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Background: Cardiovascular disease (CVD) is one of the disease groups that
causes the most fatalities in Norway. According to Meld. St. 19 (2018–2019) The
Public Health Report, Norway has aligned itself with the World Health
Organization’s goal to reduce the number of people who die from non-
communicable diseases such as CVD by 30 per cent by 2030. To achieve this
goal, health education measures are crucial. The Cardiac Rehabilitation (CR)
Programme is a health education measure or training programme for patients
who have had CVD. Studies have shown that participation in CR reduces
morbidity, improves quality of life and has socioeconomic bene�ts. Despite the
conclusions in these studies, there are no national guidelines requiring
Norwegian hospitals to provide CR. This results in variable rehabilitation
services, which in turn can a�ect patients’ ability to take care of their own
health. Statistics from the hospital in this study show that some 400 patients
participate each year in the CR Programme, while the number hospitalised with
CVD is much higher. Therefore, it was of interest to investigate health
professionals’ re�ections on the recruitment of patients to the programme.

Objective: The study sought to gain knowledge about how health professionals
recruit patients to the CR Programme and to elicit their re�ections and
reasoning related to recruitment.

Method: The design is descriptive and exploratory. The qualitative method was
used to collect data from eight semi-structured interviews. One doctor, three
physiotherapists and four registered nurses were interviewed, and a systematic
text condensation was conducted as part of the analysis.

Results: The analysis resulted in two main categories and �ve sub-categories.
The main category Randomness rules has the sub-categories ‘An important
programme, but insu�cient time for recruitment’, ‘Parameters and limitations’
and ‘Lack of a system’. The main category The main concern is to get the patients
on the list has the sub-categories ‘Strategy’ and ‘Assessments’. 

Conclusion: The study identi�ed challenges related to recruitment to the CR
Programme. The results show that recruitment seems to be somewhat random
and that ‘the main concern is to get the patients on the list’. Consequently, a
system and guidelines for recruitment may need to be developed.
Communication among the health professionals about how recruitment should
be conducted may be helpful. To further develop the programme, it may be
bene�cial for health professionals who recruit patients to acquire competence
in health education through training or practice.



Cardiovascular disease (CVD) is an umbrella term for
diseases of the heart and blood vessels. Each year,
about 40 000 patients are treated for CVD in
Norwegian hospitals. In addition, a higher prevalence
of CVD is expected due to the increasing number of
elderly among the population and higher survival rates
(1).

According to Meld. St. 19 (2018–2019) The Public
Health Report, Norway has aligned itself with the
World Health Organization’s goal to reduce the
number of people who die from non-communicable
diseases such as CVD by 30 per cent by 2030 (2).

The Cardiac Rehabilitation (CR) Programme provides
health education or training to patients with CVD who
have been hospitalised (3). The CR Programme o�ers
exercise, discussion groups and instruction on a day-
patient basis. All patients must be given equal access
to the measure (4).

Cardiac rehabilitation is de�ned as ‘the sum of
activities and interventions required to ensure them
[patients with chronic or post-acute heart disease] the
best possible physical, mental and social conditions so
that they may, by their own e�orts, resume and
maintain as normal a place as possible in the
community’ (5).

Health professionals must have competence in health
education in order to achieve the CR Programme’s
goal of patient education in the specialist health
service and to satisfy the requirement set out in the
Public Health Report (2). Health education facilitates
patient education through interaction so that patients
can successfully manage their own health challenges.



This is a priority area for the Norwegian government,
which has prepared a strategy for bolstering health
competence among the population. Health
competence is de�ned as a person’s ability to
understand, assess and apply health information in
order to make knowledge-based choices about their
own health (6).

Patient education can be seen in light of
empowerment thinking, which involves a
redistribution of power – from medical expert to
patient, patient involvement and a view of patients as
experts in their own health (6). Participation in the CR
Programme can help patients to feel they have power
over their own lives, which in turn can improve their
quality of life (7).

Patient education can be essential for the ability of
patients to take part in decisions about their own lives
and health, which is a condition for empowerment (6,
7). In our study, we put the spotlight on recruitment to
the CR Programme.

According to the Norwegian Patients’ and Users’
Rights Act (8), patients have a right to the information
they need to take care of their own health. This
information must be adapted to the patient’s
individual circumstances (8).

