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P 
atients with advanced cancer and patients undergoing 
cancer treatment have a high incidence of cancer-
related symptoms (Miaskowski et al., 2006; Walsh, 

Donnelly, & Rybicki, 2000) that sometimes are not detected 
or alleviated. Untreated cancer-related symptoms can greatly 
affect patients’ functional status and quality of life (Ahlberg, 
2004; Ahlberg, Ekman, Gaston-Johansson, & Mock, 2003; 
Anderson et al., 2002; Burrows, Dibble, & Miaskowski, 1998; 
Di Maio et al., 2004; Glover, Dibble, Dodd, & Miaskowski, 
1995; Miaskowski & Lee, 1999). Assessing and managing 
symptoms is a major task for clinicians when it comes to 
improving the overall situation for patients with cancer and 
often requires understanding patients’ experiences and the 
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Purpose/Objectives: To describe, from an interdisciplinary per-

spective, how cancer-related symptoms are assessed and managed 

in a cancer care setting and to describe the components that influence 

symptom management.

Design: Descriptive, qualitative, and cross-sectional.

Setting: An oncology and hematology department in a university 

hospital in western Sweden.

Sample: 31 nurses, physicians, physical therapists, dietitians, oc-

cupational therapists, and a medical social worker who all cared for 

patients with cancer-related symptoms.

Methods: Data were collected in focus groups and analyzed using 

content analysis.

Main Research Variables: Cancer-related symptoms and symptom 

management.

Findings: Symptom management, from a clinician’s perspective, is a 

process involving different components. Four themes emerged from the 

data analysis: creating a relationship with the patient, understanding the 

patient, assessing the symptoms, and cooperating as a team. 

Conclusions: This study highlights several components that should 

be discussed in an effort to enhance symptom management. Discus-

sion will help ensure that barriers to effective symptom management 

are acknowledged and addressed when implementing clinical routines 

designed to enhance management of different symptoms. In addi-

tion, these components should be acknowledged in the interest of 

facilitating adherence to symptom management strategies. Whether 

these components are important factors from patients’ perspectives 

remains unknown. 

Implications for Nursing: Enhancing symptom management is not 

only a matter of implementing clinical guidelines; it must be preceded 

by teamwork, assessment, and evaluation method discussions and the 

ability to create a relationship with the patient. Nurses should be aware 

that their understanding of a patient affects their assessment of that 

patient’s symptom experience.

meanings they attatch to symptoms (Armstrong, 2003; Dodd, 
Janson, et al., 2001; Haworth & Dluhy, 2001). Fleishman 
(2004) stated that symptom management plays a role in every 
stage of cancer treatment, beginning on the day of diagnosis 
and continuing throughout the oncology continuum. Dodd, 
Janson, et al. regard symptom management as a dynamic 
process that is modified by individual outcomes and the influ-
ences of personal factors, environment, and health or illness. 
The goal of symptom management is to avert or delay a nega-
tive outcome using different strategies (Dodd, Janson, et al.). 
Symptom management is an intentional activity that depends 
on patients’ subjective responses to experienced symptoms; 
it can be initiated or performed by patients or healthcare 
professionals (Fu, LeMone, & McDaniel, 2004). Despite the 
increasing knowledge concerning cancer-related symptoms 
and the availability of evidence-based interventions, patients 
continuously experience untreated symptoms (Di Maio et al.) 
and do not receive adequate help to alleviate them. 

Barriers to good symptom management have been inves-
tigated and reported, mostly in cancer-related pain and from 
patients’ perspectives (Anderson et al., 2002; Cleeland, 1987; 
Dawson et al., 2005; Johnson, Kassner, Houser, & Kutner, 
2005; Passik et al., 2002; Schumacher et al., 2002; Stone et al., 
2000; Ward et al., 1993). Other barriers include interventions 
that are not adequately discussed (Passik et al.), no structured 
assessments are available (Anderson et al.; Farrell, Heaven, 
Beaver, & Maguire, 2005; Stromgren, Groenvold, Sorensen, 
& Andersen, 2001), a lack of follow-up, and interventions 
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Quick Facts: Sweden

Geography: Sweden is situated in northern Europe with Denmark, Nor-

way, and Finland as neighboring countries. The capital is Stockholm. 

