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Abstract.
BACKGROUND: Increased breast cancer survivorship has prompted a focus on optimising quality of life for this cohort,
including reintegration into employment. Despite this, there remains a lack of work-focused interventions to support work
outcomes for women living with and beyond breast cancer.
OBJECTIVE: The aim of this study was to prioritise the content and delivery of a work-focused intervention for women
living with and beyond breast cancer.
METHODS: Twelve stakeholders including women living with and beyond breast cancer, healthcare professionals, cancer
support centre staff, and policy informers were invited to participate in an online discussion using the Nominal Group
Technique (NGT) to determine priorities for a work-focused intervention. The NGT seeks consensus through four steps; (i)
idea generation, (ii) discussion among the group, (iii) refining ideas, and (iv) ranking preference for ideas through anonymised
voting.
RESULTS: Intervention content prioritised included managing cancer-related symptoms and work-specific factors. Consen-
sus was made for a blended delivery format (mix of group and individual sessions), and blended delivery (face-to-face and
online). Findings indicated a preference for a six-week intervention, with 90–120 minute sessions. Community-based settings
were preferred over hospital-based services for the setting of a work-focused intervention. Zoom Video Communications
Inc. was the preferred setting to deliver an online intervention.
CONCLUSION: Stakeholder priorities informed the content and delivery of a work-focused intervention for women with
breast cancer. A pilot of the proposed intervention will be conducted to test for feasibility and acceptability.

Keywords: Consensus, employment, priorities, intervention development, return to work

1ORCID: 0000-0003-0924-2252
2ORCID: 0000-0002-2861-7665
3ORCID: 0000-0001-8539-8123

∗Address for correspondence: Dr. Naomi Algeo, PhD, Disci-
pline of Occupational Therapy, Trinity College Dublin, Dublin,
Ireland. E-mail: nalgeo@tcd.ie.

1. Introduction

Breast cancer accounted for an estimated 2.26 mil-
lion new cases worldwide in 2020 [1]. Increased
survival has prompted focus on optimising quality of
life for those living with and beyond cancer, includ-
ing reintegration into work. Return to work (RTW)
rates vary across cancer types, and are influenced by
personal, societal, workplace, healthcare, and legisla-
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tive systems [2]. Typically, the one-year time point
can be a milestone, where the average delay in RTW
has previously been reported at 11.4 months, however
varying timeframes have been reported [3, 4]. Factors
which are known to impact RTW such as cancer-
related fatigue, cognitive changes and anxiety can be
amenable to change and could be targeted through
a work-focused intervention [5, 6]. Indeed, address-
ing physical and psychological demands post-breast
cancer surgery may help in reducing unemployment
rates for women living with and beyond breast can-
cer who may be less likely to RTW if their role is
more physically and/or psychologically demanding,
or if they have undergone mastectomy or chemother-
apy [7]. This is important as the ability to continue
working during treatment or transition back to work
following treatment can provide those living with
and beyond breast cancer a sense of ‘normalcy’ [8],
decreased social isolation, increased self-esteem [9],
and an increased QoL [10].

In addition, impaired work ability has an economic
impact on both the individual and society. For exam-
ple, in 2009 productivity losses due to cancer-related
morbidity accounted for approximately 83 million
working days across the EU, equating to D 9.43 bil-
lion. While these figures represent all cancers, breast
cancer had the second highest economic cost to the
EU however, accounting for 12% of all cancer costs
in 2009 [11]. While more recent data does not pro-
vide detail by cancer type, the total productivity loss
across Europe due to cancer morbidity in 2018 stood
at D 20 billion, more than doubling from 2009 levels
[12].

While several interventions have been piloted,
there remains a lack of evidence-based interventions
to support women returning to work after a diagnosis
of breast cancer [6, 13, 14]. This could be explained
by a historical lack of focus on survivorship research,
however in line with increase survival, research is
evolving in the area particularly in the past decade
[15]. A Cochrane review found it ‘remarkable’ that
there remains a paucity of vocational interventions in
cancer care [16]. This is echoed in a recent system-
atic review which observed interventions to support
women living with and beyond breast cancer in RTW
varying in content and delivery [15]. As a result, lit-
tle is known on what content should be included in
RTW interventions for this cohort, as well as how
these interventions should be delivered.

