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Abstract

Purpose Palliative care is integrated into hematological malignancy care less frequently than in the care for patients with
solid tumors. Therefore, this study aimed to better understand the perspectives and experiences of clinicians regarding inte-
grating palliative care for patients with hematological malignancies.

Methods Interviews were conducted with clinicians who care for hematological patients. The interviews were analyzed
using thematic analysis.

Results Participants acknowledged the importance of integrating palliative care. However, they noted that patients with
hematological malignancies often have a more unpredictable disease course than patients with solid tumors. Unpredictabil-
ity and the potential for rapid deterioration were identified as main barriers to the integration of palliative care. In addition,
participants indicated that the availability of multiple treatment options may result in a tendency to prioritize these treat-
ments over integrating palliative care. The participants recommended that palliative care should have a prominent position
in the hematology curriculum and suggested that including palliative care topics in conferences could enhance awareness.
Conclusions To integrate palliative care into hematological malignancy care, it is necessary to enhance the knowledge
and awareness of palliative care among hematological clinicians. A two-track approach, where both curative and palliative
pathways coexist, could facilitate the integration of palliative care.

Keywords Palliative care - Palliative supportive care - Hematological malignancies - Blood cancer - Clinicians - Qualitative
research

Clinicians in hematological malignancy care rec-
ognize the value of integrating palliative care but face
barriers like the disease’s unpredictable course and chal-

Novelty statement

What is the new aspect of your work?

This study highlights the importance of a two-track
approach to integrate palliative care into hematologi-
cal malignancy care, addressing unique challenges such
as the disease’s unpredictable course and the tension
between maintaining hope and initiating palliative care
discussions, while also emphasizing the distinct roles of
hematology teams and specialist palliative care teams in
managing complexity.

lenges in initiating discussions, highlighting the need
for increased awareness, knowledge, and a two-track
approach to enhance integration.

What is (or could be) the specific clinical relevance of
your work?

This study offers valuable insight into the intricate
aspects of care for patients with hematological malig-
nancies and the difficulties encountered by their clini-
cians in integrating palliative care into hematological

2. What is the central finding of your work? malignancy care.

Extended author information available on the last page of the article
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Introduction

Worldwide, cancer is a leading cause of death and a
significant impediment to life expectancy [1]. It is esti-
mated that there will be approximately 28.4 million new
cases of cancer worldwide in 2040, representing a 47%
increase from the 19.3 million cases recorded in 2020
[2]. Consequently, there will be an increased demand for
palliative care services and a need to improve the inte-
gration of such care into standard oncology care [2, 3].
The World Health Organization (WHO) defines pallia-
tive care as “an approach that improves the quality of life
of patients and their families facing challenges whether
physical, psychological, social or spiritual associated with
life-threatening illness” [4]. The importance of integrat-
ing palliative care services into oncology care is widely
acknowledged [5-7]. A body of evidence suggests that
palliative care can benefit cancer patients and their loved
ones in several ways, including improving their quality
of life, reducing symptom burden, preventing inappropri-
ate end-of-life care, increasing satisfaction with care, and
improving caregiver outcomes [5, 7, 8].

In 2022, hematological malignancies constituted
the fifth most frequently diagnosed type of cancer in
the Netherlands. The incidence has doubled in the last
25 years, and the mortality rate in the Netherlands was
3.956 in 2021 [9]. Hematological malignancies are char-
acterized by a heterogeneous disease course and potential
for curability, with disease progression being unpredict-
able and potentially deteriorating rapidly at the end of life
[10]. These factors may contribute to the complexity of
providing timely palliative care for patients with hema-
tological malignancies [11].

Patients diagnosed with hematological malignancies
receive palliative care less frequently and at a later stage
of their disease than patients with solid tumors [14].
Nonetheless, these patients experience a physical and
psychological symptom burden that is comparable to
that of patients with advanced solid tumors [15]. Patients
with hematological malignancies had less advance care
planning conversations, were less likely to be referred to
a specialist palliative care team (SPCT), and were more
likely to receive care in the intensive care unit in the last
30 days of life [16] [17].