Population: The total population is approximately 9 million as of 2007. 

Similar to other Western countries, the population in Sweden is becom-

ing increasingly older. About 18% of the population is aged 65 years or 

older. Advancements in medical treatments and expansion of treatment 

options have increased the demand for care.

Healthcare system and programs: Health policy is a national-level 

responsibility, but the healthcare system in Sweden is highly decentral-

ized. Healthcare services are overwhelmingly tax financed and the pri-

vately financed care is marginal. In relation to other countries in Europe, 

Swedes have good access to care and the country has good medical 

outcomes and effects as demonstrated by a low infant mortality rate, 

high survival rate from cardiovascular diseases, and low mortality rate 

for cancer. Approximately 50,000 people are diagnosed with cancer per 

year in Sweden and about 50% can be considered cured after treatment. 

Prostate cancer in men and breast cancer in women are the most com-

mon types, representing about 30% of the cases in 2006.
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that are not adequately evaluated (Mock et al., 2007). Given 
the evidence that patients continue to suffer from symptoms 
and that barriers still exist, it is important to address these is-
sues before implementing clinical routines that include new 
interventions. Teams surrounding patients often are comprised 
of different types of healthcare professionals who all have a 
role in relieving patients’ symptoms. Therefore, the purpose of 
this study is to describe, from an interdisciplinary perspective, 
how cancer-related symptoms are assessed and managed in a 
cancer-care setting and describe the components that influence 
symptom management.

Methods
This cross-sectional study used a descriptive design with a 

qualitative approach. 

Sample and Setting

Information concerning the study and a request to participate 
were sent out to all nurses and physicians within the oncology 
and hematology department at a university hospital in western 
Sweden. Physical therapists, medical social workers, dieti-
cians, and occupational therapists who cared for patients with 
cancer in the same hospital also were sent the same information 
and request. The respondents had to be clinically active and 
involved in the care of patients with cancer-related symptoms. 
Those interested in participating contacted the research group 
for further information. Participation in the study was based 
on willingness and the researchers guaranteed respondents that 
data would be handled confidentially. Three distinct groups of 
respondents were separately interviewed: nurses, physicians, 
and a mixed group of physical therapists, dieticians, occu-
pational therapists, and a medical social worker. The group 
setting was recommended in the literature to encourage lively 
debate without repressing individual respondents’ participation 
and interaction (Krueger & Casey, 2000; Morgan, 1998). All 
interviews took place in the oncology department.

Procedure

Data were collected through semistructured interviews of 
focus groups. Focus groups are a specific interview method 
used to gather qualitative data and describe the attitudes and 
issues facing a group by exploring respondents’ thoughts, 
experiences, opinions, and priorities regarding a particular 
subject (Kitzinger, 1995; Krueger & Casey, 2000; Traulsen, 
Almarsdottir, & Bjornsdottir, 2004). The opinions often are 
formed and expressed through interaction with others (Mor-
gan, 1988). The purpose and process of the focus groups were 
described to the respondents at the beginning of the interview. 
The discussion was directed using an interview guide prepared 
according to Krueger and Casey and consisted of opening, 
introductory, transitional, key, and ending questions (see 
Figure 1). The interview guide was altered after the first group 
interview because two questions needed clarification regard-
ing how symptoms were assessed, managed, and evaluated 
in general. The group discussions lasted 50−75 minutes and 
were tape-recorded and transcribed. 

