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Abstract
Cancer is one of the most serious and wide-spread diseases
known. Statistics show that of about 4 million Norwegians,
every third person will be afflicted by some form of cancer
during his lifetime. Around 20 000 Norwegians receive this
diagnosis yearly. People who have cancer often indicate that
they feel neglected after they have received the diagnosis and
perhaps hospital treatment.
This article describes a survey in which a questionnaire was
employed to map the services and post-treatment care offered
by county health services to cancer patients. The form was
sent to 199 persons between the age of 18 and 70, all of
whom had been diagnosed with cancer from 6 months to 3
years earlier. The questionnaire was addressed directly to the
patients, and distributed by mail. Both the regional medical
ethics committee and the Information Protection Agency gave
their approval with respect to how the patients and control
group were selected, and to the general procedures used in the
project. Eighty six questionnaires were filled out and returned,
giving a response-rate of 43%. Of those who returned the
form, 44 were women and 42 were men. Their average age
was 57 years. The majority of those who responded to the
questionnaire had been diagnosed for cancer at least 2 years
earlier. Of the responding patients, 49 persons said that they
had been declared cured, 25 answered that they were still
ill, and 12 did not reply to this question. The survey results
indicate that few services or training programs had been
offered to the patients after their treatment was completed.
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This conclusion is corroborated by a questionnaire filled out
by doctors and administrative leaders in the home-nursing
program as part of the same project. The cancer patients
had not been clearly informed whether they should contact
the hospital or the health services in their home county if
they needed assistance. The patients also expressed a desire
for better information and a more systematic post-treatment
program, as well as clear guidelines delineating the specific
areas of responsibility assigned to hospitals and the local public
health services.

Introduction
Cancer is one of the most serious and widespread
diseases known. Statistics show that of about 4 million
Norwegians, every third person will be afflicted by some
form of cancer. Around 20 000 (0, 5%) Norwegians
receive this diagnosis yearly (The Norwegian Cancer plan
1997). The prognosis of the World Health Organisation
(WHO) from 1996 for the period 1990 –2020 estimates
that deaths from cancer will increase in Europe and the
rest of the world. The most dramatic increases will be
in the developing countries (WHO 1996). 60% of all
cancers occur at the age of 65 or more, and the frequency
is therefore dependent upon age (Mc Gill & Paul 1993,
Rustinak & Murphy 1995, Bowling 2001). People who
have cancer often indicate that they feel neglected after
they have received the diagnosis and perhaps hospital
treatment. Possibly many of those diagnosed with
cancer should be followed up systematically (Kåresen &
Langmark 2000). Before new strategies are implemented
to assist cancer patients in a difficult life-situation, the
existing health care services should be mapped and
evaluated. In the literature review there were no studies
found that showed or mapped systematic follow-up of
cancer patients after discharge from a hospital into the
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primary health care services. Since many patients now are
treated in large specialized hospitals away from their home
and have their follow-up locally, this information about
what is available in local primary health care services
becomes very important.
Cancer influences an individual’s quality of life, and an
evaluation of quality of life is important to both treatment
and to the health services in general (Nørholm & Andersen
1998). One cross-speciality study investigated 888 cancer
patients to determine which needs were inadequately met
with respect to their illness. This investigation showed
that their psychological requirements were very poorly
fulfilled. There was a demand for better information, posttreatment care, physical activity and help with everyday
problems (Sanson – Fisher et al. 2000). Another study
among 861 women with breast cancer and gynaecological
cancer showed that dissatisfaction is greatest with respect
to lack of available information. It also showed that almost
half of the women felt that they had received inadequate
psycho-sociological support from the heath services
(Kåresen & Langmark 2000). The symptoms of cancer
vary, and may include pain, nausea, vomiting, exhaustion,
psycho-sociological problems, existential anxiety and
problematic relationships with one’s family or within
society. The post-treatment follow-up should perhaps
primarily be aimed towards improving the patient’s health
and quality of life; ensuring a sense of security, treating
the symptoms, providing care and adequate nursing.
Many cancer patients wish to know how to live with the
disease and what measures they might take to help them
function better physically and emotionally.
Normally, people go to the general practitioner (GP) if
they feel unwell or ill. If cancer is suspected, the individual
is referred to the hospital, and may receive a diagnosis
in the hospital ward, polyclinic or by telephone. The
patient will be assessed and investigated and may be
offered a variety of treatment options before receiving
treatment. The cancer patient will go for follow - up at the
hospital or GP for a longer or shorter period, dependent
on the diagnosis and type of cancer. According to the
new Patients’ Rights Law 1 and the Health-Specialist
Law 2, the duty to provide information on the disease,
diagnosis, treatment and follow-up is now more strongly
emphasised than in the past. Not all cancer patients will
need systematic post-treatment follow-up, but they have
a right to such care, and should be aware of this fact.
Patients must feel certain that they will receive help
whenever they need it, and should not have to expend
1Pasientrettighetslova