The 2018 Congress of the European Society of
Cardiology declared that CR referrals must be easy to
carry out. All cardiac patients should receive an
unquali�ed recommendation and be referred in a
systematic manner (9). Despite the recommendations
on systematic referrals, Grace et al. (10) found that
this did not result in higher participation.

Studies have shown that participation in CR reduces
morbidity, improves quality of life and has
socioeconomic bene�ts (11–16). Despite the
conclusions in these studies, Norway does not have
national guidelines that require Norwegian hospitals to
provide CR.



•

As of today, 30 health trusts in Norway o�er day-
patient CR programmes, but the content of these has
not been standardised. This means that both the
content of the programmes and access to them vary,
and this can a�ect participation in the programmes as
well as their e�cacy (17).

On a nationwide basis, less than 30 per cent of CVD
patients in Norway take part in CR, but the percentage
of participation varies within the country (18). Studies
show that patients with the most to gain by
participating in learning and mastery programmes –
those with a low level of education and low
socioeconomic status – are not necessarily the ones
who take part (19).

The most common reasons that patients do not
participate are that they have not received a referral
and they lack knowledge and information about the
programme. Despite an increase in the number of
referrals, 19 per cent of patients hospitalised for CVD
are still not referred to CR (20).

Therefore, it is of interest to gain insight into health
professionals’ re�ections and reasoning related to the
recruitment of patients to the CR Programme.

The study sought to gain knowledge about how health
professionals recruit patients to the CR Programme
and to elicit their re�ections and reasoning related to
recruitment. This knowledge can form the basis for
strengthening recruitment and thus possibly help
more patients to acquire health competence should
they need it.

How do health professionals recruit patients to the
CR Programme, and what are their re�ections and
reasoning related to recruitment?

Objective of the study

Research question



The study used the qualitative method with a
descriptive and exploratory design. We used
hermeneutic principles (pre-understanding–
understanding, part–whole, context and history) in our
analysis and interpretation of text.

At project start-up, the Learning and Mastery Centre
at Akershus University Hospital and Oslo
Metropolitan University (OsloMet) appointed a
reference group consisting of two full professors and
an associate professor from OsloMet, two registered
nurses (RNs), a physiotherapist from the research
community (a hospital in south-eastern Norway) and a
user representative from the Norwegian National
Association of Heart and Lung Disorders.

The user representative had experiential knowledge as
a participant in the CR Programme after developing
heart disease. The reference group provided feedback
on the research questions, analysis and preliminary
results.

The data were derived from eight semi-structured
interviews. The method was chosen based on the
study’s objective, which was to acquire thorough,
detailed descriptions of health professionals’
re�ections, reasoning and practices related to the
recruitment of patients to the CR Programme (21).

The research arena consisted of two cardiac wards at a
hospital in south-eastern Norway. The researchers
were invited by the health personnel of the hospital’s
Learning and Mastery Centre to study recruitment to
the CR Programme. The purpose was to �nd out who
participates and who does not.

Method
Design

Data collection



The informants were strategically selected because
they were health professionals who recruited patients
to the CR Programme but were not associated with it
in other ways. The head of the cardiac ward helped the
researchers to make contact with the informants.

Inclusion criteria were a completed bachelor’s degree
in health sciences or a degree in medicine and a
minimum of one year’s experience from a cardiac
ward. The informants were women and men of various
ages with a health sciences or medical background. In
qualitative samples, shared experiences are given more
weight than the sample size, and the sample consisted
of health professionals from two cardiac wards who
recruit patients (22).

The lead author conducted eight semi-structured
interviews with one doctor, three physiotherapists and
four RNs between the ages of 30 and 40 in autumn
2019. The topics in the interview guide related to the
health professionals’ presentation of information
about the CR Programme and their re�ections and
reasoning related to recruitment.

The interviews lasted about 75 minutes and took place
in a suitable room at the hospital. We transcribed the
interviews successively.

We worked together to conduct a systematic text
condensation based on Malterud’s descriptions (21). In
the �rst step of analysis, we read all of the transcribed
material several times in order to form an overall
impression.

We discussed the general impression, identi�ed
meaning units in the text and organised them by
theme. Words, sentences or passages were linked to
the research question.

