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Abstract
Introduction Before referring patients to a palliative care ser-
vice, oncologists need to inform them about disease stage and
discuss prognosis, treatment options and possible advantages
of specialized palliative care (SPC). They often find this a
complex and emotionally difficult task. As a result, they
may refer their patients to SPC too late in the disease course
or even not at all. This study reports findings from interviews
with Belgian medical oncologists identifying the barriers they
experience to introduce palliative care to their patients with
advanced cancer.
Methods The interviews were semi-structured with open-
ended questions and were supported by a topic list. The tran-
scripts were analysed during an iterative process using the
grounded theory principles of open and axial coding until a
final coding framework was reached.
Results The study identified seven heterogeneous categories
of barriers which discourage oncologists from discussing pal-
liative care: oncologist-related barriers, patient-related bar-
riers, family-related barriers, barriers relating to the physician
referring the patient to the medical oncologist, barriers relating
to disease or treatment, institutional/organizational barriers
and societal/policy barriers. These categories are further re-
fined into subcategories.

Discussion These findings provide an explanation for the pos-
sible reasons why medical oncologists feel hampered in initi-
ating palliative care and consequently discuss it rather late in
the disease trajectory. The exploration and description of these
barriers may serve as a starting point for revising the medical
education of oncologists. They are also a reminder to hospital
management and policy makers to be aware of the impact of
these barriers on the daily practice of oncology.

Keywords Medical oncology . Communication . Palliative
care . Qualitative research

Introduction

During the past 20 years, increasing attention has been given
to the benefits of specialized palliative care (SPC). Previous
research has shown that early implementation of SPC has a
significant positive effect on quality of life (QOL) and surviv-
al [1, 2]. For patients with advanced cancer, SPC is advocated
within an integrated, multidisciplinary care framework in
which it can be considered alongside life-prolonging treat-
ments or as the main care approach [3–5].

Despite growing evidence that SPC should be a crucial
component of advanced cancer care, it is often considered
as terminal care. Standard oncology care today remains
focused on curing and life-prolonging treatments and is
often offered to patients without realistic discussion about
prognosis, the potential benefits and limitations of treat-
ments and the potential benefits of palliative care [6].
Several studies confirm that oncologists frequently refer
their patients to SPC late in their disease course [7–9], or
even not at all [10]. Preliminary studies of the barriers to
appropriate referral to SPC for physicians have uncovered
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numerous factors related to the disease, the patient, the
family and the referring physicians themselves [11].

Before appropriate referral to a palliative care service can
be undertaken, an honest and realistic conversation about dis-
ease stage, prognosis, possible therapeutic options and the
disadvantages of proposed treatments is crucial. Ideally, the
advantages of palliative care as a complementary approach
should also be discussed at this point [6, 12]. Initiating this
conversation is a difficult task for the medical oncologist.
Even experienced physicians often struggle when initiating
such complex and emotionally laden discussions [13, 14].
Very few studies have been carried out to explore the essence
of their struggle. This paper reports findings from an explor-
ative interview study among medical oncologists to gather in-
depth understanding of their experiences in communication
with advanced cancer patients. The aim of this paper is to
identify the barriers to introducing palliative care into discus-
sions with patients with advanced cancer.

Methods

Between Sept 2013 and July 2014, we conducted face-to-face
interviews with 15 certified medical oncologists working in
academic as well as non-academic hospitals in Flanders,
Belgium. All were involved in daily patient care, in in-
patient as well as out-patient clinic. In these settings, the med-
ical oncologists are considered the core members of a multi-
disciplinary care team that collaboratively develops a treat-
ment plan for each cancer patient and in all stages of the
disease. It is generally accepted that the medical oncologist
is responsible for all medical decisions and to discuss these
with the patient. Consequently, it is assumed that the medical
oncologist is responsible for the initial conversation about
palliative care.

The contact information of potential participants was ob-
tained through the membership list of the Belgian Society of
Medical Oncology (BSMO). Only Dutch-speaking members
were taken into consideration; 82 letters of invitation were
sent out and a follow-up telephone call was made to those
showing interest in the study to make an appointment for the
interview.