undue effort to determine and access what support is
available (Kåresen & Langmark 2000, Hjermstad 1999).
The aim of this study was to describe and map the
follow-up care by the county health services to cancer
patients, by asking the cancer patients opinions regarding
the follow-up of their care and treatment after discharge
from the hospital. This article describes the data collected
and evaluates the experiences of the patients through the
use of a questionnaire given to cancer patients on the
services and post-treatment follow-up they received in a
Norwegian county with 26 rural municipalities.

Method
The study used a survey, which is a descriptive analytical
approach (Polit & Hungler 1999). In the survey method, a
questionnaire is used to collect the data. In this case, the
questionnaire was distributed by mail. The participants
received the questionnaire, filled it out, and returned it
in the accompanying stamped and addressed envelope.

Selection
A questionnaire was sent to 199 persons between the
ages of 18 and 70, all of whom had been diagnosed with
cancer from 6 months to 3 years earlier, and who were
registered in the electronic patient archive at the county
district general hospital. The patients involved lived in a
Norwegian county containing 26 rural municipalities with
a total population of 100 000 people. A doctor and nurse
checked the accuracy of the diagnosis and compared it
with the official list of residents in the area. The inquiry
concerning participation in the interviews was addressed
directly to the patients and posted by these two health
professionals. The doctor had the permission of the senior
medical officers of the hospital to view the patient journals
to check the accuracy of the diagnosis. The questionnaire
was sent by mail, and included an information leaflet and
a letter asking permission for an interview.
86 of the patients returned the questionnaire; a response
rate of 43 percent. Forty persons gave written permission
to be interviewed. The questionnaire was sent out in two
sections, two months apart, and the response rate was
roughly the same for both groups; 45 (39%) answered
the first mailing, and 41 (35%) responded to the second
mailing. A similar number agreed to be interviewed in
both groups.

Ethics
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Information Protection Agency gave their approval with
respect to how the patients and control group were
selected, and to the general procedures used in the
project. The return-envelope was anonymous, and those
who had not responded were not contacted again. The
completed and returned form was taken as informed
written agreement.

Instrument
The questionnaire contained 11 background variables,
and 18 questions on municipal follow-up, health measures
and cooperation between the hospital and the municipal
health services. Four of the 18 questions provided space
for additional explanations or comments. The questions
were based on theory about cancer as a disease, earlier
research results, and questions designed for surveys
among chief medical officers and administrative leaders
in community nursing programs, regarding what posttreatment services were available in the county (Sægrov
& Lorensen 2001), in keeping with NOU no.20 1997; the
Norwegian Cancer Plan (1997) (Norwegian Assembly
Declaration no. 21.1998-99) (1999), and the Law on
Municipal Health Services (1982).
As a pilot to test the questionnaire, three nurses
evaluated the questions and found them clear, but no
cancer patient received or checked the questionnaire
before the study began. Two scientists read through the
questionnaire, evaluated it independently and agreed its
content before it was sent out.