Analysis

https://sykepleien.no/sites/default/files/2021-06/Sveg%C3%A5rden_ENG_Vedlegg%201.jpg


We condensed the meaning units into �ve sub-
categories, which we then abstracted into two main
categories. We validated the �ndings by assessing the
results in relation to the data and the discussions in
the reference group. Table 1 shows the four steps in
the analysis process.

Table 2 shows the results of the analysis.

The Data Protection O�cer for Research and the
hospital’s data protection o�cer approved the project
(project number 61140). The informants were given
verbal information about the study at an information
meeting, and they were sent written information prior
to the interviews.

Ethical considerations

https://sykepleien.no/sites/default/files/styles/lightbox/public/2021-06/Sveg%C3%A5rden_ENG_Tabell%201.jpg?itok=bvFhbtN3
https://sykepleien.no/sites/default/files/styles/lightbox/public/2021-06/Sveg%C3%A5rden_ENG_Tabell%202.jpg?itok=ovf9nFwr


The informants were guaranteed that their identities
would be kept anonymous when the paper was
published. In addition, they were informed that their
participation was voluntary and that they were free to
withdraw at any time without negative consequences.
All of them gave their informed consent.

Analysen resulterte i to hovedkategorier med fem
underkategorier. Informantene hadde ulike
re�eksjoner om rekruttering. Resultatet viser at
rekrutteringen var preget av tilfeldigheter, mangel på
tid og lite de�nerte systemer.

Rekrutteringen handlet i størst grad om å få satt
pasientene på listen over deltakere til Hjerteskolen,
som informantene fremstilte som et viktig tilbud.

The informants said that CR was meaningful for the
patients because their participation in the programme
could help them to change their lifestyle and prevent
new disease. One of the informants said, ‘I think all
patients can bene�t from going and getting the
information because it will most likely improve their
quality of life after a cardiac event’.

The informants said that the programme was
important, but that there was little time for
recruitment because they had to prioritise other tasks.
One of them said, ‘We have enough to do already, and
then we’re supposed to do this too. I’m sure it’s why
people just give referrals and don’t bother to get
involved’.

Resultater

Randomness rules

An important programme, but insu�cient time for
recruitment

«Several said it was di�cult to prioritise
recruitment when they had so many tasks.»



Several said it was di�cult to prioritise recruitment
when they had so many tasks. One of them said, ‘I’m
unsure about that. Everyone gets the information, but
during hectic periods they probably get inadequate
information’. Another said, ‘I don’t have time to ask
the patients; I just put them on the list’.

The lack of interpreters and relevant written
information were among the parameters that limited
recruitment. The informants said that the lack of
interpreters presented a challenge. One of them
stated, ‘I have to admit that I’ve rarely given
information to patients through an interpreter’.

As a solution to the lack of interpreters, the informants
explained that they used an employee who spoke
Urdu. One of them said, ‘We are able to reach those
from Pakistan, thanks to one of our colleagues, but this
assumes that he’s at work’. Several informants said
that the written information was only available in
Norwegian. One said, ‘It’s only in Norwegian, which is
a problem’.

‘Lack of a system’ entailed a lack of guidelines, and
recruitment therefore happened randomly. Moreover,
there was no clear distribution of responsibility to
indicate which professional group was responsible for
recruitment.

Regarding the question of who was responsible for
recruitment, the informants disagreed among
themselves. One said, ‘I don’t know if it’s a task for the
nurses or the doctors’.

The informants said that they did not talk with their
colleagues about how they recruited patients. When
asked how the sta� communicated with each other
about the CR Programme, one informant said, ‘We
don’t’.

Parameters and limitations

Lack of a system



The informants said that they used various strategies
when recruiting patients, such as adapting their
communication, making positive comments about the
programme and asking a doctor to speak with the
patients about it. One said, ‘I try to sell it as much as I
can and get them to say yes. Quite simply, I try to
convince them’.

The informants said that the strategies they used
produced varying results. One of them said that the
department had put increased focus on the importance
of sitting down with the patients: ‘You become more
aware of how important it is to sit down at their
bedside and chat with them’.

The informants made di�erent assessments regarding
recruitment, but a common one was that all patients
should be put on the list. The informants gave
consideration to when it was best to recruit patients
and how receptive the patients would be.

