts across rehabilitation,
oncology, and palliative care [19].

Conclusion

Our findings from this mixed-method multinational
study highlight the limited integration of palliative reha-
bilitation in cancer care both within official documents
and in clinical practice across five INSPIRE partner-
ship countries. Integrated palliative rehabilitation ser-
vices were siloed within a few institutions in secondary
healthcare systems in Denmark and the UK. More wide-
spread adoption of palliative rehabilitation in cancer
remains restricted by lack of an agreed definition, insuf-
ficient funding, scarcity of care pathways that combine
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rehabilitation and palliative care, and inadequate exper-
tise among healthcare professionals. Addressing these
challenges will help ensure continuity of care for people
with incurable cancer, with interventions that align with
individuals’ needs and/or goals. Through INSPIRE we
aim to progress this agenda.
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