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Abstract

Background: Worldwide, many patients with cancer, are infrequently referred to palliative care or are referred late.
Oncologists and haematologists may act as gatekeepers, and their views may facilitate or hinder referrals to
palliative care. This review aimed to identify, explore and synthesise their views on referrals systematically.

Methods: Databases of MEDLINE, CINAHL, PsycINFO, EMBASE, Scopus, Web of Science and Cochrane were
searched for articles from 01/01/1990 to 31/12/2019. All studies were scored for their methodological rigour using
Hawker’s tool. Findings were synthesised using Popay’s narrative synthesis method and interpreted using a critical
realist lens and social exchange theory.

Results: Out of 9336 initial database citations, 23 studies were included for synthesis. Five themes were developed
during synthesis.
1. Presuppositions of oncologists and haematologists about palliative care referral: Role conflict, abandonment, rupture
of therapeutic alliance and loss of hope were some of the presuppositions that hindered palliative care referral.
Negative emotions and perception of self-efficacy to manage palliative care need also hindered referral.
2. Power relationships and trust issues: Oncologists and haematologists preferred to gatekeep the referral process
and wished to control and coordinate the care process. They had diminished trust in the competency of palliative
care providers.
3. Making a palliative care referral: A daunting task: The stigma associated with palliative care, navigating illness and
treatment associated factors, addressing patient and family attitudes, and overcoming organisational challenges
made referral a daunting task. Lack of referral criteria and limited palliative care resources made the referral process
challenging.
4. Cost-benefit of palliative care referral: Pain and symptom management and psychosocial support were the
perceived benefits, whereas inconsistencies in communication and curtailment of care were some of the costs
associated with palliative care referral.
5. Strategies to facilitate palliative care referral: Developing an integrated model of care, renaming and augmenting
palliative care resources were some of the strategies that could facilitate a referral.
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Conclusion: Presuppositions, power relationships, trust issues and the challenges associated with the task of
referrals hindered palliative care referral. Oncologists and haematologists appraised the cost-benefit of making a
palliative care referral. They felt that an integrated model of care, changing the name of palliative care and
augmenting palliative care resources might facilitate a referral.
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Background
Worldwide, the majority of patients with cancer present
in late stages of illness and need palliative care [1]. How-
ever, they are infrequently referred to palliative care or
are referred late [2–5]. Early palliative care referral is as-
sociated with improved quality of life, symptom control,
treatment decision making, advance care planning, end
of life care and reduced costs [6–8]. In a cancer care set-
ting, oncologists and haematologists may act as gate-
keepers, and their views about palliative care referral
may facilitate or hinder referral to palliative care [9, 10].
This research aimed to explore the views of oncologists
and haematologists on specialist palliative care referral.
A scoping review of the multidisciplinary database

Scopus [11], identified previous systematic reviews on
palliative care referral. These reviews looked at barriers
to accessing palliative care [12], referral patterns [13], re-
ferral criteria [14], and appropriateness of referral [15].
Other related systematic reviews looked at interventions
to improve palliative care referral [16], integration of on-
cology and palliative care [17], the effect of age of the
patient on palliative care referral [18], and collaboration
between generalist and specialist palliative care teams
[19]. Although there are studies about the views of on-
cologists and haematologists on palliative care referral,
these studies have not been reviewed systematically ne-
cessitating this systematic review.

Methods
This research aimed to systematically identify, explore
and synthesise the views of oncologists and haematolo-
gists on specialist palliative care referral. We conducted
this systematic review with a review question as “What
are the views of oncologists and haematologists on pal-
liative care referral”? The review question was formu-
lated using Population, Phenomenon of Interest and
Context (PICo) framework [20]. The population studied
were oncologists and haematologists; the phenomenon
of interest was views on specialist palliative care referral,
and the context was the cancer care setting.
The results of the scoping search showed that the

typology of evidence informing this review is a heteroge-
neous mixture of surveys, qualitative studies, and mixed-
method studies. Popay’s narrative synthesis method was
chosen as the review approach as it is appropriate for

synthesising textual data from surveys and qualitative
studies into themes [21]. Moreover, it facilitates using a
theoretical framework for interpreting study findings
[21]. The literature was reviewed using a critical realist
lens [22], and the findings were interpreted using social
exchange theory [23]. Critical realist approach involves
documenting the empirically known phenomenon of re-
ferral and going beyond the empiric observations to ex-
plain the actual events and generative mechanisms [24].
Social exchange theory is the theorisation of the social
behaviour of exchange where people are motivated to
engage in an exchange where they may gain or forfeit
something of value [23].
The systematic review protocol was registered with the