In response to recommendations for further
research in the area [6, 13, 16], we propose to
develop a work-focused intervention to support work

outcomes for women with breast cancer. Interven-
tion development is guided by the Medical Research
Council (MRC) framework for developing and evalu-
ating complex interventions [17]. It is acknowledged
under the MRC framework, that a ‘series of studies
may be required to progressively refine the inter-
vention before embarking on a full-scale evaluation’
[17]. As part of the intervention development pro-
cess, we conducted a consensus-building study on
a proposed intervention using the Nominal Group
Technique (NGT) as reported in this paper. The aim of
this study is to prioritise among key stakeholders the
content and delivery of a work-focused intervention
for women living with and beyond breast cancer.

2. Materials and method

2.1. Study design

The NGT is an adaptable consensus method that
seeks consensus in groups of individuals through four
steps; (i) idea generation, (ii) sharing of ideas, (iii)
refining ideas, and (iv) ranking preference for ideas
through anonymised voting [18]. While the design
is typically conducted face-to-face, the study was
adapted to an online format due to public health
restrictions of Covid-19. The NGT can be a valuable
approach in developing a work-focused intervention
as it facilitates key stakeholders to express views
on key components of the intervention, as well as
how to best approach implementation. It was chosen
over the Delphi Consensus technique for pragmatic
reasons; results were captured in real-time, and the
research team were able to use results to inform the
intervention immediately. Full ethical approval was
granted in July 2020 by the Faculty of Health Sci-
ences Research Ethics Committee, Trinity College
Dublin [REF: 2020403].

2.2. Participants and sampling

Key stakeholders including women living with
and beyond breast cancer, occupational therapists
with clinical experience in working with women
living with and beyond breast cancer and/or support-
ing individuals with health difficulties to return to
work, occupational therapy managers, directors/co-
ordinators of cancer support centres, and policy
informers were invited to participate in the online
discussion (Table 1) that took place in August 2020.
While definitions of cancer survivorship vary, more
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Table 1
Inclusion criteria

Women living with
and beyond breast
cancer

Occupational therapists Occupational therapy
managers

Directors of cancer
support centres

Policy informers
in cancer
survivorship

Age 18–66 years
(working age)

Returned to work
following a breast
cancer diagnosis in
the past two years (to
address recall bias)

Have clinical experience
in providing vocational
rehabilitation
interventions to
individuals with cancer
and/or have clinical
experience in oncology

Work in a health-related
service providing
occupational therapy services
to individuals with cancer and
have responsibility to
occupational resource
allocation in oncology
services in any Irish setting

Have experience in
overseeing/co-ordinating
a variety of cancer
survivorship programmes
(1 : 1, group, mixed)

Have experience
in developing
and/or influencing
cancer-related
policy in Ireland

recently it is regarded to commence at the time of
diagnosis and continue until death regardless of how
long post-diagnosis this may occur [19]. For the pur-
poses of this paper, the term ‘living with and beyond
cancer’ is used which also align with terminology
more recently adopted in Ireland [20]. Purposive sam-
pling was used in participant selection and involves
choosing a sample based on similar or identical traits;
in this case, key stakeholders who have experience
(across different perspectives) in RTW during and
after cancer. While NGTs typically vary between
two to fourteen members [21], a maximum of seven
is recommended to manage group dynamics [22].
However, because a range of stakeholders were rep-
resented at this workshop, it was aimed to recruit
up to three of each key stakeholder via social media
(Twitter). This number was set to account for any
potential attrition while still ensuring representation
of each cohort. All participants were required to be
able to attend a group-based online discussion via
Zoom Video Communications, Inc. software.

2.3. Data collection

An online workshop using the NGT was facilitated
by the first author. As part of the process, partici-
pants were posed a question, asking them to generate
ideas around a particular topic, share and refine them,
and then rank in relation to preference. The facilita-
tor did not prompt any ideas during discussion and
did not participate in anonymous voting. Questions
posed included:

� What content should be included and prioritised
for a work-focused intervention?