Data Analysis

The gathered data were analyzed in accordance with quali-
tative content analysis (Krippendorff, 1980; Weber, 1990). The 
interviews were read and reread and then broken down into 
units that were condensed, abstracted, and labeled with a code 
(Graneheim & Lundman, 2004). The codes were then sorted 
into categories and themes within the data were identified by 
integrating the different categories (Krippendorff). The cat-
egories and themes that emerged were discussed throughout 
the analysis process by all researchers to strengthen the value 
of how data were categorized and confirmed (Graneheim & 
Lundman, 2004; Krippendorff). 

Results
A breakdown of the sample can be found in Table 1. Each 

focus group contained three to five respondents who had a 
mean of 11 years of experience in cancer care. Eight groups 
were conducted. Physicians were the most difficult group to 
recruit, resulting in only two small groups. Three healthcare 
professionals could not take part in any scheduled group 
discussions because it was difficult to schedule good times 

What are, according to you, the most common cancer-related symptoms? •	
How much of your time do you spend managing symptoms? •	
How do you view your role in symptom management?•	
What are the roles of your coworkers on the team?•	
What are the goals of symptom management?•	
Who determines these goals?•	
How is good or poor symptom management acknowledged?•	
Why and when are symptoms assessed?•	
How are symptoms assessed?•	
How are symptoms managed?•	
How are symptoms evaluated?•	
What is the assessment of symptoms based on?•	
Is there any group of patients that gets more attention when it comes to •	
symptom management?

What are the conditions for achieving effective symptom management?•	

Figure 1. Interview Guide Components That Influence 
Symptom Management
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for the group meetings. The group leaders’ role in the current 
study was to ensure that respondents discussed symptom 
management and to encourage the discussion to go into more 
detail. Of the eight groups held, seven were moderated by the 
same person, increasing reliability. 

Analysis of the focus group transcripts generated four 
themes relating to the process of managing cancer-related 
symptoms. Each theme consisted of different categories (see 
Figure 2). Two themes were related to the interaction between 
patients and clinicians—being able to create a relationship 
with the patient and clinicians’ understanding of the patient. 
One theme related to assessing the symptoms and another to 
cooperating as a team.

Creating a Relationship

For effective symptom management, focus group respon-
dents expressed the importance of creating a relationship with 
each patient. Objectives that were identified as important for 
the ability to create such a relationship included availability, 
creating confidence when caregiving, validating patients’ 
symptoms, giving individual care, and having patients par-
ticipate in their care process. 

Availability: Respondents expressed the importance of 
being available for patients, a belief grounded in the fact 
that patients wanted to have easily accessible care. Nurses 
indicated that they must be available and demonstrate this 
availability by giving patients attention even if they did not 
request it. Time constraints made it difficult to assess all 
patients’ symptoms, and quiet patients might suffer more 
because they  might be overlooked when nurses prioritize 
work. Assessment and symptom management might not be 
complete or optimal if the patient had an unscheduled arrival 
at the hospital or—as was expressed in group discussions—“if 
it was Friday afternoon.” The respondents also believed that 
patients often observed if healthcare providers were in a hurry 
and, consequently, became quieter because they did not want 
to create inconvenience. 

Good symptom management is characterized by us being 
available. I think that it is a good idea to go around with 
the patients without having a specific agenda, because 
that’s when they talk about their symptoms. 

The patients feel like, “Oh, I can’t bother them. They 
seem to have so little time.”

Creating confidence when caregiving: Respondents ex-
pressed that patients needed to feel confident to express how 
they were feeling. Such confidence was believed to reduce 
the number of symptoms and the intensity of symptoms that 
patients presented. The first meeting between patients and 
the healthcare team was acknowledged as being crucial in 
creating a confident relationship. Detrimental factors included 
there being no bed or room available, so the first conversation 
or meeting between the patient and clinical caregiver had 
to, for example, take place in a storage room. Respondents 
believed that this made patients felt less confident in their 
planned care. 

Patients experience fewer symptoms if they feel confi-
dent. 

You may have to chat with the patient inside a store room 
or something—it’s just awful.