Clearly, the integration of palliative care into hematologi-
cal oncology is still lagging behind [12, 13]. Therefore, this
study aimed to gain a deeper understanding of the perspec-
tives and experiences of hospital clinicians regarding the
provision of palliative care to patients with hematological
malignancies and to identify the barriers and facilitators they
perceive in integrating timely palliative care into standard
hematological malignancy care.
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Methods
Study design and setting

Semi-structured interviews were conducted to gain insight
into the experiences, perspectives, barriers, and facilitators
of clinicians regarding the integration of palliative care into
hematological malignancy care in the Netherlands. In the
Netherlands, an integrated generalist and specialist palliative
care model is used, in which all health professionals should
be prepared and adequately trained to provide generalist pal-
liative care to their patients and to manage patients with
complex palliative care needs in close collaboration with
dedicated palliative care specialists. Every Dutch hospital
that provides oncology care has a specialist palliative care
team, which offers both inpatient and outpatient palliative
care and supports other healthcare professionals in deliver-
ing generalist palliative care [18]. The Consolidated Criteria
for Reporting Qualitative Research (COREQ) checklist was
used for reporting [19].

Study population

Convenience sampling was used to recruit clinicians experi-
enced in treating patients with hematological malignancies.
The participants were recruited primarily through the net-
work of the Netherlands Comprehensive Cancer Organiza-
tion (IKNL) and via social media. Individuals were invited
to contact the researcher (B.M.B.) via email to request fur-
ther information regarding the content and purpose of the
study. Clinicians were eligible to participate if they worked
in a hospital in the Netherlands, cared for hematological
patients, and were older than 18 years. To obtain a broad
range of perspectives and experiences, clinicians working
at different types of hospitals, including academic medical
centers, tertiary care hospitals, and general hospitals, were
included.

Data collection

In-person interviews were conducted in March and April
2024 in private rooms within the hospitals where the par-
ticipants were employed, until data saturation was reached.
The mean duration of these interviews was 45 min. A sum-
mary of topics and questions was used as an interview guide,
which was developed by the researchers L.B., N.R., C.K,,
and B.M.B. The guide was based on existing literature
and the expertise of researchers and clinicians. The guide
consisted of the following topics: descriptive information,
perspectives and experiences of integrating palliative care
into hematological malignancy care, added value of integrat-
ing palliative care into hematological malignancy care, and
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Table 1 Sociodemographic characteristics of the participant

n=16

Profession, n

Hematologist

Hospital physician hematology
Physician assistant hematology
Hematology nurse specialist

Hemato-oncology nurse

— N A = =

Palliative care nurse specialist
Gender, n

Female 11
Age, mean (range) 49 (34-75)
Type of hospital, n

Academic medical center

Tertiary care hospital

General hospital 2

Training in palliative care, n*

Yes 10

Years of work experience in current position, mean 15 (3-40)

(range)

Years of work experience in healthcare, mean (range) 21 (10-42)

*Training included for physicians: a basic palliative care training, an
8-day course in palliative care, or a 2-year continuing medical educa-
tion in palliative care. Training included for nurses: 8-day course in
palliative care, continuing nursing education in oncology or a 1-year
continuing nursing education in palliative care

barriers and facilitators in the integration of palliative care.
Furthermore, participants were asked to complete a short
questionnaire in order to collect socio-demographic data,
including age, gender, current occupational role, type of
hospital where the participant was employed, years of work
experience in healthcare, years employed in the current posi-
tion, and training in palliative care (Table 1). All interviews
were conducted, audio recorded, transcribed verbatim, and
supplemented with field notes during and after the interview
by one researcher (B.M.B.). The process of data collection
and analysis was cyclical, with constant comparison. The
final version of the interview guide is presented in Supple-
ment 1.

Data analysis

The interview transcripts were analyzed using thematic anal-
ysis, based on the six phases described by Braun and Clarke
[20]. Data familiarization involved reading and rereading
the transcripts in preparation for coding. The data were then
coded systematically and inductively by two independent
researchers (B.M.B. and L.B.) to establish interobserver

reliability and discussed with a third researcher (H.P.). The
use of a constant comparative method within and across
interviews enabled the identification of recurrent patterns
or themes. Subsequently, these were interpreted through the
exploration of meaning and connections. Multiple rounds
of coding and an active search for deviant cases refined the
themes, resulting in a comprehensive understanding of clini-
cians’ perspectives, experiences, barriers, and facilitators.
Quotes were used to illustrate the emerging themes. ATLAS.
ti software version 24.1.1, a qualitative analysis package,
was used for thematic analysis of the data [21].