� What format should the intervention adopt?
(e.g., group-based, one-to-one etc)

� How should a work-focused intervention be
delivered? (e.g., online, face-to-face, telephone,
etc)

� If face-to-face, in what setting should the inter-
vention be delivered?

� If online, where would the intervention be best
set?

� What length should each individual session be?
� What overall length should the intervention be?

2.4. Study procedure

The study was advertised via social media in July
2020, where retweeting was encouraged. Potential
participants were invited to contact the researcher by
email or telephone to express interest in the study.
The researcher then issued the participant informa-
tion leaflet, consent form, and participant pack for the
potential participant to consider. The participant pack
included the agenda for the consensus workshop, as
well as questions to be posed during the workshop,
for the participant to reflect on. Signed consent forms
were returned via email. The consensus workshop
was hosted using the Zoom Video Communications,
Inc. platform and voting/ranking conducted using the
Mentimeter platform (www.mentimeter.com). Men-
timeter is a third-party platform specialising in online
interactive voting and ranking. The first author of this
paper facilitated the workshop and is an occupational
therapist by background with a Master’s in Clinical
Research. Seven questions were posed throughout
the workshop. Once a question was posed, partici-
pants were invited to complete a ‘silent generation
of ideas’, where they wrote down ideas to address
the question posed. Once complete, the facilitator
completed a ‘round-robin’, asking the group to share
their ideas, until all ideas were exhausted. All ideas
were written up onto a Microsoft® Word document
and shared with participants in real-time online. Par-
ticipants were then asked to discuss all ideas and
group items together into more targeted themes of
which they could vote on. Once topics/themes were
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refined, participants then prioritised items by ranking
them anonymously using the Mentimeter platform.
The number of items that participants rank depends
on the topic, with ranking of five topics common in
the literature [18, 22] however, this can be increased.
Results were available in real-time, where the partici-
pants could see the results to each question posed. All
steps were completed for each question before mov-
ing onto the next question. The workshop was not
recorded however fieldnotes were taken throughout.

2.5. Data analysis

Voting responses were captured by Mentimeter and
automatically populated onto an Excel spreadsheet
which weighted and ranked each item based on pref-
erences. Higher scores indicate higher preference as
per Delbecq & Van de Ven (1975) guidance [18]. For
example, if a question included five items for rank-
ing, the highest ranked item scores five, and the least
preferred of the five, scores one point.

3. Results

Twelve key stakeholders participated in the work-
shop; two women living with and beyond breast
cancer who had returned to work in the past year, three
directors of cancer support centres based in rural and
urban Ireland, three occupational therapists across
acute hospital and community settings, three policy
informers in cancer survivorship in Ireland, and one
occupational therapy manager in an acute hospital
setting. Participants voted only on items that they

perceived as suitable. As such, on some occasions,
not all items were voted on by all participants. The
workshop took place over two hours and 45 minutes
in August 2020.

3.1. Content

Several categories for content were generated
by participants and refined into six superordinate
categories following discussion. Six topics were gen-
erated by participants as core components for a
work-focused intervention (Table 2).

3.2. Format and delivery

Participants were posed two NGT questions; the
format and delivery of an intervention. The high-
est ranking preference was for a blended format
(group-based with an individual one-to-one compo-
nent) with nine first preference votes (Table 3). The
second highest preference was for a group-based
intervention, followed by an individual (one-to-one)
intervention which had no first preference votes.
Most participants preferred a blended approach to
the intervention delivery i.e., face-to-face and online
(Table 4). This was followed by face-to-face, online,
and via telephone, as second, third and fourth pref-
erence, respectively. Nine of the twelve participants
voted a blended approach as their first preference
for delivery. Every participant ranked the use of a
telephone as their lowest preference. Face-to-face for-
mat received three first preferences and eight second
preferences, whereas an online format received one
second preference and eleven third preferences.