Validation: Throughout the interviews, participants ac-
knowledged the importantance of validating patients’ symp-
toms by indicating that symptoms were open for discussion. 
Respondents noted that patients felt some satisfaction with 
symptom management even if treatment could not be given 
or was not successful, as long as patients had an opportunity 
to describe and discuss their symptoms.

Patients’ symptoms need to be acknowledged. 

Sometimes you can’t alleviate the symptom, but at least 
the patient feels that someone has tried.

Individual care: Respondents believed that the effects of 
a symptom on an individual were related to patients’ prefer-
ences and environment. This made symptom management 
difficult, and it was not until a patient was approached as an 
individual that the management of a specific symptom could 
be determined. By getting to know each patient as an indi-
vidual, clinicians could better understand each person and his 
or her reactions as patients and could, therefore, better assess 
the symptoms. Experiencing symptoms occurred over time 
and patients had to feel and express what a specific symptom 
meant to them. Respondents also said that being responsible 
for specific patients facilitated the giving of individual care, 
which, in turn, facilitated understanding of patients’ daily 
lives, making management more effective. Physicians be-
lieved that they did not gain the same access to patients and 
their symptom experience as others clinicians because patients 
were frightened that the physicians might withhold treatment 
if they complained too much. 

You might think that the goal is one thing when you go in 
to see the patient, but then you find out that it’s something 
else entirely, or something more. 

It’s a longer process with the patient, to get the patient to 
consider “What does this mean for me?”

Participation: To effectively manage symptoms, re-
spondents believed patients should actively participate in 
the treatment strategy even if the respondents found it more 
difficult to treat a symptom when treatment depended on 
patients’ participation (e.g., in managing cancer-related 
fatigue). Respondents believed that patients wanted to 
participate in their symptom management. Respondents 

Table 1. Demographic Data

Professional  

Category

Nurses 

Physicians 

Mixed professionsa

Focus

Group

1 

2 

3 

1 

2 

1 

2 

3

a Includes physical therapists, a medical social worker, dietitians, and oc-

cupational therapists
b 

—

X     = 11 years of cancer care (1–35)

N = 31

Group  

Size

4 

4 

4 

3 

3 

4 

5 

4

Years in  

Cancer Careb

 4–10

 1–10 

 2–17 

 15–21 

 1–27  

 4–10  

 5–35  

 4–27
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acknowledged patients’ own resources and allowed them 
the opportunity to control and manage their symptoms 
themselves. Having patients participate could be obstructed 
by a patient’s belief that a symptom was not serious or 
that a symptom was affecting them and that they lacked 
the strength to report or manage it. In addition, patients 
might not mention specific symptoms if they thought that 
they were simply an inherent part of having cancer or of 
the treatment given. 

You have to get the patient with you the whole way, oth-
erwise it becomes difficult. 

It’s great if they themselves start in with some sort of self-
treatment and establish a bit of personal control because 
I think it makes them feel very good to do that.

Understanding of the Patient 

Respondents’ understanding of their patients affected the 
symptom management process. This understanding was in-
fluenced by the clinicians’ competence and by their values in 
relation to patients’ health and illness.

Competence: Clinicians’ competence encompassed 
education, professional experience, and self-knowledge. 
Respondents used their education and experience when as-
sessing and evaluating symptoms and gave examples to the 
patients to validate their symptoms. A lack of experience was 
acknowledged as a possible way clinicians could overlook 
certain symptoms. 

You have to have a degree of maturity to be able to deal 
with people. 

It takes professional know-how and experience to be able 
to manage symptoms.