All interviews were conducted in Dutch by one of the au-
thors (MH) and varied in duration according to each partici-
pant’s time restrictions.

The interviews were explorative with open-ended ques-
tions and were supported by a topic list compiled according
to the results of an extensive literature review on the subject.
The topic list was dynamic and was revised continuously dur-
ing intermediate analysis. Complete anonymity of participants
was guaranteed and the interviews were audiotaped with the
consent of all participants.

Data collection ended when saturation was reached (i.e.
when additional data did not reveal new ideas, concepts or
themes) [15].

Analysis

Interviews were transcribed verbatim and the transcripts were
analysed using the grounded theory principles of open and
axial coding [15] and were coded with the qualitative data
analysis software NVIVO v10. The Grounded Theory ap-
proach entails an iterative process of coding and categorizing
the codes into major themes and patterns relevant to the re-
search question [15].

The analysis began by reading and re-reading the transcrip-
tions to get a preliminary understanding of the main themes
emerging from the interviews. One of the authors (MH) coded
the transcripts independently in open codes. During regular
meetings with the co-authors, with expertise in oncology, so-
cial science and psychology, interpretation of the open coding
process was verified and reconciled where necessary by com-
paring codes within and between transcripts. Subsequently,
the open codes that had common elements were grouped to-
gether into subcategories and categories. The authors LD, KP
and SVB re-read and re-coded random transcripts and consis-
tency of the subcategories and categories was discussed until
approved by all authors. The categorization of codes lead to
the identification of clusters of barriers at different levels. In
this study, we only focused on identifying barriers for each
identified category.

Results

Of the 82 who received letters of invitation, 15 certified med-
ical oncologists responded and were included in the study, 11
male and 4 female. Their ages ranged from 37 to 70 years and
they varied in work experience from 8 to 44 years (Table 1).

The average duration of the interviews was 47.93 min with
a range varying from 26 to 82 min.

Throughout the interviews, the participants reported vari-
ous and heterogeneous barriers discouraging them from initi-
ating discussions about palliative care, which we categorized
as shown in Table 2. Illustrative quotes of the medical oncol-
ogists for the categories and subcategories are presented in
Table 3.

Oncologist-related barriers

Emotional bondOncologists reported the difficulty they have
initiating discussions on palliative care if they have known the
patient and his or her relatives for a very long time (close
emotional bond) (s012) or, conversely, if they do not know
the patient at all (no emotional bond). A close emotional bond
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sometimes results in personal identification with the patient or
with their personal situation. They explained, for example,
that if the patient was someone young or with young children,
they found it very difficult to bring up palliative care (s002).

Emotional discomfort For a considerable number of oncolo-
gists, palliative care is still equated with terminal care and
death (s012). They were reluctant to bring it up as it is con-
sidered as admitting defeat and personal failure (s001). Some
of the oncologists experienced their own life-experiences of
having lost a relative as a barrier to discussing end-of-life
issues (s009).

Experience and competency Oncologists noted that initiat-
ing difficult discussions is something you get better at over
time (s028) and that inexperience could be a barrier, mainly
reported by younger oncologists. They also explained that
during their medical education, they had received very little
or no formal training on how to handle or initiate difficult
discussions (s009). Additionally, the medical education that
they had received focused mainly on treating and curing and
ignored the key principles of palliative care (s006). Some
oncologists reported that being able to handle difficult discus-
sions with patients and their relatives may simply be a matter
of personality (s009).

Patient-related barriers

Patient characteristics In hospitals with an ethnically diverse
patient population, oncologists reported language and culture
as important barriers. In some cultures, talking openly about
death, dying or even palliative care is not acceptable because it
is considered disrespectful or as causing loss of hope.
Language barriers also make it difficult to have the sort of
meaningful and deep discussion that is essential when talking
about end-of-life issues (s012). Some oncologists brought up
medical co-morbidities as a complicating factor, especially in
the case of geriatric or psychiatric patients (s010). A few ex-
perienced the patient’s level of intelligence or education as a
barrier to discuss palliative care because they fear that these
patients are unable to absorb the information properly (s025).