Centre for Reviews and Dissemination, University of
York. The PROSPERO registration number was
CRD42018091481.

Search strategy
The review question was divided into search concepts,
and a scoping search helped to identify the key search
terms relevant to each concept of the review question.
The scoping search also helped to identify three index
papers to test the sensitivity of the search [25–27]. The
index papers facilitated the expansion of the search
terms to find free-text and thesaurus terms related to
the scope of the review [28]. Four subject-specific data-
bases (MEDLINE, CINAHL, PsycINFO and EMBASE)
were searched by combining free-text and the thesaurus
terms specific to the database using the Boolean opera-
tors [29]. Three multidisciplinary databases (Scopus,
Web of Science and Cochrane database) were searched
using free-text terms. Additional file 1 provides informa-
tion about the thesaurus and free text terms used in this
review.
Studies published in English involving human subjects

from 01/01/1990 to 31/12/2019 was accessed. The art-
icle search was limited from 1990 onwards as the first
published literature on palliative care in the MEDLINE
dated back to 1993 [30]. Additional file 2 provides the
list of eleven journals hand searched for additional cita-
tions. They were chosen based on the scoping review.
The bibliographies of the full-text articles included in
the review were checked to make sure that no relevant
studies were missing [31]. The citations of the included
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publications were searched using Google Scholar and
Web of Science to identify more articles pertaining to
the review. The articles identified through citation
searching were checked for their citations until the
search led to no additional relevant articles [32].

Study eligibility and scoring for methodological rigour
The selection criteria of the studies included in the review
are listed in Table 1. All studies were scored for their
methodological rigour using Hawker’s tool [33]. Add-
itional file 3 provides information about Hawker’s tool
[33]. Hawker’s tool allows methodological scoring of a
mixed typology of studies and a growing number of pallia-
tive care systematic reviews have used this tool [12, 19,
34]. Scoring is based on the nine criteria set by the
Hawker provided in Additional file 3. Each criteria is
assigned a score between 1 to 4 (1 = very poor and 4 =
good), and 9 is the minimum score, and 36 is the max-
imum score [33]. Only those studies scoring 19 and above
were included in the review. Although it has not provided
a cut-off score for inclusion, previous palliative care
systematic reviews have used a score of 19 for inclusion
[19, 35]. Three studies were excluded from the review as
they scored less than 19 in Hawker’s score [33]. The mini-
mum score of the studies included in this review was 25,
and the average score was 30.

Data extraction
The screening, quality appraisal and data extraction were
conducted independently by two reviewers. The data ex-
traction sheet provided in Additional file 4 has five sec-
tions. The initial section had information regarding the
country and year of publication. The second section fo-
cused on the type of study, that is a survey, qualitative or
mixed-method. In this section, study objectives, popula-
tion and study setting were also described. Study sample,
participants, inclusion and exclusion criteria, research de-
sign and methods were elucidated in the third section.
The fourth section provided information on study findings
and conclusions. The last section discussed the strengths
and limitations of the study and biases.

Data synthesis
During Popay’s narrative synthesis, the first step was to
identify a theoretical framework for the review that can
contribute to the interpretation of review findings [21].