Result
In total 199 questionnaires were posted, and 86 were
completed and returned (representing a response rate
of 43%). Of these respondents, 44 were women and 42
were men. The average age for the women was 54 years,
and for the men, 61 years. The majority, 42 people (49%)
who responded to the questionnaire had been diagnosed
with cancer approximately two years earlier and 22 people
(26%) had been diagnosed about one year earlier.
In this selection, the only sickness criterion was the
diagnosis of cancer. The diagnoses were registered
according to the information provided by the respondents.
The majority of respondents were diagnosed with breast
or prostate cancer (table 1).
The majority 49 (57%) responded that they had been
declared cured, while 25 persons (29%) answered they
were still ill. Twelve did not respond to this question,
which might suggest they are uncertain of their prognosis.

The result showed that 7 of 86 persons are still on
sick leave, and 4 of these declared that they receive
disability benefits. The questionnaire had no question
about sickness before the diagnosis of cancer. Twenty
six are employed full-time. Of these, 16 men (62%) and
10 women (38%). Twenty seven work part-time; and of
these, 22 women (81%) and 5 men (19%). 33 persons are
unemployed (table 2).
Some of the questions asked whether the information
provided in relation to the illness and treatment was
satisfactory or not. Sixty four (74%) answered that they
were satisfied. Seventeen persons responded no to this
question, and the survey showed that 4 of these 17 (23%)
did have a check-up with their GP.
Another question concerned the kind of health
activities they had participated in during and after their
treatment, apart from the contact with the GP. In this
case, 43 (49%) had not participated in any kind of health
activities, while 19 (22%) had undergone rehabilitation,
and 13 (15%) had participated in physiotherapy (table 3).
Patients with breast cancer had taken part in more
health care activities than other groups. In this case,
9 (69%) of a total of 13 patients had undergone
rehabilitation, and 16 (84%) of 19 underwent a course
of physiotherapy. Many persons had detailed comments
concerning what kind of health measures and activities
they thought necessary (table 4).
The cancer patients had not been followed up extensively,
and in many cases there were few rehabilitation programmes
available from the municipal health services. They had also
been given very little information concerning who they
might contact if they needed help (table 5).
There were some comments from the cancer patients
who had not received any follow-up or offer of posttreatment care (table 6).
The respondents were also asked if they had been given
sufficient information about how they might contact the
hospital or the health services in their own municipality,
if this should become necessary. Forty persons answered
yes to this question (41%), and 34 persons (40%) replied
no. Eighteen persons made additional comments (table 7).
Nineteen persons (22%) felt that the shared responsibility
between the hospital and the regional health services
might appear confusing to the users. Some offered
suggestions about how this situation might be improved
(table 8).
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Table 1. Summary of Cancer Forms
DIAGNOSIS
Frequency
Percent Valid Percent 	Cumulative Percent
					
Valid Rectal cancer
3
3.5
3.6
3.6
Breast cancer
26
30.2
31.0
34.5
Prostate cancer
19
22.1
22.6
57.1
Bladder cancer
3
3.5
3.6
60.7
Ovarian cancer
1
1.2
1.2
61.9
Non Hodgkin’s lymph cancer
5
5.8
6.0
67.9
Colon
5
5.8
6.0
73.8
Uterine, ovarian cancer
1
1.2
1.2
75.0
Thyroid cancer
2
2.3
2.4
77.4
Colon cancer plus prostate cancer
1
1.2
1.2
78.6
Prostate-bladder cancer
1
1.2
1.2
79.8
Colon-rectal
1
1.2
1.2
81.0
Kidney cancer
2
2.3
2.4
83.3
Breast cancer with metastasis
1
1.2
1.2
84.5
Myelomatosis
1
1.2
1.2
85.7
Abdominal cancer
1
1.2
1.2
86.9
Lung cancer
1
1.2
1.2
88.1
Stomach cancer
1
1.2
1.2
89.3
Testicular cancer
1
1.2
1.2
90.5
Cervical cancer
1
1.2
1.2
91.7
Hormonal, starting with the appendix
1
1.2
1.2
92.9		
Prostate with metastasis to lymphatic system
1
1.2
1.2
94.0
Bladder cancer- transplant
1
1.2
1.2
95.2
Stomach and kidney?
1
1.2
1.2
96.4
Breast cancer with metastasis to lymphatic system 1
1.2
1.2
97.6
Prostate with metastasis to skeletal system
1
1.2
1.2
98.8
Cancer of the lymph system
1
1.2
1.2
100.0
Total
84
97.7
100.0
Missing System
2
2.3
Total
86
100.0
Table 3. Summary of the Health Activities the Cancer
Patients have Participated in.
Frequency Percent Cumulative
			