Emotional reactions Oncologists repeatedly reported diffi-
culty in handling a patient’s emotional reactions. Sadness
and anger were indicated as the most difficult emotions to deal
with (s025). Patients often tend to reject bad news or to deny
it, which obstructs the oncologist from introducing or continu-
ing the discussion (s005). They also indicate that patients have
an infinite trust and faith in medicine (s001), which gives them
unrealistic hope and expectations about their life expectation
or the potential for cure (s001).

Family-related barriers

Interactions Most patients are accompanied by one or more
close relatives during the consultation, which was generally
reported as supportive. However, relatives can be very con-
cerned to protect the patient from information that might be
painful for them and therefore may directly or indirectly im-
pede the oncologist from talking about palliative care (s025).
Some reported family disputes as a barrier (s013).

Individual traits Patients often tend to protect their relatives
by presenting themselves physically better than they actually
are. This creates or nourishes the unrealistic expectations of
the relatives (s022). According to the difficulties they have in
handling the emotional reactions of patients, oncologists also
feel hampered by the emotional reactions of relatives (s013).

Barriers related to the referring physician

Referral There are very few existing guidelines or protocols
on when to refer a patient to a medical oncologist (s025). The
vast majority of referrals are for the purpose of decisions re-
garding therapy rather than for diagnostic purposes.
Sometimes patients are only referred for phase 1 trials or for
a second opinion, and thus far too late in the disease trajectory
(s006).

AttitudeNot uncommonly patients are referred to the medical
oncologist with very little or even no communication about
the patient’s disease stage (s022). This makes it almost impos-
sible for oncologists to bring up palliative care in a first
consultation.

Table 1 Characteristics of the
medical oncologists who
participated in the study

N (N = 15)

Setting Academic 5

Non-academic 10

Relevant additional training Palliative care training 1

Communication training 4

Palliative care training + communication training 3

No palliative or communication training 7
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Table 2 Categorization of the barriers discouraging oncologists from initiating palliative care in discussions with patients with incurable cancer

Category Subcategory Open codes

Oncologist-related barriers Emotional bond Tight emotional bond/no emotional bond

Personal identification with patient/relative/personal situation

Emotional discomfort Feeling of failure

Discomfort with death and dying

Own life-experiences

Experience and competency Experience

Lack of training (in communication skills)

Focus of medical education on treating and curing

Personality

Patient-related barriers Patient characteristics Language/culture

Medical co-morbidities

Level of intelligence

Emotional reactions Sadness/anger

Denial/suppression

Unrealistic expectations

Infinite trust and faith in medicine

Giving up hope

Overly optimistic about life expectation

Family-related barriers Interactions Protection of the patient

Family disputes

Individual traits Unrealistic expectations

Emotional reactions

Barriers related to the referring physician Referral Lack of guidelines/protocols

Late referral

Attitude Reluctance to discuss disease stage

Barriers related to disease and treatment Disease trajectory Physical condition of the patient

Unpredictable trajectory

Unexpected progression

Therapeutic decisions Therapeutic options/phase 1 trials

Inability to estimate prognosis

Institutional/organizational barriers Availability of palliative care No palliative care service

Delay in availability of palliative care

Characteristics of the setting Cured-focused hospital culture

Academic hospital/phase 1 trials

Team dynamics and responsibilities Dissention within a team

Responsibility pressure

Practical organization Lack of space

Lack of time

Workload Too many responsibilities for the oncologist

Combination of activities

Support and coaching Lack of coaching or support

Lack of sharing experiences/problems with colleagues

Societal and policy barriers Palliative care stigma Negative connotation palliative care

Misunderstanding concept palliative care

Education and training Lack of integration of palliative care in medical education

Lack of CST

Predominance of curative model
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Table 3 Illustrative quotes for the barriers discouraging oncologists from initiating palliative care in discussions with patients with incurable cancer