The theoretical lens of social exchange theory was used
to interpret the themes generated during the synthesis
[23]. The second step was to develop a preliminary syn-
thesis. A preliminary synthesis was generated by provid-
ing a brief textual description of the studies informing
the review. The studies informing this review were
grouped according to the country, type of population
studied and the factors influencing referral. The textual
description helped the reviewers to be familiar with the
data before analysis. The third step was to explore rela-
tionships within and between studies. The relationships
were explored by representing the study findings as
meaningful categories and themes and creating a the-
matic map. During this step, the reviewers also explored
the heterogeneity of the included studies in terms of
population, setting and typology. The fourth step was to
assess the robustness of synthesis. It was done by critic-
ally reflecting the synthesis process and providing infor-
mation about the limitation of the synthesis and possible
sources of biases [21].

Results
Overview of studies
Out of 9336 initial database citations, 23 studies were in-
cluded for synthesis. The PRISMA flow diagram for this
review is provided in Fig. 1. Ten studies were qualitative,
ten were surveys, and three were mixed-method studies.
Twelve studies were from North America (nine USA
and three Canada), seven from Europe (three from
France, one each from Belgium, United Kingdom,
Hungary and Cyprus), two from Australia and two from
Asia (one each from Japan and Israel). The majority of
the surveys and mixed-method studies were multi-
centre studies spanning across several centres within the
country and across countries. Moreover, they were often
linked to professional cancer societies. The qualitative
studies were mostly limited to one or more centres
within a region. A detailed overview of the studies can
be found in Table 2. There were only two studies on
paediatric referrals [49, 53]. One had a mixed adult and
paediatric population [49] and another a qualitative
study of paediatric oncologists [53].

Review themes
Five themes developed during synthesis. They were a)
presuppositions of oncologists and haematologists, b)

Table 1 Systematic Review Inclusion and Exclusion Criteria

Inclusion Criteria Exclusion Criteria

1. Empiric research on human subjects published in the English in a
peer-reviewed journal after 1990.
2. Studies exploring views of the oncologists, haematologists and cancer
specialists about palliative care referral.
3. Studies with Hawker’s methodological quality score of 19 or above.

1. Empiric research on the effectiveness of palliative care referral
or mechanisms underpinning the effectiveness of the referral.
2. Studies conducted at a non-cancer setting and not involving
oncologists and haematologists
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power relationships and trust issues, c) making a pallia-
tive care referral: a daunting task, d) cost-benefit of a
palliative care referral, and e) strategies to facilitate a
palliative care referral. The themes, subthemes, and the
explanatory narrative for the subthemes along with the
citations are displayed in Table 3, and the thematic map
of the review is visually represented in Additional file 5.

Presuppositions of oncologists and haematologists about
palliative care referral
Data from this review suggests that oncologists and hae-
matologists perceived palliative care referral as role con-
flict, abandonment, rupture of therapeutic alliance and
loss of hope. Making a palliative care referral triggered
negative emotions, and they felt that they have the self-
efficacy to manage palliative care needs. These percep-
tions informed some of the tendencies that might have
hindered palliative care referral.
Some studies reported views on role conflict [36, 43,

56]. Haematologists felt that their role was to cure and
save their patients, and end of life discussions was not
compatible with their role [56]. Haematologists viewed

palliative care referral as a therapeutic failure and letting
down the patient and their families [43]. Moreover, hae-
matologists also felt that engaging with palliative care
reflected poorly on their performance and credibility [56].
Oncologists and haematologists expressed views on

abandonment [37, 43, 46, 58]. British haematologists
and the French oncologists felt that their patients and
families experienced abandonment when there was a
change in focus of care and during discussing poor
prognosis [43, 58].
Some studies reported views on the rupture of the

therapeutic alliance [53, 56, 58]. Hungarian paediatric
oncologists felt that parental anxiety associated with
early palliative care referral impeded the therapeutic re-
lationship [53]. Some French oncologists and haematolo-
gists felt that palliative care referral could jeopardise
both the doctor-patient relationship and compromise
treatment compliance [56, 58].
Oncologists and haematologists equated palliative care

referral to loss of hope [54, 56, 58]. A desire to maintain
hope was a barrier for palliative care referral among the
Canadian and French oncologists [54, 58]. The French
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haematologists felt the need to reassure and inspire con-
fidence in their patients and protect them from any in-
formation that caused a loss of hope [56].
Making a palliative care referral could trigger