Table 2
Ranked preferences for intervention content

Content Individual rank scores No. of votes Total group rank scores

Developing an RTW plan: a personal roadmap 6,6,6,6,5,5,5,5,4,2,1,1 12 52
Employment legislation, rights, and entitlements 6,6,6,6,6,4,4,4,3,3,2,1 12 51
Managing psychological side-effects in the workplace 6,5,5,5,4,4,4,3,3,3,2,2 12 46
Managing cancer-related fatigue and cognition in the workplace 6,6,5,5,3,3,3,3,2,2,2,1 12 41
Communicating with employers and colleagues 5,5,5,4,4,4,3,2,2,1,1,1 12 37
Managing physical side-effects in the workplace 4,4,3,3,2,2,2,1,1,1,1 11 24

Highest ranked preference = 6 points, second highest ranked preference = 5 points, etc.

Table 3
Ranked preferences for intervention format

Format Individual rank scores No. of votes Total group rank scores

Group and individual 3,3,3,3,3,3,3,3,3,2,2,2 12 33
Group 3,3,3,2,2,2,2,2,2,1,1 11 23
Individual 2,2,1,1,1,1,1,1,1,1 10 12

Highest ranked preference = 3 points, second highest ranked preference = 2 points, etc.
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Table 4
Ranked preferences for intervention delivery

Delivery Individual rank scores No. of votes Total group rank scores

Face-to-face and online 4,4,4,4,4,4,4,4,4,3,3,3 12 45
Face-to-face 4,4,4,3,3,3,3,3,3,3,3,2 12 38
Online 3,2,2,2,2,2,2,2,2,2,2,2 12 25
Telephone 1,1,1,1,1,1,1,1,1,1,1,1 12 12

Highest ranked preference = 4 points, second highest ranked preference = 3 points, etc.

Table 5
Ranked preferences for intervention setting (face-to-face)

Setting (face-to-face) Individual rank scores No. of votes Total group rank scores

Blended (>2 settings) 5,5,5,5,5,5,5,4,4,4,4,3 12 54
Cancer support centre 5,5,5,5,5,4,4,4,4,4,4,2 12 51
Community centre/parish hall 4,4,3,3,3,3,2,2,2,1,1,1 12 29
Primary care centre 3,3,3,3,3,3,2,2,2,2 10 26
Acute hospital 3,2,2,2,1,1,1,1,1,1 10 15

Highest ranked preference = 5 points, second highest ranked preference = 4 points, etc.

Table 6
Ranked preference for intervention setting (online)

Setting (online) Individual rank scores No. of votes Total group rank scores

Zoom Video Communications, Inc. 6,6,6,6,6,6,4,4,4,4,3,1 12 56
Google Meet 6,6,5,5,5,4,4,3,3,2,2,1 12 46
Microsoft®Teams 6,6,5,5,4,4,4,3,3,2,2,2 12 46
WebEx 6,5,5,5,5,4,3,3,2,2,2,1 12 43
Skype 5,5,4,3,3,3,3,2,2,1,1,1 12 33
Attend Anywhere 6,5,4,3,2,2,1,1,1,1,1,1 12 28

Highest ranked preference = 6 points, second highest ranked preference = 5 points, etc.

Table 7
Ranked preferences for intervention length

Overall length Individual rank scores No. of votes Total group rank scores

Six weeks 2,2,2,2,2,2,2,2,1,1 10 18
Four weeks 2,2,2,2,1,1,1,1,1,1,1,1 12 16

Highest ranked preference = 2 points, second highest ranked preference = 1 point.

3.3. Setting

Participants discussed the setting where the inter-
vention should be delivered. Both face-to-face and
online settings were explored. For a face-to-face set-
ting, a ‘blended setting’ received the highest ranking
with seven first preference votes and was defined
by participants as a mix of at least two settings
(e.g., cancer support centres and local community
halls) to provide greater reach (Table 5). Cancer
support centres were the second highest ranked set-
ting for face-to-face interventions, receiving five
first preference votes, and six second preference
votes.

For an online setting, participants generated six
settings to vote on (Table 6). Zoom Video Commu-
nications, Inc. was ranked highest. Google Meet and
Microsoft® Teams earned equal points, however as
Google Meet scored higher second preferences in

total, it was considered second ranked preference.
The Attend Anywhere platform (used by Ireland’s
National Health Service) was the lowest ranked plat-
form.