Category Subcategory Illustrative quotes of the medical oncologists

Oncologist-related barriers Emotional bond Bfor me it’s very difficult when a patient of mine who I’ve been treating as an oncologist, becomes
palliative…^ (s012)

B… certainly when it is a younger patient, or a patient with kids of the same age as my own
kids…^(s002)

Emotional discomfort Byou have been treating your patient in a curative setting, and then suddenly comes the moment
that they have metastases and become incurable. Everything you have done before then, has
been basically useless. For a physician that equals failure…^(s001)

Bdeath… it’s just something so strange… so incomprehensible…^(s012)

Bthe first six months after my father in law died, I was crying with the patient each time I had to
bring bad news^(s009)

Experience and
competency

Bdiscussing palliative care is just something you get better in over time^ (s028)

Bduring my basic medical education I’ve never had any communication training… simply none at
all^(s009)

Bwe are trained to cure, and not being able to cure equals failure^(s006)

Bsome physicians don’t have this kind of empathy, because of who they are… their
personality…^(s009)

Patient-related barriers Patient characteristics BI always find it so difficult when the patient does not speak your own language. Then you should
bring the bad news via the family of with an interpreter, but you can’t communicate directly with
your patient... it feels so unnatural^(s012)

Bhonestly, as for geriatric patients, I’m not always convinced to say it…^ (s010)

BNot all people are of the same education level. Some have hardly attended school and other very
intelligent. With people who are intellectually somewhat limited, sometimes I’m really reluctant
to start that conversation. They just can’t capture the essence of such a conversation and besides
I’m so limited in time that I simply don’t have the time to explain it extensively…^ (s025)

Emotional reactions B… but the most difficult ones to handle, are the patients who are angry with us^(s025)

Bthere are patients who want to deny the truth, and you have to respect that, I think. But then I end
the discussion, I just stop talking…^(s005)

Boften you feel that patients have unrealistic expectations…^ (s001)

Bmedicine can cure anything at this time, that is in fact what patients are thinking^(s001)

Bat that moment, I often get the feeling that patients give up all hope^(s025)

Bif they hear the word ‘years’, patients will often then fill in the number of years for themselves.
And in the mind of some patients, that can be many years…^(s001)

Family-related barriers Interactions Bunfortunately, I often have had the experience that the family bluntly asks me not to tell the truth
to the patient^(s025)

Ba lot of family problems or disputes can influence the conversation^ (s013)

Individual traits Bfor example today, during a consultation it was the family member who kept asking for treatment
while the patient had already realized that it was not possible anymore. There was some
discrepancy and that is something we experience quite often with family^ (s022)

Bthe family can sometimes react very angry or emotionally…B(s013)

Barriers related to the
referring physician

Referral Bwithin the hospital there are no structural agreements or guidelines for when it is appropriate to
refer a patient to the medical oncologist^(s025)

B80 % to 90 % of the patients who are referred to me cannot be cured and will die within a very
short time because of their cancer^(s006)

Attitude Bit’s just so difficult if you are the first to communicate with the patient. Most of our patients are
referred by a surgeon or gastroenterologist and still know nothing about their disease^(s022)

Barriers related to disease
and treatment

Disease trajectory Bso many patients then ask me how long they have to live. While I don’t know. I find it so hard to
talk about it. I just don’t know…^(s010)

Bas a doctor you always have to rely on statistics, so you cannot clearly predict what will happen
to the patient^(s006)

Band sometimes it all goes so fast… the patient detoriates so fast. Then you have to talk about
dying, not palliative care!^(s022)

Therapeutic decisions Band then there are the phase 1 studies… Patients very often tend to enrol in such studies to delay
the palliative phase^(s028)
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Barriers related to disease and treatment

Disease trajectory Oncologists noted that talking about pal-
liative care was sometimes difficult because the patient is still
in good physical condition or responds well to the anti-cancer
therapy. As long as the patient feels well, despite poor prog-
nosis, a discussion of palliative care is considered to be rather
abstract because there are still some or more therapeutic op-
tions (s027). Due to the unpredictable development of some
cancers, the patient does not always go through the conven-
tional model of curative, life-prolonging, palliative and termi-
nal phases of medical care (s006). In some cases, patients have
an unexpectedly rapid progression, which, in addition to a
delayed referral, can prevent the chance to have discussions
about palliative care (s022).