negative emotional reactions among some oncolo-
gists and haematologists [36, 43, 58]. French oncolo-
gists felt emotionally burdened while delivering the
news of poor prognosis [58]. Belgian oncologists
and British haematologists felt that close emotional
bond resulted from knowing their patients over time
[36, 43]. It made them emotional while making a re-
ferral. Moreover, some Belgian oncologists found it
challenging to handle the emotional reactions of pa-
tients and families associated with palliative care re-
ferral [36].
Seven studies supported the view that oncologists and

haematologists perceived they have the self-efficacy to
manage palliative care needs [38, 40, 41, 46, 47, 55, 58].
Oncologists and haematologists felt that managing
symptoms, providing psychosocial support and commu-
nicating with the patients are integral aspects of oncol-
ogy and they felt that they had developed these skills in
their oncology training [38, 40, 41].

Power relationships and trust issues
Data from this review suggests that oncologists and
haematologists had the power to gatekeep the refer-
ral process and believed in competency-based trust.
Many studies supported the view that oncologists
and haematologists preferred to regulate the referral
process and liked to control and coordinate the care
process of their patients at all stages of their illness
trajectories [36, 38, 42, 43, 45, 46]. The American
oncologists perceived palliative care referral as loss
of control [42, 47], and interference in the care
process [45, 46]. In some studies, oncologists and
haematologists liked to decide the timing of the re-
ferral [53, 56, 58]. Hungarian paediatric oncologists
and the French oncologists and haematologists pre-
ferred to wait till the end of cancer treatment to
make a palliative care referral [56, 58].
Synthesis of data from some studies shows that on-

cologists and haematologists have diminished trust in
the competency of palliative care providers [38, 39,
46, 51, 58]. Japanese haematologists and French on-
cologists felt that palliative care providers have sub-
optimal assessment and management skills [39, 58].
Medical oncologists worldwide felt that the oncology
training of palliative care providers was inadequate
[38]. American oncologists questioned the reliability
of palliative care providers as they were unable to dif-
ferentiate a recoverable sick patient from a dying pa-
tient [51].

Making a palliative care referral: a daunting task
Data from this review suggests that oncologists and hae-
matologists perceive the task of making a palliative care
referral as daunting. They had to deal with the stigma
associated with palliative care, navigate illness and treat-
ment associated factors, address patient and family atti-
tudes, and overcome organisational challenges.
Moreover, a lack of referral criteria and limited palliative
care resources made the referral process even more
challenging.
Most studies supported the view that oncologists

and haematologists had to deal with the stigma asso-
ciated with palliative care. Oncologists and haematol-
ogists had to deal with the public stigma of palliative
care due to the negative stereotyped association of
palliative care with death [36, 39, 47, 52, 53]. Euro-
pean oncologists and haematologists felt that families
were reluctant to discuss death and viewed discussing
death as a taboo [36, 56, 56]. Moreover, families felt
stressed during the end of life discussions and
equated these conversations with abandonment and
euthanasia [56, 58].
Oncologists and haematologists also had to deal

with label avoidance stigma or the choice not to pur-
sue a line of management due to stigma associated
with the language used in relation to the illness or
treatment [36, 48, 49, 53, 57, 58]. French oncologists
felt that the term palliative care has a potential to in-
duce fear [58], and the American lung cancer special-
ists believed that patients and their families
get alarmed on mentioning palliative care [44]. British
haematologists and American gynae-oncologists felt
that the term palliative care required careful explan-
ation, and they had to dispel negative connotations
associated with the term [42, 43]. Hungarian paediat-
ric oncologists and French oncologists suggested
changing the term to comfort care or supportive care
[53, 58].
In most studies, oncologists and haematologists eluci-

dated illness-related factors either facilitating or hinder-
ing palliative care referral. Stage of the illness [45], its
course [39, 43, 57] and complications [43] determined
palliative care referral. Prognostication [48, 49, 54], cure
potential [39, 40, 43, 54], availability of treatment op-
tions [47, 55], and decision-making challenges [50] also
played an important role in palliative care referral. Pres-
ence of symptoms [40, 45, 48, 49, 55] and performance
status [36] of the patient were the other factors deter-
mining palliative care referral.
Data from this review suggest that oncologists and