Results

A total of 16 clinicians from 14 different hospitals across
the Netherlands were interviewed. The participants had a
mean age of 49 years (range: 34-75), with a mean work-
ing experience of 15 years in their current position (range:
3-40). The study included 13 treating hematology clinicians
(seven hematologists, one hospital physician hematology,
four nurse specialists, and one physician assistant) and two
hemato-oncology nurses. Additionally, one nurse specialist
from the palliative care consultation team was interviewed.
The hospital physician hematology provides general care
on the hematology ward. Due to their broad training, hospi-
tal physicians are able to maintain an overview of multiple
conditions that patients may have. The training to become
a hospital physician is a recognized postgraduate medi-
cal specialization that lasts three years. The palliative care
nurse specialist and the two hemato-oncology nurses were
included based on their experience with hemato-oncology
teams and providing palliative care to these patients, rather
than their involvement in direct treatment of the malignancy
itself. In the present study, 10 out of a total of 16 respond-
ents reported having undergone some form of training in
palliative care. For the physicians, this included one of
the following programs: a basic palliative care training, an
8-day course in palliative care, or a 2-year continuing medi-
cal education in palliative care. The training programs for
nurses comprised the following options: an 8-day course in
palliative care, continuing nursing education in oncology,
or a 1-year continuing nursing education in palliative care.
(Table 1).

Four themes were identified: perspectives on integrating
palliative care in hematological malignancy care, barriers
due to characteristics of hematological malignancy, barriers
due to attitudes and beliefs, and facilitators to enhance the
integration of palliative care (Table 2).

@ Springer
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Table 2 Subthemes and quotes per theme

Perspectives on integrating palliative care in hematological malignancy care

Subthemes

Quotes

The added value of palliative care into hematological care

The pivotal role of specialist palliative care teams in the care of
patients with hematological malignancies

Barriers due to characteristics of hematological malignancy
Subthemes
The unpredictable course of disease and rapid deterioration

The lack of a clear starting point for palliative care in hematological
malignancy care

“For me, palliative care, is about ensuring quality of life until death.
Very often this last phase is somewhat overlooked or not discussed
enough, but you can still provide a lot of quality even if you can’t cure.
You start to talk about other things that can bring someone comfort
or happiness, rather than focusing on treatments that aim to cure.
That’s what I find beautiful about palliative care. How do you say it?
It’s about looking at quality in a different way.”—Hospital Physician
hematology

“They (SPCT) ask about what matters most in the last moments, family
relationships, faith and spiritual care. They look at a much bigger pic-
ture than just the diagnosis. I know the patient and what is important
to them, but they look at much more than that.”—Hematology nurse
specialist

“Collaboration with the specialist palliative care team becomes prob-
lematic when there is overlap and interference with medical manage-
ment. For example, if they start saying that a certain therapy has a
low chance of success and advise against, or if we've already made a
pain management plan and the palliative care team gives the patient
different advice.”—Hematologist

“I find the palliative care team here at the hospital very supportive and
approachable, and we have been able to reach out to them more and
more. But sometimes it is still at the very end.”—Hospital physician
hematology

Quotes

“The unpredictability of the disease further complicates the situation.
For example, if the disease recurs and is no longer treatable, it often
progresses rapidly. In contrast to some solid malignancies, where
you can weigh up treatment options and consider palliative care that
might prolong the patient’s life for another year and a half, in our
case it’s just a matter of weeks. Some patients die within a week of the
discussion.”—Hematologist

“One of the challenges in hematology is that the prognosis is difficult to
predict and there are many complications. Patients can also suddenly
develop an infection that is hard to treat and can lead to unexpected
deaths. It’s always uncertain whether someone will survive such an
infection. Unexpected events can always happen in hematology.”—
Hematology nurse specialist

“Timely initiation of palliative care is a challenge because it is difficult
to determine within hematology. When I first came to the hospital, 1
was told that palliative care didn’t exist in hematology. Everyone can
be treated with curative intent initially, which creates a difficult ten-
sion. In solid oncology, many patients are diagnosed with metastatic
disease, and you know, even if it’s ten years, they’re going to die of it
eventually. So, the whole treatment plan is already focused on pallia-
tion and prolonging life. In contrast, almost everyone in hematology
can be treated with curative intent, although not everyone will be
cured. This makes it very difficult to determine when to introduce pal-
liative care.”—Hospital physician hematology