Therapeutic decisions Patients with advanced cancer may
be referred to a medical oncologist for enrolment in a phase

1 trial, especially in academic centres. This may create
overly optimistic expectations or bring up new hope for a
treatment, putting the oncologist in a difficult position
from which to bring up palliative care (s028). Another
major barrier reported by oncologists was not having the
capacity to identify the ideal moment in the disease trajec-
tory at which to discuss palliative care because they cannot
estimate the prognosis of the patient (s010).

Institutional/organizational barriers

Availability of palliative care services Some oncologists re-
frain from discussing palliative care because there is no palli-
ative care service available in their own hospital or because of
the long waiting list for a palliative care service (s013).

Characteristics of the setting For some, the pervasiveness
of a hospital culture directed toward curative treatments

Table 3 (continued)

Category Subcategory Illustrative quotes of the medical oncologists

Btalking about palliative care when there is such a big range of therapeutic possibilities is
difficult^(s027)

Institutional/
organizational barriers

Availability of
palliative care

Bthen there is no palliative service available or a waiting list of several weeks and that’s the kind of
frustration you do not want to burden your patient with^(s013)

Characteristics of the
setting

Bin academic hospitals they are focused on treatment and therapies. Yes, that is their focus. They
have also the necessary equipment and a lot of money and they just keep on going through till
the end^(s028)

Bespecially for young patients, I will first look for some phase 1 trials to enrol in before I think
about palliative care^(s022)

Team dynamics and
responsibilities

Bactually, the treatment of the patient is spread over many different people within a team. They all
must be willing to cooperate with the medical oncologist. If then you start talking about
palliative care and the team does not agree, then it fails^(s023)

Bif you can share that responsibility, it would be a lot easier^(s006)

Practical organization BI do not think you can have this kind of discussion in a shared hospital room. And there is not
always a separate space available^(s001)

Bthe most frustrating think is the lack of time we have for our patients^(s007)

Workload B…among all the other 83 things you should be doing during your day^(s013)

Bto communicate you have to be relax, but in your mind you’re are dealing with so many things at
the same time^(s028)

Support and coaching BBecause we never get coaching from nobody. We just have to swallow everything. It’s actually a
little unbelievable that there are so few known burnouts among medical oncologists because all
we have is bad news^(s002)

Bfor so long I’ve have been looking for colleagues who want to share experiences together, in a
sort of group. But so far I’ve found nobody^(s006)

Societal and policy
barriers

Palliative care stigma Bfor most of my patients the chemo is palliative intended. But the connotation of the word
‘palliative’ equals for the most of them ‘the end’^(s022)

Bthe problem with the word ‘palliative’ is that ‘palliative care’ is a terrible word for most people.
Because they confuse it with being terminal. So I always try to explain that palliative actually
means that we no longer treat the patient for cure, but to live as long as possible live as
comfortably as possible. But in fact I found it very difficult to use that word^(s012)

Education and training Bduring my internship, not once have I entered a palliative care ward^(s001)

Bmy generation did not learn to communicate with patients^(s012)

Bduring the medical education we are taught: ‘we are doctors, we have to cure!’^(s006)
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with very little attention given to palliative care was expe-
rienced as a barrier, particularly in academic hospitals
(s028). The possibility of phase 1 trials was often linked
to this specific culture (s022).

Team dynamics and responsibilities Lack of consensus
across the care team had a perceived impact on the decision
of the oncologist to discuss palliative care with the patient
(s023). Instead of feeling empowered by the team, they feel
solely responsible for the decision to introduce palliative care
to the patient (s006). Oncologists’ own perception of their
responsibilities in the care of the patient had an influence on
their motivation to discuss palliative care; a few defined their
mandate in terms of curative rather than palliative and there-
fore tended to avoid mentioning palliative care in their discus-
sions with the patient.