haematologists felt that beliefs and expectations of pa-
tients and families hindered palliative care referral. Un-
realistic expectation of cure [36, 50, 52, 54],
unwillingness to discuss prognosis and non-curative
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approach [40, 44, 54], and reluctance to discuss palliative
care referral [37, 41, 55] were certain attitudes that hin-
dered palliative care referral.
In this review, oncologists and haematologists had

to overcome organisational challenges that hindered
palliative care referral. A lack of space and time to
discuss palliative care was a significant barrier [36, 50,
52, 54]. American surgical oncologists and Belgian
oncologists felt that hospital culture directed towards
cure hindered referral [36, 50]. American surgical on-
cologists feared legal liability of palliative care referral
and expressed reservations about opioid use [50].
Both American medical and surgical oncologists be-
lieved that insufficient documentation about a pa-
tient’s illness in the medical records constrained
palliative care referral [36, 50].
Lack of palliative care referral guidelines [41, 43, 45],

and uncertainty about when to refer [37, 39, 48] con-
strained palliative care referral. Belgian oncologists felt
that lack of consensus among the oncologists about the
timing of referral was also a limiting factor [36].
In this review, oncologists and haematologists per-

ceived that palliative care resources are limited. Inad-
equate palliative care resources [41, 43, 51], fewer
palliative care providers [37, 39], and limited access to
palliative care [40, 50, 52] hindered palliative care refer-
ral. American oncologists felt that long waiting times for
palliative care appointments and limited palliative care
outpatient clinics were some of the other barriers for re-
ferral [47, 55].

Cost-benefit of palliative care referral
In this review, oncologists and haematologists have elu-
cidated both the rewards and negative effects of making
a palliative care referral. Pain and symptom management
and psychosocial support are the well-known benefits of
palliative care referral. In many studies included in this
review, the oncologists and haematologists subscribe to
the views on well-known benefits of palliative care refer-
ral. However, only a few studies elucidated lesser-known
benefits of palliative care like facilitating goals of care
discussion and shared decision-making. The Australian
and American oncologists felt that palliative care im-
proved the quality of life of their patients [40, 51]. Pallia-
tive care referral facilitated decision-making [42, 57] and
enabled goals of care discussion [42, 44]. It also facili-
tated treatment completion [45], reduction in hospital
stay [44], discharge planning [48, 49] and support for the
patients in the community [41]. Oncologists and haema-
tologists also experienced some direct benefits as it
helped them to resolve family conflicts and saved the
time of the oncologists [42, 45].
In this review, oncologists and haematologists felt that

they had experienced some unintended negative

outcomes of palliative care referral. In some studies, on-
cologists and haematologists felt that lack of congruence
in communication between them and palliative care pro-
viders led to patients and families receiving mixed mes-
sages. They felt that palliative care communication could
make patients and their families confused and over-
whelmed [39, 43, 46, 47]. Moreover, they felt that pallia-
tive care providers have incorrect perception about the
course of illness and treatment outcomes leading to in-
consistencies in communication [45–47, 51]. The
American oncologists emphasised the presence of an on-
cologist during the initial family meeting after palliative
care referral [51].
Oncologists and haematologists felt that palliative care

referral could risk curtailment of care of their patients.
British and Japanese haematologists felt that palliative
care providers are reluctant to consult haematology pa-
tients and the patients were unable to access blood
products while receiving palliative care [39, 43]. The
Australian medical oncologists and the American surgi-
cal oncologists felt that reluctance of palliative care pro-
viders to consult patients receiving active anti-cancer
treatment could deprive management of these patients
with palliative care needs [41, 50].