“I find it difficult to create a specific care pathway for hematological
cancers. For example, first, you receive the diagnosis, then you start
treatment, and in week seven week you should have a conversation
about palliative care. And, something always happens with hematol-
ogy patients. They often end up here (hospital) because of a complica-
tion, which makes it impractical to have such conversations calmly at
that time.”—Hematologist

@ Springer
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Table 2 (continued)

Perspectives on integrating palliative care in hematological malignancy care

Subthemes

Quotes

The multitude of treatment options discourages consideration of pal-
liative care

Barriers due to attitudes and beliefs
Subthemes

Holding on to hope and its necessity for enduring the intensive treat-
ments

The difficulty of discussing palliative care for clinicians

Facilitators to enhance the integration of palliative care
Subthemes

Increasing awareness and knowledge of palliative care in hematology

Implementation of a two-track approach can support palliative care
integration

“In oncology, you often have a longer trajectory where you can already
see it coming. So, you start with palliative chemotherapy, which works
for a while and then it doesn’t. So, it should be similar in that sense.
However, in hematology we are often still on a curative path. For
example, with AML, if you're in remission and you follow up with a
DLI, you still have a 30 to 40 percent chance of a cure. And a cure is
a cure. It means living longer. Oncology can’t offer that.”—Hematolo-
gist

“Patients often receive a diagnosis out of the blue and start their treat-
ment right away. There’s a lot of information to process and some-
times there’s no time to discuss what to do if things don’t go well. It’s
hard to find the space for that, although it’s important. Because the
train of hematology treatments keeps moving, there’s rarely a pause to
consider palliative care or to accept that things might take a different
turn.”—Hematology nurse specialist

Quotes

“It’s also about hope that you don’t want to take away from them
(patients). This makes it difficult because a patient might feel that you
(healthcare professional) are already being negative by discussing
what could go wrong. You don’t want to take away their hope.”—
Hematology nurse specialist

“Sometimes, it’s easier to offer another treatment rather than to have
the difficult conversation about where the patient wants to die or how
they envision the final phase. Sometimes, there isn’t enough time for
these discussions, or people find them difficult. In these cases, it can
be more convenient to offer to try another treatment instead.” - Hema-
tologist

Quotes

“I think it’s all about explaining. That applies to a lot of things. |
explain to many patients that I use the term palliative care, and then
I clarify that it doesn’t mean terminal, but that people often live
for many years. So, it’s just a matter of explaining to the individual
patient what you mean.” — Hematologist

“Attention to palliative care is growing, but when I attend my oncology
conferences, palliative care and the option not to treat are very promi-
nent. At hematology conferences, however, it remains a neglected
topic, with the focus primarily on treatment options.” — Hematologist

“A two-track approach will help. 1 think it’s particularly beneficial
for hematology. It allows hope to be maintained, which we know is
crucial and is supported by research. So, with this two-track approach
hope can be sustained. But at the same time, it’s important to prepare
for the possibility that things may not go as planned and to think
about what is essential, including the quality of life in the present
moment.” — Palliative care nurse specialist

Perspectives on integrating palliative care
in hematological malignancy care

The added value of palliative care into hematological care

The participants identified improvement of quality of life as
the primary added value of palliative care for patients with

hematological malignancies. Participants emphasized that

palliative care provides a peaceful space that allows patients
to focus their energy on intensive medical treatments. The
importance of preparing patients for potential complications
at the end of life and of discussing the wishes of patients and
their loved ones as an integral aspect of hematological care
was also underlined.

“For me, palliative care, is about ensuring quality of
life until death. Very often this last phase is somewhat

@ Springer
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overlooked or not discussed enough, but you can still pro-
vide a lot of quality even if you can’t cure.”—Hospital Physi-
cian hematology.

The pivotal role of specialist palliative care teams

Participants reported that they involved the SPCT when deal-
ing with complex cases, such as instances of uncontrollable
pain. They stated that the SPCT was seen as an additional
component to the general palliative care they provided. Par-
ticipants indicated that they found it valuable that the SPCT
looked at the patient from a different perspective, thereby
providing a broader understanding of the patient and offering
insights that may not be apparent to the hematologist. Such
insights included, for instance, spiritual wishes related to
the end of life. Additionally, it was noted that patients may
disclose more information to an external healthcare profes-
sional from the SPCT than to their hematologist.