One of them said, ‘I observe the situation and see how
the patient responds. If they are not very interested,
we just give them the heart information, and say
nothing about the CR Programme’. Another one
explained, ‘Some of us inform the patients right before
they go in for an angiogram, when many of the patients
are naturally quite nervous’.

Below we discuss the results of the study in relation to
relevant research. The results show that recruitment
was characterised by randomness, insu�cient time
and poorly de�ned systems. Recruitment mainly
entailed putting patients on a participant list for the
CR Programme, which the informants described as an
important measure.

The main concern is to get the patients on the list

Strategy

Assessments

Discussion



The results suggest that the informants thought that
the CR Programme was important, but that challenges
related to time, systematic referrals, written
information and a lack of interpreters a�ected
recruitment to the programme.

The manner in which patients are recruited is believed
to be signi�cant for whether they choose to
participate. According to Beatty et al. (20), CR is an
under-utilised service because few patients are
recruited.

In this context, recruitment consists of a conversation
between the health professional and the patient with
the goal of encouraging the patient to participate. In
our study, the informants stated that they recruited
patients by talking with them.

However, low enrolment numbers suggest that
conversations are not enough (20). According to
Beatty et al. (22), systematic referrals can help to
increase participation and enable health professionals
to recruit patients as part of a busy workday (20).

If recruitment to the CR Programme is part of
systematic e�orts within the department, time for
recruitment will probably be given priority. Systematic
referrals can also help to achieve the goal of equal
access to the programme (4).

Our informants told us that speakers of a foreign
language were recruited only occasionally, and thus
access to this health programme is not equal. On the
other hand, Grace et al. (10) found that systematic
referrals did not result in higher participation, but that
the strategy promoted equal access.

Randomness rules

«Our informants told us that speakers of a foreign
language were recruited only occasionally.»



However, it is reasonable to assume that systematic
referrals alone are not enough to ensure better
utilisation of the programme. It may be necessary, for
example, to translate the written information into
several di�erent languages and to increase access to
interpreters to promote equal access.

According to the Norwegian Patients’ and Users’
Rights Act (8), patients have a right to the information
they need to take care of their own health and to
protect their rights. This information must be adapted
to the patient’s individual circumstances (8).

By using systematic referrals, all patients will be
referred automatically, but this does not necessarily
ensure that the individual adaptation requirement will
be met.

Systematic referrals can deprive patients of the chance
to be actively involved in their own health care. When
this occurs, the patient becomes a recipient, not a
participant, which is not in keeping with the concept
of empowerment (6).

Gravely-Witte et al. (23) found that they achieved the
highest enrolment by using a combination of
systematic referrals and patient conversations. This
combination can promote better utilisation of the
programme as well as equal access to it.

The combination of systematic referrals and
information adapted to the patient’s individual
circumstances can create a framework in which
patients can make their own decisions.

The results indicate that recruitment to the CR
Programme lacks structure in the form of guidelines
that could potentially ensure the patient’s right to
equal access to health services.

Recruitment lacks guidelines



According to the Specialist Health Services Act (24),
regional health authorities are responsible for ensuring
that the entire population in the health region is
o�ered equivalent specialist health services.

Equivalent services means that everyone has equal
access to health and care services, regardless of
diagnosis, place of residence, �nancial situation,
gender, ethnicity and life situation.

To achieve equivalent services, the regional health
authorities must organise the services based on the
patient’s circumstances and needs (25). This work will
be demanding, but studies have shown that
participation in CR reduces morbidity, improves
quality of life and has socioeconomic bene�ts, as more
people are able to return to the labour force (11–16).

The results also suggest that there is no system to
determine which professional group is responsible for
recruitment at the hospital. As a result, nobody takes
responsibility since the employees do not feel a sense
of ownership for recruitment.

To help employees feel a sense of ownership, which
can impact on their thinking, practice and actions, it
can be important to involve them in the process of
drawing up recruitment guidelines (26).

The programme is delivered on a day-patient basis,
indicating that the patient’s general practitioner could
also help with recruitment. In this case, cooperation
between general practitioners and hospitals would be
needed.

«The results also suggest that there is no system to
determine which professional group is responsible
for recruitment at the hospital.»