Strategies to facilitate palliative care referral
In half of the studies included in the review, oncologists
and haematologists provided some strategies that could
facilitate palliative care referral. Oncologists and haema-
tologists felt that strategies like developing an integrated
model of care, changing the name of palliative care and
augmenting palliative care resources could facilitate pal-
liative care referral.
Oncologists and haematologists thought that inte-

grated model of care could be achieved by providing
concurrent cancer treatment and palliative care [38,
41, 48], co-management of the patients [40, 41, 47]
and by having an excellent inter-team communication
[41, 42, 50]. American oncologists felt that oncology
and palliative care have complementary roles and pre-
ferred palliative care teams to be embedded in oncol-
ogy clinics [42, 51]. Lung cancer specialists from
Cyprus and American oncologists felt that palliative
care rotation should be part of oncology training [37,
47]. In some studies, oncologists and haematologists
felt that rapport building between the palliative care
team and patient and their families is essential to fa-
cilitate smooth transitions of care from oncology to
palliative care [40, 41, 45, 46, 49, 57]. Some oncolo-
gists and haematologists supported changing the
name of palliative care [45, 57, 58]. They felt that pal-
liative care referral is likely to improve if the term
palliative care is replaced with supportive care [48,
49, 58]. Oncologists and haematologists felt the need
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to improve the availability of services, consistency and
continuity of care and more in-patient palliative care
beds [38, 41, 46].

Subgroup analysis
Oncologists versus haematologists, adult versus paediat-
ric physicians, and countries were the three subgroups
that were analysed. Five studies included in this review
captured the views of haematologists [39, 43, 47, 56, 57].
The haematologists had a higher negative perception of
palliative care due to the term palliative care associated
with death. They were less likely to refer and referred
late due to complex unpredicted course of haemato-
logical illness and complications. Two studies captured
the views of paediatric oncologists [49, 53]. Like haema-
tologists, the paediatric oncologists also preferred to
avoid the term palliative care. They also favoured waiting
till the end of cancer treatment to make palliative care
referral. The views of oncologists and haematologists
across various countries included in the review were
comparable.

Discussion
In a cancer care setting, oncologists and haematologists
have the discretionary authority to make treatment deci-
sions for their patients and act as gatekeepers [59]. Their
views impact palliative care referral. In this review, few
oncologists and haematologists expressed their concern
regarding referee’s lack of professional competency and
referrer’s self-efficacy to meet various palliative care
needs. Competency-based trust is an expectation that
the other person can perform a task effectively, and re-
duced trustworthiness can hinder engagement with a
person or a service [60]. The discourse of oncologists
and haematologists in this review in terms of power to
control and coordinate the care of their patients and de-
termining the timing of referral suggests power depend-
ence in a relationship. Power relationships exist when a
person is dependent on another for the things that they
value [61]. Palliative care is an end speciality, and its
providers are dependent on oncologists and haematolo-
gists for a referral [62]. Moreover, the public stigma and
label avoidance stigma due to negative stereotyped asso-
ciation of palliative care with death gave them the stigma
power, where the stigmatisers had the power to exclude
the stigmatised [63].
In this review, oncologists and haematologists have

drawn symbolic inferences about palliative care refer-
ral. They felt that palliative care referral symbolised
the loss of hope, abandonment, break in the thera-
peutic relationship and role conflict. Symbolic per-
spectives could influence human cognition and
motivation and might act as internal reinforcement
affecting the referral behaviour [64].

An integrated approach is to bring together and
align professional inputs, services and clinical man-
agement [65]. In this review, few oncologists have ad-
vocated for an integrated model of cancer care where
cancer care and palliative care is provided concur-
rently. Moreover, they felt that oncologists and pallia-
tive care providers have a complementary role where
oncologists provide cancer treatment and palliative
care providers manage symptoms and improve quality
of life. The integrated approach is not limited to
making a referral or transfer of patient information
[66]. It involves providing critical inputs that could
change the attitudes of health care providers [67]. In
this review, changing the name of palliative care and
rebranding it as supportive care is a crucial input
provided by the oncologists, which might enable inte-
gration. Moreover, palliative care rotation being part
of oncology training and palliative care providers hav-
ing knowledge and skills in oncology were the other
inputs that could facilitate integration. Palliative care
participation in the multidisciplinary cancer meetings
and coordination of care between the two teams can
assist integration [68–70]. Moreover, having a stan-
dardised care pathway contextualised to the region or
country might facilitate integration [71]. In this re-
view, oncologists emphasised the need for excellent
inter-team communication and palliative care embed-
ded in the oncology clinics as a means to achieve
integration.