Values: Respondents acknowledged that symptom man-
agement was affected by patients’ demographic categories 

(e.g., the younger the patient, the better the symptom man-
agement). Respondents were more emotionally affected 
by younger patients and, therefore, would devote more 
attention to them. Older patients were not prioritized and 
the general consensus was that older patients generally 
did not claim or expect more than they got. Women were 
regarded as more likely to get more attention than men, and 
respondents suggested that men tended to not describe their 
symptoms. Patients requesting a lot of attention tended to 
get more. Quiet patients, in contrast, often did not get the 
same amount of attention when there were time constraints. 
It could be that patients who call for more attention also 
need it, but it also was acknowledged that quiet patients 
may simply be suffering in silence. Some clinicians believed 
that patients who witnessed a fellow patient calling for and 
getting more attention did not ask for attention because they 
felt that the other patient needed it more. It was emphasized 
that patients with higher education got more attention and 
clinicians were more anxious to meet patients’ needs if 
patients had next of kin who were active and involved in 
caregiving. Patients who spent more time in the hospital 
got more attention than patients who spent little time in 
the hospital. Symptom management also was influenced 
by patients’ diagnoses and treatment. It was acknowledged 
that patients with breast cancer, as a group, were given more 
attention, as were patients with rare diagnoses and intense 
treatments. In addition, the focus of a particular profession, 
the specialty of the ward where the patient was admitted, 
and the particular interests of clinicians could influence the 
questions clinicians asked patients and the symptoms they 
were informed about.

Patients who have articulate relatives actually get more 
attention. 

Older patients who don’t say anything and have no rela-
tives are, indeed, the ones who do not get prioritized. 

If a nurse is concerned with nausea or thinks that it is 
important not to feel tired, then those are the symptoms 
she will focus on.

Assessing the Symptom 

Assessment methods: Respondents assessed patients’ 
symptoms and evaluated the effect of interventions by inter-
viewing patients. This conversation had many functions: It 
was a way of creating a relationship, an opportunity to assess 
and evaluate symptoms, and an opportunity to offer advice 
and education. The symptoms’ presence and impact on each 
patient were assessed by asking patients about their daily lives 
and how the symptoms affected it. Respondents explained that 
the symptom patients first mentioned generally was the most 
distressing one and often was the first addressed. 

Most respondents assessed symptoms based on their ex-
perience and routines and reported no standardized tools for 
assessment, treatment, or evaluation. Respondents suggested 
that symptom management be more systematic and that all 
healthcare professionals should follow the same routines. 
Lack of standardization (e.g., personal judgments, routines) 
could complicate an agreement on what methods to use to 
identify and evaluate symptoms. 

Respondents also said that asking too many questions 
only worried patients. It was often assumed that the Figure 2. Components That Influence Symptom Management

Creating a Relationship

Creating confidence  

when caregiving

Participation

Availability

Individual care

Validation

Symptom  

Management

Cooperating  

as a Team

Availability  

and knowledge  

of each other

Role assignments

Communication

Assessing the Symptom

Assessment methods

Identifying symptoms  

using signs

Symptom clusters

Understanding  

of the Patient

Competence

Values
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symptom improved if the patient did not mention it again. 
However, respondents acknowledged that simply listening 
to patients’ experiences provided an inadequate basis for 
evaluating a symptom’s affect because patients could be 
influenced by various factors that caused them not to report 
symptoms. The use of scales for measuring food and drink 
intake and patient weight also was mentioned for managing 
symptoms. 

Although objectives were said to govern symptom manage-
ment, they were neither articulated nor written down when it 
came to evaluating symptoms. Short-term symptom manage-
ment objectives were more obvious than long-term objec-
tives and often were described by the respondents as ways 
to prevent, relieve, and treat symptoms and enhance patients’ 
quality of life. Respondents differed as to whether the objec-
tives were the patients’, the clinicians’, or those articulated 
in various clinical guidelines. Evaluations of objectives often 
were based on “soft” data and were related to patients’ satis-
faction with their situation. 

There are no tools for what you ask about each time [you 
attend to a patient]. It’s more about how they are feeling 
in general.

I talk about whatever the patient brings up with me.

There was an attempt to get the nurses to fill out screen-
ing lists, but it wasn’t possible to get everyone to agree 
to that.