Practical organization Some oncologists mentioned in par-
ticular the lack of an available space to talk quietly and openly
(s001), the practical organization of their consultations and the
lack of available time due to a too high rate of consultations
(s007).

Workload For many of the oncologists, there is a wide range
of responsibilities such as managing and supervising patient
treatment, keeping patients and relatives informed, filling in
electronic clinical records, checking medical and laboratory
tests, managing the multidisciplinary care team, overseeing
care of hospitalized patients and being on call and standby
(s013). The combination of these activities can be demanding
and stressful resulting in psychological and emotional exhaus-
tion (s028). This may result in a barrier for oncologists to
discuss difficult issues, especially when they have many
‘bad news discussions’ in one day.

Support and coaching They all agreed that they have few
opportunities for support, in particular after highly emotional
discussions (s002). Their position at the top of their team, as
they perceive it, reduces opportunities for the sharing of ex-
periences or for sitting together discussing and reflecting on
specific problems or stressful aspects of their job within the
team or with colleagues from another team (s006).

Societal/policy barriers

Palliative care stigma Oncologists frequently reported that
talking about palliative care was avoided because of the stig-
ma surrounding it and its associations with terminal care,
death and giving up hope (s022). Among patients and even
among the general public, there is an important misunder-
standing of the concept ‘palliative care’ which withholds the
oncologists to openly use the word ‘palliative’ (s012).

Education and training All oncologists reported that they
had received no formal training in communication skills
(s012) or palliative care (s001) during their medical education
or specialist training. Additionally, they were all educated in
the curative model meaning that their medical training is
geared to the imparting of information and skills with the goal
of cure and disease control rather than the attitudes and com-
petencies required to provide high-quality palliative care
(s006).

Discussion

Palliative care in Belgium is largely delivered by the pri-
mary health care teams, with referral to SPC when some
aspects of patients or needs are too complex and are un-
able to be met within the current care framework. In this
model, palliative care is—not yet—standard for every ad-
vanced cancer patient despite scientific evidence of the
advantages of palliative care [2, 5]. Additionally, this
study reveals that the medical oncologists still entertain
the ‘old’ concept of palliative care in their minds in which
palliative care is thought to be the very last option once
patients have exhausted all potentially curative or life-
prolonging treatments and have reached the terminal
phase of their disease. This concept of palliative care
makes it difficult for oncologists to estimate when it is
appropriate to initiate palliative care, with a high risk that
is often initiated late in the disease trajectory. Moreover,
we see that this concept of palliative care is still predom-
inant among patients, families and on societal level. This
reinforces the idea that referring a patient to or even
talking about palliative care is giving up hope, or giving
up on the patient. Many oncologists in this study have
expressed the concern that a referral to palliative care
would destroy a patient’s hope. In other words, the con-
cept of palliative care, as stated by the WHO [16, 17], is
not yet accepted among medical oncologists nor among
the general public. These findings are supported by the
results of a study by Granek et al. (2013) showing that
the stigma surrounding palliative care services is an im-
portant barrier for oncologists to talking about end-of-life
care and palliative care.

It is important, however, to recognize that patients do
not necessarily need to choose between cancer treatments
and palliative care but can take advantage of both in op-
timizing their quality and even quantity of life under a
simultaneous care model [2, 5, 18]. In this model, pallia-
tive care starts at the moment of cancer diagnosis, togeth-
er with the curative or life-prolonging treatment improv-
ing QOL throughout the entire course of the illness [18].
Shifting the mind-set of oncologists, patients, families and
society to this ‘new’ model could remove the stigma and
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allow palliative care to be openly discussed as from the
start of the disease trajectory. This change of mind-set
would also allow medical oncologists working in academ-
ic settings or engaged in clinical research and burdened
by the pressure of recruiting patients for phase 1 trials to
overcome the barrier they experience when working in
this setting. If palliative care is introduced at the moment
of diagnosis, and included throughout the entire treatment
trajectory, there should no conflict of interest for the med-
ical oncologist when enrolling the patient in a phase 1
study [19, 20]. More education in palliative care, or struc-
tural implementation of palliative care in the medical ed-
ucation, could be an important first step to achieving this
change of mind-set.