The results suggest that the strategies used by the
informants did not correspond with the concept of
empowerment, but incorporated a more paternalistic
view. The results seem to show that the informants did
not focus on the patient’s needs, but on their own
understanding of what is best for the patient.

The informants employed strategies that involved
using a ‘louder voice, ‘convincing the patients’ and
‘fetching the doctor’. Such strategies may have
diminished the patients’ motivation to participate in
the CR Programme.

A paradigm shift has occurred within the health sector
– from a paternalistic view in which the medical
experts know what is best for the patient and act
according to their own understanding to a view more
aligned with empowerment in which the patients are
the experts in their own health and have in�uence over
their own treatment (6).

Such a change can be a more appropriate recruitment
strategy for increasing enrolment. It is understandable
that in a busy workday, the informants use strategies
to get the patients on the list because they feel the
programme is important. On the other hand, the
strategies they use may have a negative impact on
recruitment because it may not be the patients
themselves who choose to participate.

The main concern is to get the patients on the list

«It is understandable that in a busy workday, the
informants use strategies to get the patients on the
list because they feel the programme is
important.»



Rouleau et al. (27) found that patients did not take
part in CR due to concerns about their own ability to
engage in and travel to the programme. According to
Rouleau et al., a short conversation between the health
professional and the patient about the obstacles both
increases the patient’s intention to enrol and their
actual participation.

Health education entails making appropriate
assessments and choices that facilitate learning about
and mastery of health challenges (6). Health education
is an important competency among health
professionals in connection with recruitment.

The results suggest that the informants think of
themselves as experts, meaning they know what is best
for the patients. This perception can a�ect their
assessments, and thus recruitment. For example,
several of them said that they put the patients on the
list without their consent because they believed it was
important for the patients to participate.

They may have made this assessment more or less
unconsciously, but it is important to be aware of what
is done and why it is done by re�ecting on one’s own
practice and own competence (6).

Evidence-based practice is a goal within the health
service. Evidence-based practice means that medical
decisions are based on systematically collected,
research-based knowledge and user knowledge (29).

Acquisition of competence in connection with
recruitment will enable an evidence-based practice
grounded in research-based knowledge and user
knowledge. This could possibly contribute to an
appropriate use of strategies and well-considered
assessments related to recruitment.

It is uncertain whether the health education content in
university health science studies meets the need for
recruitment-related competence (30).

The informants view themselves as experts



The fact that the informants o�ered so few re�ections
could possibly be explained by a lack of health
education competence, but it could also have to do
with how the interviews were conducted.

To answer the research question, it was necessary to
interview the informants at the hospital. Out of loyalty
to their workplace, the informants may have expressed
themselves more positively and put less emphasis on
any negative experiences. Observations in addition to
interviews might have produced more accurate results.

Regarding recruitment of informants, the lead author
and the head of the cardiac ward at the hospital
worked together on this task. Their collaboration was
necessary in order to recruit informants, but it may
have a�ected who was recruited.

The informants were well-spoken, and this could be
the reason they were chosen. The data are not
necessarily representative of everyone who recruits
patients to the CR Programme.

The low number of follow-up questions in the
interviews may have prevented the informants’
re�ections from coming clearly enough to the fore, for
example, when the informants contradict themselves
by saying that they believe the programme is
important, but the recruitment has an aspect of
randomness.

The fact that both researchers analysed the data
strengthened the study’s credibility, but this credibility
could have been enhanced even further if the
informants had validated the results. To achieve
reliability, we have tried to be transparent (show what
was done) in our explanation of the research process.

Strengths and weaknesses of the study



While the lack of national guidelines for CR
programmes makes it challenging to transfer the
results beyond the local context, the results could be
relevant for other hospitals that o�er CR (21).
Therefore, the study could have been strengthened if
the data collection had been done at multiple
hospitals.

The study identi�ed challenges related to recruitment
to one hospital’s CR Programme. The results indicate
that ‘randomness rules’ and that ‘the main concern is
to get the patients on the list’.

To prevent randomness in recruitment, it may be
necessary to develop a system and guidelines for
recruitment. Communication among health
professionals about how recruitment should be carried
out could be bene�cial.

To further develop the CR Programme and to avoid the
attitude that ‘the main concern is to get the patients
on the list’, it may be useful for health professionals
who recruit patients to CR to acquire health education
competence through training or practice.
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