Percent
Table 2. Summary of the Cancer Patients’ Situations
in Relation to Work
Full Part Unemployed SUM
time time
No welfare benefits
Welfare benefits,
not senior citizen
Senior citizen

26

17

3

46

0
0

6
4

13
17

19
21

SUM

26

27

33

86
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Rehabilitation stay
Physical therapy
Norwegian cancer
society courses
Alternative medicine/
therapy
Other health
activities
None
Consultation with
Psychologist and
Religious advisor

13
19

15.1
22.1

15.1
37.2

1

1.2

38.4

2

2.3

40.7

7
43

8.1
50.0

48.8
98.8

1

1.2

100.0

Total

86

100.0
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Table 4. Additional Comments from the Cancer Patients Concerning which Health Activities are lacking
Commentary/Need

Sum

“Someone to talk to”

1

“Follow-up is completed after treatment. Reaction came afterwards”

1

“Rehabilitation after operation”

1

“More information on radiation therapy”

1

“Follow-up after operation/radiation therapy. Offer of consultation and information”

1

“Rehabilitation, group discussion, physical training”

1

“Taken care of after operation. Feeling of being alone”

1

“Extended rehabilitation, e.g. Charter tour. Local physical training group”

1

“More needs to be done at the time of diagnosis and more information on follow up”

1

“Instruction concerning aids” “Information” “Follow-up of radiation injury”

1

“Health studio - gym, swimming etc” “Better follow-up”

1

“Option of keeping the same doctor when having a check at the hospital”

1

“Further rehabilitation. Possibly a support group in cancer society”

1

“Info on food which aid regular digestion and medicine for respiratory problems”

1

“Physical training, follow-up. Better information on options after operation”

1

“Obligatory courses in physical rehabilitation”

1

“2 phases with objective information/follow up of hospitals and practitioner (GP)”

1

“More information about psycho-social consequences of sickness and treatment”

1

“Employer must follow up when the employee has been diagnosed for cancer”

1

“More physiotherapy”

1

Sum

23

Table 5. Summary of Follow-up and/or Options Available from Municipal Health Services, Cancer Society or
Others
N = 86

Yes

No

Didn’t Answer

Available options/follow up from doctor

16

68

2

Available options/follow up from community nursing

2

82

2

Available options/follow up from Cancer Society /Care Centre

14

71

1

Available options/Follow up from others

4

81

1

Tel. no. and name from contact person at hospital

36

48

2

Tel. no. and name of Chief Municipal Medical Officer

21

62

3

Tel. no. and name in community nursing

6

77

3
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Table 6. Commentary/thoughts from cancer patients who have not had any follow-up or who have not had
the option of a follow-up programme
Commentary/Need

Sum

“Haven’t had a need for any follow up”
“Discussion with others in same situation”
“Information quickly about rights, e.g. sick leave, financial situation, rehabilitation”
“Haven’t any opinion so far”
“Family were at the Montebello Rehabilitation Centre. Were given information,
which we should have been given before”
“Offers of follow-up programmes should come automatically after treatment”
“Information concerning the availability of follow-up programmes should be made
directly after the operation” “Yearly check up with GP (practitioner)”
“Health studio”
“Rehabilitation info 2-3 months after the operation. Regular follow-ups for 3 years”
“Home-visit after discharge from the hospital, telephone not enough”
“No”
“Support group in the Cancer Association”
“More active follow ups. Direct contact in relation to psycho-social consequences”
“Better information from the hospital and time in a difficult period”
“Health sports centre which others in the same situation have been at”
“It has been okay for me”

1
3
1
1
1
1
1
1
1

Sum

21

1
1
3
1
1
1
1
1

Table 7. Commentary/thoughts concerning whether it was not made clear who one should contact if there was
a need for help; the hospital or the primary health services
Commentary/Need