Identifying symptoms using signs: Obvious, visible 
symptoms were easier to identify and assess because the 
patients could not hide them; such symptoms included those 
that affected the skin and those that were more evident in 
the daytime than at night. Clinicians observed how patients 
moved and appeared and saw these traits as signs of symp-
toms. Clinicians said that physical symptoms were easier to 
assess than psychological ones (e.g., anxiety) and acknowl-
edged that assessment started with physical symptoms before 
moving to psychological ones. In addition, with respect to 
patients’ privacy clinicians were very tentative in assessing 
symptoms related to sexuality, and such symptoms were 
ignored in many cases for that reason. Physicians believed it 
was important to identify which symptoms were caused by 
the cancer and which were caused by the cancer treatment 
because they felt it was easier for patients to cope with a 
symptom caused by the treatment. When clinicians did not 
have a treatment for a particular symptom, the assessment 
was not as good. 

If a symptom is not as detectable during the day as it is 
at night, it doesn’t attract as much attention. 

It is usually easier to talk about the physical component, 
which is not as highly charged.

You have to ask things in a slightly round-about way to 
protect the patient’s integrity.

Symptom clusters: The respondents expressed that can-
cer-related symptoms never appeared alone, which made the 
recognition of individual symptoms difficult. Respondents 
believed that symptoms, in one way or another, were related 
to each other but that it was important to try to identify the 
individual symptoms within a cluster. Treatments were tai-
lored to individual symptoms with the belief that treating one 

symptom would positively affect other symptoms. Multiple 
symptoms were seen as a complex situation. 

It can be difficult in many cases to discern what is what. 
It might be pain, depression, tiredness, and all sorts of 
things, and you may have made a token effort, but the 
patient still feels better in all respects.

Cooperating as a Team

The importance of working in a team and of assessing and 
treating symptoms from an interdisciplinary perspective was 
highlighted. Working as a team meant that one professional 
could alert another professional about symptoms that the 
professional had developed a particular awareness of. This 
study uncovered a theme that emphasized availability and 
knowledge about each team member, communication, and 
role assignments within the team.

Availability and knowledge of each other: For coopera-
tion to work in a team, the different professions involved had 
to remain accessible and visible to each other. If the members 
of the team understood the role of each professional, symptom 
management ran more smoothly and routines could be followed. 
Symptom management often became compromised as soon as 
there was a change of personnel. In addition, professionals need-
ed to keep each other informed so they could assess and meet 
the needs of patients who needed help from several professions. 
Respondents acknowledged that patients often did not know 
what sort of help they needed, and it was emphasized that when 
routines governing when different professionals should be called 
in are not available, the request for assistance might come too 
late or not at all, jeopardizing effective symptom management.

Someone else takes the initiative, and by then it is often 
very late. I believe that a whole lot depends on how avail-
able we [physical therapists, dieticians, and occupational 
therapists] are on the wards. How easy it is to ring and 
have us come. It also depends on how aware the nurse 
responsible for the patient is, above and beyond just 
knowing what they’re supposed to do.

Communication: The respondents called for more and better 
communication and discussion regarding symptom management 
among professionals on the team. The analysis indicated that 
there was no structure for the communication between profes-
sionals and systematic documentation was lacking. In addition, 
certain phrases carried different meanings for the respondents, 
which could negatively affect symptom managment. 

The best thing is when you can have teamwork, so that 
you can discuss things. “If [the record] says, “The patient 
feels pretty good,” or “has a bit of pain . . . ,” how are you 
supposed to interpret that? 