3.4. Intervention and session length

Participants discussed and voted on two temporal
aspects of the intervention. First, the overall length
of the intervention was discussed. Following brain-
storming, only two options were generated for voting
by participants: four or six weeks. Following vot-
ing, six weeks was prioritised for overall length of
delivery with eight first preferences votes (Table 7).
Second, the overall length of each session was dis-
cussed. Following brainstorming, three options for
the length of each session were discussed and voted
on: (1) 90–120 minutes (with tea break before or
after), (2) 60–90 minutes (with tea break before
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Table 8
Ranked preferences for session length

Session length Individual rank scores No. of votes Total group rank scores

90–120 minutes (tea break before/after) 3,3,3,2,2,2,2,2,2,2,2 11 25
60–90 minutes (tea break before/after) 3,3,3,3,3,3,2,1,1,1,1 11 24
120–150 minutes (tea break in between) 3,3,3,2,1,1,1,1,1 9 16

Highest ranked preference = 3 points, second highest ranked preference = 2 points, etc.

or after), (3) 120–150 minutes (with tea break in
between) (Table 8).

4. Discussion

From the NGT consensus, a six-week group-
based intervention with a single individual session
was prioritised. Sessions lasting 90–120 minutes
were preferred and consensus on content included
a personalised RTW plan, employment rights and
benefits, and managing common treatment side-
effects. Community-based settings were the preferred
delivery site over the acute setting for face-to-face
interventions, with Zoom Video Communications,
Inc. ranked the preferred online platform.

All content discussed by participants was work-
specific. Despite employment and cancer being
advocated as a key area for research, a Cochrane
review observed that there are no specific work-
focused interventions across any cancer cohort, citing
the finding as ‘remarkable’ [16]. Instead, interven-
tions are typically physical or psychosocial in nature
and only sometimes include a work component as part
of the overall content. Evidence suggests that inter-
ventions which are designed to target management
of a specific concern, such as work, result in signif-
icant effects on that specified outcome [23]. Much
of the content prioritised in this study was related
to education around self-management of treatment-
or disease-related symptoms, in the context of work.
For example, cancer-related fatigue was prioritised as
a topic, but content included recommendations for a
phased RTW, work-life balance, and prioritising work
tasks. Fatigue, cognitive changes, physical and psy-
chological side-effects have all been shown to impact
negatively on RTW yet are amenable to change and
could be targeted in a work-focused intervention to
enhance work outcomes [5, 6, 24]. Where there is lack
of evidence for work-focused interventions, future
studies can explore the impact and acceptability of
such content on enhancing work outcomes. Find-
ings of this study also indicated a higher preference
for blended approaches in format (individual and

group sessions) and hosting (face-to-face vs. online)
of a work-focused programme. However, O’Connor
et al. [25] reported that, there is no one-size-fits-all
approach to the delivery of survivorship programmes
and therefore perhaps a blended approach may have
been ranked highest by participants in this study out
of uncertainty. Despite this, use of the NGT offers
insight into subsequent preferences, where a group
format with face-to-face delivery were favoured
by participants. There are potential advantages in
delivering a work-focused intervention in a blended
format. It is widely acknowledged that group-based
interventions can provide a platform for peer-support
and learning [26], whereas adding an additional indi-
vidual session to the intervention could overcome
the complexities of specific job roles. While tested
interventions have typically been either group-based
or individual, the testing of blended approaches is
warranted.

In this study, community-based settings were the
preferred location for intervention delivery over a
hospital setting. This is not always reflected in prac-
tice, where often previous interventions have been
facilitated in the clinical setting. A Cochrane review
exploring the impact of interventions on work out-
comes among all cancer cohorts, reported that 13
of 15 interventions were based in hospitals [16].
The impact and implementation of community-based
cancer survivorship interventions has been previ-
ously successful, demonstrating potential promise for
delivery of work-focused interventions in the com-
munity setting [27, 28]. In recent times, however, the
Covid-19 pandemic has necessitated health-related
care to be delivered virtually. For this reason, par-
ticipants in this study were also asked to consider
preference for an online platform in which Zoom
Video Communications, Inc. was the highest ranked.
Zoom Video Communications, Inc., a cloud-based
platform for video and audio conferencing, is rel-
atively novel and has observed exceptional growth
since the pandemic [29]. Because of the novelty of
adopting Zoom Video Communications, Inc. as a
telehealth platform, there is limited evidence into
its acceptability and usability. Despite this, emerging
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evidence suggests promise for the implementation of
cancer survivorship programmes using Zoom Video
Communications, Inc. One study observed a surge
in participation having converted an interdisciplinary
cancer survivorship wellness group programme to
telehealth using Zoom Video Communications, Inc.,
however, did not report participant perceptions of
Zoom Video Communications, Inc. itself [30]. Future
studies for web-based interventions could consider
the acceptability and usability of cloud-based plat-
forms used.