Sum

“Didn’t have a need for contact apart from the hospital”
“Extra strain changing the doctor in the municipality. Feeling of security having
contact with a doctor at the hospital”
“Frequent change of doctor at the municipality health services, often no doctor”
“Dropped out of the system for one year, am now back again”
“Only received telephone no. for contact person for those operated for breast cancer”
“Vague and unclear information. Had to find out on your own”
“I think I had problems because the regional hospital didn’t know the municipality”
“Contact only functioned during the period of treatment”
“Could have contacted the cancer doctor and the Norwegian Cancer Society earlier,
but not now”
“Had to send a reminder to the local hospital concerning check-up after the final check-up
at the regional hospital”
“Don’t feel the need today”
“What sort of help can be given”
“No one gave clear information about where you had to go for help”
“Didn’t have the need for outside help”
“Have only been informed about routine check-ups after 6 months”
“Own doctor hasn’t received information from the hospital. The doctors were busy”
“Go to major check up every 6 months. No spreading”
“No one has said anything. Thought I had to make contact with the chief medical officer.”

1
1
1
1
1
1
1
1
1

Sum

18
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Table 8. It has been claimed that the division of responsibility between the hospitals and the municipal health
services is confusing for the users. Some of those persons who think this have expressed their opinions concerning what should be done to improve this situation.
Commentary/Need

Sum

“Difficult to put your finger on anything concrete”
“Easier with your own (specific) doctor”
“The doctor should do what is best for the patient and not work against him/her”
“The hospital is only concerned about the diagnosis, not the person”
“Didn’t receive any information from hospital, either before or after the operation”
“The municipal health services should make contact with cancer patients”
“Adequate information about who should do what”
“The division of responsibility should be explained to the patient straight away”
“If the municipal health is to function properly, then you have to have preference”
“Should have a follow up from the GP”
“A new doctor every time you have a check up at the hospital, not very satisfactory”
“Don’t know”
“The follow up should run smoothly, so one doesn’t feel like one has been forgotten”
“Less of a muddle and things left up to chance”
“Quicker updating of case records from hospital and the chief medical officer”
“Each county should have a support group with professional personnel”
“The doctors have to listen to the patients, so that the right examination is carried out”
“The patient should have a folder of what has been done, and where one has to go”
“Quick replies to tests and epicrisis from the hospital to the GP”

1
1
1
1
1
1
1
1
1
1
1
2
1
1
1
1
1
1
1

Sum

20

Discussion
Because the cancer patients in this investigation have
had the diagnosis of cancer over a period of time, they
are in a position to comment on the follow-up they have
received, and the availability of post-treatment care
programs. The average age of the cancer patients who
participated in the investigation was relatively high,
but this was expected, since the risk of getting cancer
increases with age (Mc Gill & Paul 1993, Rustinak &
Murphy 1995, Bowling 2001). Research also shows that
the aging process progresses more rapidly for older people
who develop cancer, as do other age-related illnesses
(Boyle & Engelking 1993, Roche et al. 1997).
The survey showed that the majority who participated
in the investigation had been declared cured. This
suggests that active cancer cells or recurrence of the
disease had not been diagnosed at the time they answered
the questionnaire. The danger of relapse cannot with
reasonable safety be discounted until several years have
passed. How many years is dependent upon the type
of cancer, and varies from 3 – 20 years. For practical
purposes, a limit of 5 yrs (The Norwegian Cancer Plan