Social exchange theory as a framework for interpreting
review findings
The process of referral is a social action where there
is a temporary or permanent sharing of responsibility
for patient care between the referrer and the referee
[72]. Making a referral is a social behaviour [72]. So-
cial Exchange Theory (SET) is the theorisation of so-
cial behaviour [73]. It is viewed in terms of social
actors interacting to meet their needs, and the pur-
pose of the interaction is to seek reward and avoid
the cost [23]. The initial SET proposed by Homans
was limited to the task, rewards and cost of inter-
action [74]. However, it was expanded by Blau and
Emerson to include power relationships and cognitive
perceptions of the social actors [61, 75]. The referral
behaviour is usually based on referrer’s presupposi-
tions towards the referee, the power relationship be-
tween the referrer and referee, the task of referral,
rewards accrued, costs incurred and equity of rela-
tionship [76]. Presuppositions are emotions or feel-
ings, which is an internal response to a social event
[64]. Sentiments are affective states of emotion that
have an evaluative role and influence social action
[77, 78]. Therefore, presuppositions about palliative
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care referral formed tendencies, which had the poten-
tial to influence referral behaviour [24, 79].
According to SET, power and status of actors are con-

sidered as key factors determining the nature of ex-
change [77]. In this review, a few oncologists have
requested the palliative care providers to change their
name [45, 48, 49]. This request to rebrand [80] may also
suggest a form of power imbalance as few services have
conceded to that request [81]. Homans focused on the
power of reward in social exchange [74]. In this review,
the reward of palliative care was restricted to a couple of
roles like pain management and psychosocial support. A
study that used SET to understand non-terminal pallia-
tive care referral practices for Parkinson’s disease pa-
tients showed that endorsement of the rewards of
palliative care referral by the neurologists was one of the
strong predictors of referral [82]. The focus of Emerson’s
modification of SET moved beyond the power of reward
into coercive power [61]. Coercive power is the ability to
control the negative events or the costs of exchange by
the social actors in power advantaged position [61]. In-
consistencies in communication, curtailment of care and
the challenges associated with accessing palliative care
were perceived negatively by the oncologists that hin-
dered future referral.
The review findings pertaining to the stigma of pallia-

tive care referral and stigma as a barrier to social ex-
change were the other perceptions explored using the
SET. Cook and Emerson’s work on SET added cognitive
perspectives and social structures as important compo-
nents of exchange [83]. It also facilitated elucidating the
individual and organisational factors in this review hin-
dering palliative care referral. According to Emerson, in
an exchange relationship, the power inequalities between
the social actors can be balanced by coalition formation,
division of labour and network extension [61]. Coalition
formation is a mechanism by which a social actor in a
less powerful position can gain advantage through col-
laboration [61]. In this review, few oncologists have ad-
vocated for an integrated model of cancer care where
cancer care and palliative care is provided concurrently.
The network extension is where the less powerful actor
balance power by adding new partners to facilitate ex-
change [61]. The division of labour is where each social
actor works according to his skills and specialisation to-
wards fruition [61]. In this review, oncologists felt that
co-management of patients by both the disciplines facili-
tated integration.
In this review, oncologists and haematologists offered

some solutions to make this relationship equitable.
Equity is appraising the rewards and costs on the back-
ground of sentiments, the intricacy of the tasks and out-
comes [74]. According to SET, in an inequitable
situation, people explore alternate choices, compare the

present situations with alternate choices and may leave
the situation [23]. However, in this review, oncologists
offered strategies to facilitate palliative care referral in-
stead of leaving the relationship. Sometimes people re-
main in the relationship even when they are inequitable
for reasons that go beyond simple economic logic [84].
For oncologists and haematologists not referring to pal-
liative care may not be an option, as there are limited al-
ternatives to palliative care for a patient with advanced
cancer. Therefore, “finding equitable solutions” can be
added to the social exchange theory alongside “compari-
son level for alternatives” [23].