Participants also reflected on the difficulties and chal-
lenges with involving the SPCT. A clear delineation of
roles was essential, according to the participants, and they
preferred the SPCT in a more supportive role and not being
(too) involved in medical decisions. Some of the nurse spe-
cialists working in the hematology outpatient clinic indi-
cated that they were less likely to involve the SPCT, cit-
ing that they were managing the palliative care themselves
and often had a long-standing care relationship with the
patient. In addition, participants indicated that patients did
not always appreciate the involvement of another healthcare
professional at this stage.

“Collaboration with the specialist palliative care team
becomes problematic when there is overlap and inter-
ference with medical management.”- Hematologist.

Barriers related to characteristics of hematological
malignancy

The unpredictable course of disease and rapid
deterioration

Participants noted that patients with hematological malig-
nancies often have a more unpredictable disease course than
patients with solid tumors. The disease course can vary from
long periods of stability to a sudden decline and sometimes
leading to death within days of diagnosis. Therefore, the
goal of treatment can suddenly and unexpectedly shift from
a primary focus on cure to discussions about impending end
of life.

These were identified as important barriers to the inte-
gration of palliative care for patients with hematological
malignancies.

@ Springer

The lack of a clear starting point for palliative care

Given the inherently unpredictable nature of hematologi-
cal malignancies, participants expressed they found it dif-
ficult to identify the optimal time to initiate palliative care
discussions. This difficulty is further compounded by the
initial curative intent for many patients with hematological
malignancies.

Participants noted that there is no clear, universally
accepted point at which palliative care should be initiated.
Furthermore, due to the variable course of hematological
malignancy, the moment at which clinicians integrate pal-
liative care differed considerably, varying from the moment
of diagnosis to the point where no further treatment options
are available. The unexpected and rapid deterioration was
mentioned as a reason for having insufficient time to initiate
palliative care discussions or to involve the SPCT.

The multitude of treatment options discourages
consideration of palliative care

Participants acknowledged that many patients with hemato-
logical malignancies have access to a wide range of treat-
ment options with a high potential for cure. Most participants
expressed that the availability of multiple treatment options
and the high potential for cure may result in a tendency to
prioritize these treatments over integrating palliative care.
The clinicians’ primary focus on the treatments hinders their
ability to engage in palliative care conversations.

Participants also noted that, in their experience, patients
with hematological malignancies are often not receptive to
palliative care. This may be due to the numerous intensive
treatments they undergo and the focus placed on these treat-
ments. Moreover, during the course of these treatments,
according to the participants, both the patient and the clini-
cian find themselves lacking sufficient opportunity to discuss
palliative care.

Barriers due to attitudes and beliefs
Holding on to hope

Participants expressed their concern that initiating a discus-
sion about palliative care may diminish patients’ hope. The
participants noted that patients have the desire to maintain
hope, as this is essential for them to endure the rigors of
intensive treatments for hematological malignancy. Further-
more, since most patients with hematological malignancies
have access to potentially curative treatments, each new
treatment offers a new opportunity for hope.

However, participants acknowledged that the need to
maintain the patient’s hope creates a conflict with the need
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to discuss palliative care, which needs to be addressed in
order to ensure the best possible care for the patient.

“It’s also about hope that you don’t want to take away
from them (patients). This makes it difficult because a
patient might feel that you (healthcare professional) are
already being negative by discussing what could go wrong.”’-
Hematology nurse specialist.

The difficulty of discussing palliative care for clinicians

Clinicians indicated that it is easier for them to discuss
potential treatment options and the likelihood of a cure than
to discuss palliative care, resulting in a predominant focus
on the prospect of a cure. Conversations about palliative
care were sometimes described as a source of tension and
discomfort for clinicians. An underlying reason for this dis-
comfort is that palliative care discussions tend to raise dif-
ficult questions, particularly those related to prognosis. Due
to the unpredictable nature of hematological prognosis, cli-
nicians may be reluctant to provide definitive responses. The
discomfort is further compounded by the fact that the cur-
riculum for hematology fellows does not adequately equip
them with the required skills to provide palliative care.