1997) is often set. Also, many of the patients who
responded to the questionnaire had not yet been declared
cured. In other words, all were not in the same situation,
yet they shared the diagnosis of cancer, and all had
experienced a serious life crisis.
The specific types of cancer diagnosis varied in the
selection. The majority had been diagnosed with either
breast or prostrate cancer, but there were also some with
metastasis and cancer in several organs.
Few of the cancer patients were on sick leave, but several
were receiving disability benefits. Many of the respondents
worked part time; the majority of these were women
(81%). These figures suggest that cancer can have serious
consequences for a person’s life-situation. In Norway, the
National Insurance Program ensures financial security for
people who become ill (National Insurance Act 1997).
There were 64 persons (74%) in the investigation who
were satisfied with the information they had received
in relation to their illness and treatment. However, the
additional comments showed that many felt a need to
discuss the emotional and physical consequences of the
disease and the treatment as well as the post-treatment
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care and the availability of follow-up programmes, and
finally how they best could live with their illness. It seemed
a positive finding that so many of the cancer patients were
satisfied with the information they received concerning
the disease and treatment. It may be that doctors do
a good job at providing information to their patients.
Perhaps, however, our questions could have been more
sensitive, and we should have been more aware how far
the patients’ disease had progressed when the questions
were asked.
Diagnosis, treatment and regular post-treatment checks
for cancer are often carried out at the hospital or by
specialists in the health services. Of the total selection,
11 (12%) had follow-up with the GP. According to the
survey, four (23%) of those who went for follow-up with
the GP were not satisfied with the information they had
received concerning the illness and treatment. In an
investigation carried out among GP’s, it was shown that
many felt inadequate with respect to their ability to help
cancer patients with their problems (Von Hanno 2000),
especially in relation to the treatment of pain. Only 13
(40 %) of the doctors replied that they felt competent
in pain management. This is an unfortunate situation
for the cancer patients. One alternative is for patients
to have their follow-up at the hospital, where more
experienced practitioner/doctors are available. One
major study charted women following cancer surgery,
and concluded that perhaps a more systematic follow-up
could be provided if the primary doctors took over the
care of the women cancer patients after a period, but only
if a systematic form of cooperation between the primary
health services and the hospital were established (Kåresen
& Langmark 2000).
Only a few of the patients had received additional
health care measures during and after treatment, but
some underwent physiotherapy and rehabilitation. The
majority of these were patients with breast cancer. Persons
who have been operated for breast cancer have a right
to physiotherapy as part of the treatment (Nationale
Insurance Act 1997), and the survey results may have
been influenced by a project which was carried out in 1999,
in which patients with breast cancer had a rehabilitation
stay including, amongst other things, physical training
(Fismen & al. 2000). Some patients had also commented
that they had taken part in a rehabilitation project, while
others who had heard of the project indicated that they
wished they could also have taken part. Many others made
specific requests concerning health care measures and
activities. Although these requests varied, all suggested
‘more follow-up’. This included both physical training or
rehabilitation and having ‘someone to talk to’.