Role assignments: Respondents believed that clear roles, in 
terms of symptom management within the cross-professional 
team, did not exist. Many expressed the sense that symptom 
management was everyone’s responsibility and that everyone 
assessed, treated, and evaluated different symptoms. Nurses, 
however, said that they were the ones most often available to 
patients and that they were the ones who detected symptoms 
and initiated contact with other professionals as needed. Nurses 
often regarded physical therapists, medical social workers, 
dieticians, occupational therapists, and physicians only as 
treating professionals, although those healthcare professionals  
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believed they assessed, treated, and evaluated symptoms. 
Nurses prioritized symptom management in end-of-life care 
whereas physical and occupational therapists prioritized symp-
tom management in patients who were planning to go home. 
Nurses saw themselves as responsible for collecting informa-
tion from patients and then documenting and discussing it with 
physicians. Assistant nurses1 were acknowledged as playing 
an important part in symptom management, for example, by 
detecting and treating symptoms. Nurses with relatively lit-
tle professional experience relied greatly on assistant nurses. 
Physical therapists, dieticians, and occupational therapists said 
that it often was the assistant nurses who were actually involved 
in treatment and that nurses often were contacted only to report 
on how symptom management had progressed. 

After all, it’s everyone’s responsibility to talk about what 
they see and what they hear.

The assistant nurse comes along and takes care of the 
patient and the nurse is more of a reporter.

Discussion and Implications for Practice
Although this study was conducted within a specific context 

and culture of care, it highlights components that can provide 
additional knowledge surrounding the symptom management 
issue. Among the themes found, creating a relationship was 
one seen as essential for effective symptom management. The 
relationship and interaction between clinicians and patients and 
patients’ participation in their treatment have been highlighted 
as important components of symptom management (Haworth 
& Dluhy, 2001; Randall-David, Wright, Porterfield, & Lesser, 
2003) as well as important factors in facilitating adherence to 
management strategies (World Health Organization [WHO], 
2003). Patients have expressed that a good relationship pro-
motes patients’ participation in the care provided and patients 
expect the clinicians to encourage them to participate (Sainio, 
Lauri, & Eriksson, 2001). Sanio et al. showed that patients 
would avoid “bothering” clinicians if they could tell that the 
staff was working under time constraints. In the current study, 
symptom management was acknowledged as a process that 
unfolds over time as patients grasp the meaning of a symptom 
before management is successful, a theme that is consistent 
with the literature on symptom experience (Armstrong, 2003; 
Haworth & Dluhy). Individual care is the goal, but individual-
ized care also can be regarded as an impediment because it 
can hinder the application of standardized assessment tools. 
The current study’s findings showed that different patients 
were understood in differing ways, indicating that the use of 
evidence-based routines (e.g., assessment scales) would address 
that specific issue. Clinicians’ varied ways of understanding dif-
ferent patients must be acknowledged and discussed openly and 
frequently in various clinical settings and in educational aims.

Symptoms were mostly assessed through patient inter-
views, clinicians’ experiences and education, and respondents  
experiences. Several respondents observed that the symptom 
patients first mention often is the most distressing one and 
that obvious physical symptoms were the easiest to manage. 
If no symptom assessment routines are used, patients have 

to decide what symptoms to report, which involves many 
inherent flaws  (Anderson et al., 2002; Johnson et al., 2005; 
Passaik et al., 2002; Stone et al., 2000; Stromgren et al., 
2001; Yates et al., 2002). Unstructured assessments must be 
regarded as a major barrier to optimal symptom management 
because an unrecognized symptom is an untreated symptom.  
Multiple studies imply the importance of using assessment 
tools (Heedman & Strang, 2003; Stromgren et al.) and the 
need to ask about symptoms (Passik et al.). 

It also has been shown in Magnusson, Moller, Ekman, and 
Wallgren (1999) that patients, in many cases, refer to their 
daily life to explain the impact of symptoms. 

In addition, respondents’ experiences indicated that symp-
toms appear in clusters, which makes management more 
difficult. Future research into cancer-related symptoms must 
consider symptom clusters (Dodd, Miaskowski, & Paul, 
2001; Miakowski, Dodd, & Lee, 2004). Exploring symptom 
clusters can offer guidance in how to identify and assess 
multiple cancer-related symptoms and how to effectively 
intervene against multiple symptoms. 