“Sometimes, it’s easier to offer another treatment
rather than to have the difficult conversation about where
the patient wants to die or how they envision the final
phase.”—Hematologist.

Facilitators to enhance the integration of palliative
care

Increasing awareness and knowledge of palliative care
in hematology

Participants suggested that palliative care should become
a prominent part of the hematology curriculum to increase
knowledge about palliative care. Participants acknowledged
the importance of giving patients a clear and accurate expla-
nation of palliative care. This will help to avoid the miscon-
ception that palliative care is only for the terminally ill and
to ensure that patients’ hopes and optimism are not inadvert-
ently undermined.

“I think it’s all about explaining. That applies to a lot of
things. I explain to many patients that I use the term pallia-
tive care, and then I clarify that it doesn’t mean terminal,
but that people often live for many years.”—Hematologist.

It was acknowledged by participants that there is a neces-
sity for greater awareness of palliative care in the treatment
of hematological malignancies. It is recommended that
awareness and knowledge of palliative care can be enhanced
by facilitating discussions at conferences for hematologists.

Implementation of a two-track approach can support
palliative care integration

Some participants indicated that a two-track approach could
help to integrate palliative care into hematological malig-
nancy care. This two-track approach means that the cura-
tive and palliative care pathways coexist, allowing for the
possibility of a cure while simultaneously integrating pal-
liative care. In a two-track approach, hope is maintained
and disease-oriented treatment continued. At the same time,
patients with hematological malignancies are prepared for
the potential complications or an acute, unexpected course
of the disease.

Discussion

We found that clinicians working in hematological oncol-
ogy recognized the added value of integrating palliative
care into hematological malignancy care. Several barri-
ers were also identified. These barriers included specific
characteristics of hematological malignancy, such as the
unpredictable course of the disease, and attitudinal and
belief barriers, such as the perceived difficulty of initiat-
ing discussions about palliative care. Increased awareness
and more knowledge of palliative care in hematological
malignancy care and a two-track approach were seen as
important facilitators and strategies to integrate palliative
care into hematological malignancy care.

First, our study shows that clinicians recognize the added
value of palliative care. These findings are consistent with
previous studies on the integration of palliative care into
usual hematological care [8, 22, 23]. For example, Giusti
et al. [24] found that patients diagnosed with multiple
myeloma who received early palliative care experienced
numerous benefits, including improved pain management.
However, it is notable that the perceived value of pallia-
tive care is comparable to that in solid oncology. Therefore,
the rationale for implementing palliative care is not funda-
mentally different between solid oncology and hematology
[25]. Our results showed that participants perceive SPCTs
as a valuable addition to their general palliative care provi-
sion and acknowledge that collaboration with SPCTs has
increased in recent years. However, a clear delineation of
roles is crucial, with a preference for the SPCT not to be
overly involved in medical decisions and to act in a more
supportive role. According to McCaughen et al. [26], pal-
liative care specialists described that the end-of-life needs
of hematological patients can be met by the hematological
team, particularly the clinical nurse specialist. The find-
ings of the current study indicate that hematology nurse
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specialists do not consistently perceive the involvement of
another healthcare professional from the SPCT necessary for
their patients. However, in case of complexity, hematology
nurse specialists found the input of the SPCT beneficial.
Nonetheless, several studies have confirmed that referral to
the SPCT by a hematology team often occurs late in the
course of the disease [26, 27].

Secondly, participants emphasize that patients with hema-
tological malignancies often have a more unpredictable dis-
ease course than patients with solid cancer. As a result, treat-
ment goals can shift abruptly from a primary focus on cure
to discussions about end-of-life care. This unpredictability
and rapid deterioration have also been identified as a sig-
nificant barrier to the integration of palliative care in other
studies [10, 11]. Although the lack of a clear starting point
for palliative care and the difficulties of prognostication
have been identified as barriers to its integration, a two-track
approach, in which curative and palliative care pathways
coexist, is seen as a significant facilitator. In this context, the
two-track approach facilitates what is referred to as “timely
palliative care” as it allows palliative care to be integrated
early in the disease trajectory, regardless of prognostic
uncertainty. This indicates that the identified barriers do not
preclude the possibility or necessity of integrating palliative
care for patients with hematological malignancies. Rather
than hindering the integration of palliative care, the unpre-
dictability and rapid deterioration of hematological malig-
nancies should encourage advance care planning and discus-
sions about palliative care, thereby ensuring that patients
are adequately prepared for sudden changes. Verhoef et al.
[28] similarly proposed a two-track approach, particularly
for patients with hematological malignancies, to ensure the
timely integration of palliative care. An integrated approach
has also been proposed in cases of chronic advanced heart
failure and chronic obstructive pulmonary disease (COPD),
where similar difficulties, including the unpredictability of
the disease course, have been reported [29, 30]. To address
these challenges and provide optimal care for patients with
cardiovascular disease, a set of guiding principles has been
developed. These include the integration of palliative care
alongside specialist cardiovascular care [31].