Limitations and strengths
Three survey studies had a low response rate [37, 38,
40]. It could create a potential response bias as the re-
spondents who completed this survey were the ones
who are familiar with palliative care. Although they were
low response surveys, each of these studies had a signifi-
cant number of participants who provided views on fa-
cilitators and barriers for specialist palliative care
referral. Three studies had respiratory physicians, colo-
rectal surgeons and internists as participants along with
oncologists [37, 40, 44]. Although some of the partici-
pants in these studies were not oncologists by training
their views were included in the review as they were ac-
tively involved in the cancer care of the patients. More-
over, it was difficult to disaggregate their role in these
studies. A few studies exploring the views of cancer pro-
viders about palliative care referral were excluded [9, 25,
85–91], as these studies had a heterogeneous mixture of
physicians, physician assistants, nurses and social
workers. It would not have been possible to disaggregate
the physician views from the other healthcare provider’s
views. The year of publication of the studies included in
the review ranged from 2003 to 2019. However, most of
the included studies were published in the last five years.
The review findings of the earlier studies may not truly
represent the contemporary attitudes of oncologists and
haematologists towards palliative care referral.
The presence of two reviewers enabled comparison of

the search results, identifying methodological strengths
and weaknesses, and it facilitated the synthesis of the
findings in a transparent manner. Disagreements were
resolved by mutual consultation. The search terms were
finalised after consulting with an information assistant.
The articles included for the review were selected after
appraisal, checking for relevance and scoring for meth-
odological rigour. The synthesis was conducted system-
atically according to the narrative synthesis steps.
Despite a few limitations, the themes derived from the
systematic review were able to answer the review ques-
tion satisfactorily. Findings from the surveys, qualitative
studies and mixed methods studies mirrored each other,
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adding to the strength of the synthesis. The review had a
mixed typology of studies, and the participants had di-
verse oncology backgrounds, traversing four continents.
This heterogeneity added depth to the findings and their
generalisability.

Conclusion
The findings of this review suggest that some oncologists
and haematologists liked to control and coordinate the
care of their patients at all stages of illness trajectories and
determine the timing of referral. They considered pallia-
tive care referral as abandonment, a break in the thera-
peutic relationship and loss of hope. They also expressed
concerns regarding the professional competency of the
palliative care providers and felt that they had the self-
efficacy to manage the palliative care needs. Although
illness-related factors acted as triggers for palliative care
referral, the stigma associated with palliative care, patient
and family attitudes, organisational challenges, lack of re-
ferral guidelines and limited palliative care resources made
referral a daunting task. The findings of this review sug-
gest that the majority of oncologists appreciated the pain
and symptom management and psychosocial support role
of palliative care. Lesser-known roles of palliative care
were seldom elucidated. Some oncologists and haematolo-
gists felt that palliative care referral comes with a cost due
to incongruencies in communication and curtailment of
care. They felt that an integrated model of care, changing
the name of palliative care and augmenting palliative care
resources might facilitate a referral.

Future considerations
In this review, views of paediatric oncologists are under-
represented as only two studies included in this review
had their views. Therefore, there is scope for future re-
search to know the views of paediatric oncologists and
haematologists on palliative care referral. Moreover, a
review exploring the views of patients and family care-
givers on palliative care referral, and views of palliative
care providers on receiving a referral from oncologists
and haematologists may further bridge the knowledge
gaps in palliative care referral.

Implications for policy and practice
Review findings have several implications on policy and
practice. There is a need for palliative care trainees to
have training in oncology, and likewise, there is a need
for oncology trainees to have palliative care training. Pal-
liative care providers regularly joining the multidisciplin-
ary team meetings might provide an excellent
opportunity for both the teams to bond and build confi-
dence, which could better inter-team communication.
Moreover, to facilitate integration, a rebranding strategy
is probably required.
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