The statistics showed that there were very few
respondents who had received any kind of follow-up or
access to post-treatment programmes from the municipal
health services. This result replicates findings from an
investigation carried out amongst chief medical officers
and administrative leaders concerning the follow-up of
cancer patients and the availability of post-treatment
programmes (Sægrov & Lorensen 2001). The conclusion
was that cancer patients had been offered very little
follow-up care. If a patient wanted help, he was expected
to take the initiative himself. Hope is a resource of
importance to the individual person (Lynch 1974)). To
encourage a sick person to retain hope and avoid despair
is an important task for medical personnel (Vaillot 1970,
Travelbee 1971, Stoner 1982, Nowotny 1986, Miller &
Powers 1998, Herth 1989).
The reasons for shared responsibility between hospital
and GP may vary: not enough information is made
available to the cancer patients and the general
practitioners. Information about possible side effects and
complications requiring treatment is forwarded to the
practitioners too late, or not at all. The specific areas of
responsibility are often not stated clearly enough (The
Norwegian Cancer Plan 1997). Another investigation
indicated that the health personnel in the municipalities
had a different view of the situation (Sægrov & Lorensen
2001). The question is whether the organization of
services has changed, so that some of those who need care
are now referred to the municipal health services, whereas
before they were sent to the hospitals. The result might
be that local personnel feel they have better contact with
cancer patients in their municipalities.
A few patients in this study had been offered a follow-up
programme by the Cancer Society; the majority of those
who had been offered this programme were patients
diagnosed with breast cancer. Some patients may also
have been part of the Rehabilitation Project, which was
also supported by the Cancer Society (Fismen et al 2000).
In this study, the findings showed that cancer patients
were not provided with necessary information concerning
whether they should contact the health services in their
municipality or the hospital if they needed assistance.
Fewer than 50% replied that they had been given
sufficient information. If this reflects the true situation, it
demonstrates an unsatisfactory state of affairs for cancer
patients. A major goal should be that all cancer patients
should know who they can contact. If not, it will lead
to extra strain on patients who are already in a difficult
life-situation. Thirty six of 86 patients (table 5) had
information about the names and telephone numbers
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of the persons they should contact at the hospital. This
suggests that the specialist health services still have
most of the contact with cancer patients, and that the
hospitals and municipal health services need to work out
a common procedure for the follow-up of cancer patients.
The Patients’ Rights Law1 (1999) and the Specialist
Health Services Law2 (1999) provide guidelines for more
comprehensive and efficient cooperation between health
providers. In addition, according to the Specialist Health
Services Law, chronically sick patients should each have
a personal health plan. Therefore, professionals in the
municipalities are responsible for drawing up individual
health plans for patients who need nursing. Also for those
patients who may not have directly expressed a need, but
who may be in need of support and after-treatment care
due to their situation, such as cancer patients.
On the question of whether the delegation of
responsibilities between the hospitals and the municipal
health services was unclear, the majority felt that this
was not the case.
There were 19 (22%) who did not answer the question,
suggesting that the question was ambiguous. The 19 who
answered yes to this question made suggestions (table 8)
about what they thought might be done differently to
make the situation less ambiguous. They clearly expressed
their opinions. One patient suggested that the situation
might be better if each patient had his own personal
doctor in the home municipality. Another suggested
that the areas of responsibility should be defined clearly
and explicitly. A reform for the assignment of general
practitioners was introduced in Norway in 2001, in one
instruction to the Municipality
Health Law (1982). The purpose of this reform is to have
an improved GP service. Each patient is now allocated
a personal doctor. It will be interesting to see if this
organisational change improves the situation.
The data collected in this study must be evaluated in the
light of certain limitations. The definitional validity gives
a measure of how accurately the operational definition
corresponds to the theoretical concept it is intended to
measure. In this study, for example, it will indicate how
well the questionnaire measures what the cancer patients
feel they have been offered in the way of after-treatment
care in their own municipality. It may be disadvantage that
the questionnaire has not been used in any earlier studies,
however it has been formulated so as to confirm the results
by using a large number of yes/no questions and allowing
respondents to make additional comments. Validity of the
study is supported by finds of the study agreeing with the

results from the first part of the project. Involving the
questionnaire answered by chief medical officers and the
administrative leaders in the community nursing program
about the availability of follow-up programmes for cancer
patients (Sægrov & Lorensen 2001).
The reliability of the data describes how stable and
precise the measurements in the questionnaire have
been (Polit & Hungler 1999). In this study, independent
measurements have not been made in order to compare
the data. Reliability is supported by the fact that the
questionnaire contained several yes/no questions
concerning the facts together with the possibility
for additional comments. In all 43% answered the
questionnaire; this figure might have been higher, but this
must be said to be a satisfactory figure for a questionnaire
sent by mail without follow -up reminders.

Conclusion
The cancer patients are, on the whole, satisfied with the
information concerning the illness and the treatment; but
this study also shows that few patients have been offered
the option of any kind of follow-up programme by the
municipal health services. This result is confirmed by
the fact that the health personnel in the municipalities
are of the same opinion (Sægrov & Lorensen 2001).
The cancer patients had only marginally benefited from
health-care activities during or after treatment. It is not
made sufficiently clear to patients diagnosed with cancer
whether they should make contact with the hospital or
the municipal health services if they needed further help.
The cancer patients, the chief medical officers and the
administrative leaders in community nursing (Sægrov &
Lorensen 2001) presented ideas concerning what they
thought could be done differently. It was emphasized that
there was a need for psycho-sociological support, clear
information concerning the availability of systematic
follow-up programmes, and clearer guidelines defining
the areas of responsibility shared by the hospitals and the
municipal health services.
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