Thirdly, our findings show a reluctance to discuss pal-
liative care due to the predominant focus on cure and the
perceived ease of discussing potential treatments. There is
also a concern that discussing palliative care may deprive
patients of hope, as hope plays a pivotal role in enduring
intensive treatments and any new treatment available is seen
as a potential source of hope. This is consistent with the find-
ings of Dowling et al. [32], who also indicated that hematol-
ogists’ hope of cure results in many patients with hematolog-
ical malignancies being actively treated until the end of life.
However, Cohen et al. [33] found that there was no associa-
tion between advance care planning, including discussion of
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end-of-life issues, and decreased patient hope. Furthermore,
they showed that hope was even higher in patients who had
palliative care discussions than in those without. They there-
fore pleaded for palliative care discussions and for clinicians
not to hesitate to have them. The study by Olsman et al. [34]
posits that healthcare professionals can incorporate different
forms of hope, which facilitates communication and does not
preclude honest discussions about prognosis or goals of care,
which can lead to a better quality of care [34, 35]. Some
participants expressed discomfort when discussing pallia-
tive care with their patients, with such conversations being a
source of tension and unease for clinicians. This finding is in
line with those of Hui et al. [36], who found that, compared
to specialists in solid tumors, hematologists are less comfort-
able with certain aspects of palliative care, such as referring
patients to hospice care and discussing the end of life.

Finally, predicting life expectancy for patients with other
types of cancer has also become more difficult in recent
years due to advances in treatment options such as immu-
notherapy and targeted therapy [37]. The unpredictability
of toxicities and responses complicates the decision-making
process for patients with advanced solid tumors, making the
timely integration of palliative care even more crucial [38].
With the expansion of therapeutic options, patients with
solid tumors are also faced with increasingly uncertain prog-
nosis and different disease trajectories [37]. Consequently,
they may encounter similar barriers to the timely integra-
tion of palliative care as those observed in hematological
malignancy care.

Strengths and limitations

Participants of this study included clinicians who have
received additional training and experience in palliative
care, as well as those who have not received such training
and have less experience in palliative care. Including both
the perspectives of generalist and specialist palliative care
provides a comprehensive overview of the challenges and
attitudes to palliative care.

A limitation of the study is the method of participant recruit-
ment, convenience sampling. As participants were recruited
through the network of IKNL and via social media promotion, it
is possible that those who responded were primarily healthcare
professionals with an affinity for palliative care and resulted
in self-selection bias. This might select for participants more
open to discussing palliative care with their patients in their
daily work, or are already effectively integrating palliative care,
resulting in the overrepresentation of opinions and perspectives
of those open to palliative care for this patient population. Nev-
ertheless, several barriers emerged from the analysis, suggest-
ing that the results may underestimate the problems. Moreover,
future research is needed to get insights into the daily practice
of care for these patients at the end of life, including defining
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quality of care in end-of-life care for patients with hematologi-
cal cancer. Furthermore, because data regarding palliative care
are very scarce in patients with hematological cancer, more
insights into the patients’ perspective on palliative care and on
the daily practice of providing palliative care to these patients
is needed.

Conclusion

This study provides insight into the complexity of care for
patients with hematological malignancies and the chal-
lenges their clinicians face in integrating palliative care into
hematological malignancy care. For optimal integration, it
is necessary to enhance the knowledge and awareness of
palliative care among all hematological clinicians. A two-
track approach, where both curative and palliative pathways
coexist, could facilitate the integration of palliative care into
hematological cancer care.
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