The overall length of time for an intervention
and sessions is also important to consider. Findings
of this study indicated a preference for a six-week
intervention with weekly sessions of 90-120 minutes
each. In general, intervention and session length vary
widely across cancer survivorship interventions and
while overall programme length is regularly reported,
specific sessions lengths can be underreported. Time-
frames of sessions could be adapted depending on
an in-person or online intervention. For example,
there are several successful survivorship programmes
hosted face-to-face over two and a half hours, but this
could potentially be fatiguing if hosted in an online
format [27, 28]. Online interventions, on the other
hand, are typically shorter per session varying from
30 minutes to 1-2 hours [31–33]. The timing of pro-
grammes should be carefully considered based on the
context in which they are hosted. Participant percep-
tions could also be captured to determine feasibility
of session length online.

4.1. Strengths and limitations

This study offers a novel insight into stakeholder
perspectives when informing a future work-focused
intervention. To our knowledge, the NGT has not
been used as a method to prioritise a work-focused
intervention for cancer until now. The NGT can offer
a number of strengths; it increases the likelihood of
equal participation for all groups members and lim-
its researcher bias in analysis. Limitations were also
identified. For pragmatic reasons, one workshop was
hosted to determine priorities for a work-focused
intervention across five cohorts. However, it may
have added value to conduct independent workshops
for each cohort which could have highlighted com-
parison of priorities between groups and could have
provided a wider perspective with a larger number
of participants. Despite this, previous phases of the
study were conducted which explored perceptions
of women with breast cancer, healthcare profession-

als and employers on the content and delivery of
a work-focused intervention. Therefore, this phase
finalised preferences. Furthermore, additional topics
could have been explored such preference for multi-
disciplinary input however were not included due to
time constraints.

4.2. Impact on future research

Recommendations for future research include pilot
and feasibility testing of a work-focused interven-
tion for women living with and beyond breast cancer.
According to the MRC framework, following the
development stages of an intervention, the next stage
should be feasibility and piloting [17]. In this case,
testing procedures, estimating recruitment and reten-
tion, and determining acceptability prior to evaluation
and implementation of an intervention. A manual of
procedures will be developed to enhance interven-
tion fidelity [34]. This includes (but is not limited
to) a detailed version of the study protocol, proce-
dures for the administration of outcome measures,
and data management practices. The use of online
workshops using the NGT for group decision-making
for research is promising and could be considered for
other cancer cohorts in the future.

4.3. Impact on clinical practice

This study adds clarity on preferences amongst key
stakeholders in Ireland towards a work-focused inter-
vention for women living with and beyond breast
cancer. Clinicians interested in addressing work out-
comes could consider work-specific content in the
areas of fatigue, cognition, physical and psycho-
logical side-effects, education around employment
rights and benefits, and communication strategies
to manage employers and colleagues. Zoom Video
Communications, Inc. could be offered as a telehealth
platform, pending local policies, due to overall famil-
iarity with the medium. Community-based locations
could be more conducive to survivorship programmes
than the acute setting although the acute setting is
imperative in co-ordinating a clear survivorship path-
way for those living with and beyond cancer.

5. Conclusion

The focus of this online meeting was to prioritise
the preferred content and delivery of a work-focused
intervention for women living with and beyond breast
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cancer. A six-week predominantly group-based pro-
gramme was codesigned with key stakeholders. A
pilot of the proposed intervention will be conducted
to test for feasibility and acceptability.
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