In this study, the medical oncologists repeatedly spoke
about lack of training in communication skills during their
medical training. Within oncology, communication is a
core skill but research indeed confirms that few oncolo-
gists or cancer specialists have received formal communi-
cation training [21]. Hence, oncologists often feel uncer-
tain about how to communicate with patients effectively
and how to respond to the challenging and intense emo-
tions that emerge in difficult discussions such as those
about palliative care. The specific result of our study
was also supported by the study of Granek et al. (2013).
Specific training programmes to improve oncologists’
communication skills could overcome this barrier.
However, in every medical discipline, bad news or diffi-
cult information must be given to patients and families;
recognition that physicians in any medical specialty may
require further training to improve their communication
skills is therefore essential.

For many medical oncologists, oncology is a rewarding
profession but also very demanding and stressful. Their
intention to initiate a palliative care discussion is often
hindered by accumulations of bad news, treatment failure,
patient suffering and the prospect of imminent death, in
combination with increasing administrative burdens, time
constraints and practical imperatives. This may lead to per-
sonal distress manifesting as depression, anxiety and fa-
t i g u e a n d e v e n t u a l l y l e a d i n g t o b u r n o u t o r
depersonalisation (i.e. psychological detachment from the
job) for which they report to receive little or no support.
Indeed, in a survey of cancer care professionals in
Flanders, 51 % of the oncologists suffered from emotional
exhaustion and 31 % from depersonalisation [22]. In an-
other survey among US oncologists, 38.3 % had high emo-
tional exhaustion, 24.9 % had high depersonalization and
44.7 % had at least one symptom of burnout (e.g. a high
emotional exhaustion score or high depersonalisation)
[23]. Detachment has long been promoted as a necessary
condition for good medical practice; however, recent re-
search indicates that the acceptance by oncologists of their

own emotional and empathetic responses does not neces-
sarily influences their capacity for objective clinical rea-
soning but is in fact an appropriate attitude in of end-of-
life decision-making [24]. It is important to note that it is
the oncologists’ perception that they have very little oppor-
tunities to seek support, when in fact this could also be a
consequence of their training and of the stigma of the phy-
sicians seeking emotional support following conversations
about palliative care with patients and their families.
Nevertheless, the improvement of the quality of communi-
cation about palliative care in oncology will also require
efforts in supporting and coaching medical oncologists.

Strengths and limitations

Although this study provided a number of important results, it
also has some methodological limitations.

During analysis of the interviews, we applied The
Grounded Theory approach which entails an iterative pro-
cess of coding and categorizing the codes into major
themes and patterns. However, we only focused on iden-
tifying the essential subcategories and categories. The
classification into subcategories and categories and the
in-depth description of the barriers will eventually help
us to develop a middle range theory on how barriers at
different levels can enhance the communication on palli-
ative care. It is clear that this study is only a first step
inventory and follow-up work is needed on developing a
‘grounded’ theory for communication on palliative care in
oncology.

We only interviewed medical oncologists in Flanders, so
the sample of this study is not representative for all Belgian
medical oncologists. Similarly, our findings cannot be gener-
alized to physicians from other disciplines such as organ-
oriented oncologists, surgical oncologists or radiation
oncologists.

Additionally, all oncologists interviewed in this study par-
ticipated voluntarily which may indicate that despite the re-
ported barriers, they are aware of the advantages of palliative
care but do initiate discussions of palliative care; we could
expect the barriers to initiating palliative care to be even more
pronounced among oncologists who are not convinced of its
advantages and tend to avoid it.

Despite its limitations, this study provided an opportu-
nity to get inside the minds of the medical oncologists. To
our knowledge, it is only the third study of his kind; most
existing studies focus on the barriers for referral to pallia-
tive care services while much less is known about the very
first discussion on palliative care prior to the referral pro-
cess. It might be possible that some of the barriers for
referral to palliative care are related to the barriers oncolo-
gists face when initiating it.
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