Clear roles in symptom management often were not set 
forth within the interdisciplinary team, and multiple factors 
affected teamwork, creating ineffective and less-than-optimal 
symptom management because the evaluation is jeopardized 
and some professions may not get involved in patient care. 
The current study’s results indicate that nurses, physical 
therapists, dieticians, occupational therapists, and medical 
social workers should assess and evaluate symptoms because 
patients can be hesitant to acknowldege the affect of symp-
toms to their physicians (Lin, 2000; Potter, Wiseman, Dunn, 
& Boyle, 2003; Randall-David et al., 2003). In addition, as-
sistant nurses are deeply involved in symptom management 
and should be acknowledged as part of the team.

The Conceptual Model of Symptom Management (Dodd, 
Janson, et al., 2001) encompasses symptom management 
strategies. This model takes three interrelated dimensions into 
consideration: symptom experience, symptom management 
strategies, and symptom outcomes. Components of symptom 
management strategies and adherence to symptom manage-
ment strategies are two dimensions relevant to the results of 
this study. Components of symptom management strategies 
are factors to be considered when designing, delivering, and 
prescribing interventions to achieve a desired outcome; adher-
ence to a chosen intervention can be influenced by different 
factors that can affect the desired outcome. Studies on the 
issue of adherence have investigated, from patients’ perspec-
tives, what extent patients adhere to different prescribed 
treatments, why patients do not adhere, and what interven-
tions help patients to follow treatments. But the results of 
the current study show that healthcare professionals and the 
healthcare system also have to take responsibility for adher-
ence. Acknowledged issues in symptom management, such 
as creating a relationship with the patient, teamwork, and the 
clinician’s understanding of the patient’s symptoms, can fa-
cilitate the patient’s adherence and alleviate their symptoms. 

WHO (2003) acknowledged that the issue of adherence 
must be looked at from healthcare professional and healthcare 
system perspectives as well as from patient perspectives.  

Limitations

The focus group interview method was chosen because  
the current study’s goal was to understand the symptom 

1An assistant nurse is defined by the author as one who has no uni-
versity degree, helps the patients with daily care, can measure blood 
pressure, gives subcutaneous injections, and takes blood samples.
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management process. The method made it possible to identify 
factors affecting the creation of relationships as well as fac-
tors concerning the clinicians’ understanding of patients. The 
voluntary nature of study participation meant that respondents 
involved in the focus groups might be more motivated than if 
random sampling had been used, but it also did not provide 
as many respondents as the authors wished for (Krueger and 
Casey [2000] recommend four to six respondents for each 
group). However, the voluntary nature meant that respondents 
had a genuine interest in symptom management, many years 
of experience, and could relate to the symptom management 
process. Despite using a moderator to encourage the involve-
ment of every group member, the focus group dynamic may 
have favored the group norm and silenced individual voices 
(Kitzinger, 1995).

Conclusions
The current study’s findings highlight, from an inter-

disciplinary perspective, various components that affect 
symptom management. Unstructured routines for manage-

ment are common. Enhancing symptom management not 
only is a matter of implementing clinical guidelines but also 
a matter that must be preceded by teamwork, assessment 
and evaluation method discussions, and the ability to cre-
ate a relationship with patients in the interest of enhancing 
symptom management. The results of this study could help 
clarify different clinicians’ roles in the team and, therefore, 
improve symptom assessment and management. In addi-
tion, educational programs for clinicians about symptom 
alleviation should include the issue of different possible 
barriers to symptom management. Nurses should be aware 
of their value and of how their understanding of patients 
affects their assessment of patients’ symptom experiences. 
The issue of adherence should be explored more fully, both 
from the clinicians’ perspective and from the patients’ per-
spective. Further quantitative research is planned to address 
highlighted components when implementing guidelines for 
managing cancer-related fatigue.

Author Contact: Sofie Jakobsson, RN, MSc, can be reached at sofie 
.jakobsson@fhs.gu.se, with copy to editor at ONFEditor@ons.org.
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