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ABSTRACT

	Background: Palliative care (PC) enhances quality of life for patients with life-limiting illnesses. Yet, its integration into haematology remains suboptimal in many settings. In Ghana, although palliative care services are gradually expanding, evidence on how haematologists perceive palliative care and its role within haematology practice remains limited. Understanding haematologists’ perceptions of PC is therefore critical to improving timely referral and promoting more holistic patient care for individuals with haematological malignancies. 
Objective: To explore haematologists’ perceptions of palliative care and its role in haematological practice in Ghana.
Methods: An exploratory qualitative study was conducted at Korle-Bu Teaching Hospital, Ghana. Purposive sampling recruited 10 clinicians including haematologists, medical officers, and haematology residents with at least six months of experience in the haematology unit. Data was collected using semi-structured in-depth interviews and analyzed using reflexive thematic analysis. 
Results: Themes focused on conceptualizations of PC, perceived timing and role, and clinicians’ perceived value of PC. Participants demonstrated an adequate understanding of PC, recognizing it as multidisciplinary and supportive of both patients and families. While some clinicians associated PC primarily with end-of-life care, others acknowledged the importance of early integration alongside active treatment. The perceived value of PC included improving quality of life, managing complex symptoms beyond haematology expertise, and supporting psychological and family needs.
Conclusion: Haematologists recognize the importance of palliative care but frequently associate it with end-of-life management, which may delay its timely integration into haematological care. Addressing this gap will require targeted clinician education on the role of early palliative care, the development of clear institutional referral pathways or clinical triggers, and stronger interdisciplinary collaboration between haematology and palliative care teams.
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1. INTRODUCTION
Haematological malignancies (HMs) comprise a diverse group of blood cancers that vary widely in clinical presentation, treatment, and prognosis (Keykhaei et al., 2021). They range from aggressive, rapidly progressive diseases such as acute leukaemias and high-grade lymphomas to indolent conditions like low-grade lymphomas and myelodysplastic syndromes (Hushmandi et al., 2025). HMs originate from blood-forming tissues, including the bone marrow and components of the immune system (Gezici, 2024). The most common types include leukemia, Hodgkin lymphoma (HL), non-Hodgkin lymphoma (NHL), and multiple myeloma (Pan et al., 2025). Globally, these cancers account for a substantial disease burden. In 2018, leukemia alone had 407,000 new cases and 309,000 deaths, while HL, NHL, and multiple myeloma contributed 1.4, 7.0, and 2.3 million disability-adjusted life-years (DALYs), respectively (GBD 2019 Diseases and Injuries Collaborators, 2020). In Africa, cancer incidence is rising, with hematologic cancers representing approximately 10% of all cases (Mulatie et al., 2025; Woldemeskel et al., 2026).
Management of HMs is complex and often aggressive (Bouziana, 2025). While indolent conditions may be managed with periodic monitoring, aggressive malignancies require intensive chemotherapy, blood transfusions, and, in some cases, bone marrow transplantation (Button et al., 2019). Targeted therapies, such as imatinib for chronic myeloid leukaemia, have improved survival and remission rates (Hoffbrand, 2016). However, treatment is frequently associated with substantial physical, psychological, and social burdens (Tsatsou et al., 2020).
Palliative care, defined as treatment, care, and support for people with a life-limiting illness, as well as their family and friends (WHO, 2020), is recognized as an essential component of comprehensive oncology care. Early integration of palliative care has been shown to improve quality of life, reduce symptom burden, enhance caregiver outcomes, and facilitate goal-concordant care (Ramirez & Verma, 2024; Haroen et al., 2025). Palliative care can be delivered as primary care by general clinicians, shared care in collaboration with specialists, or specialized palliative care for complex cases (Godrie et al., 2024). Despite these benefits, evidence suggests that patients with HMs are often referred late, if at all, to palliative care services, even when symptom burdens are comparable to those with solid tumors (Alemu et al., 2025; Ebert et al., 2023). Delayed referral is frequently driven by unrealistic expectations about treatment goals among clinicians and patients, complicating communication about prognosis and end-of-life planning (Potenza et al., 2025; Gonçalves et al., 2025).
In Ghana, specialist palliative care is a relatively new discipline (Mensah et al., 2023). Observations at Korle-Bu Teaching Hospital indicate low engagement of the palliative care team in the management of HMs. From the 2021 Korle-Bu Teaching Hospital Records, between October 2019 and December 2021, over 270 cases were seen at the haematology unit, yet only one referral to the palliative clinic was documented, and this patient was already in a terminal stage. While numerous studies in Ghana have examined disease-modifying therapies for HMs, few have investigated factors influencing palliative care referrals (Quaidoo et al., 2024; Okyere & Kissah-Korsah, 2023).
Understanding clinicians’ perceptions of palliative care is critical, as these beliefs directly influence referral patterns, timing of care, and ultimately, patient outcomes. This study, therefore, seeks to explore haematologists’ perceptions of palliative care and its role in the management of patients with haematological malignancies at Korle-Bu Teaching Hospital, with the aim of identifying opportunities to improve access to and utilization of these services.

2. METHODOLOGY

2.1 Study Design

An exploratory qualitative design using a descriptive approach was employed to understand clinicians’ perceptions of palliative care and its role in haematological practice. This design allowed for detailed exploration of participants’ experiences, attitudes, and decision-making processes regarding palliative care referral, as described in the participants’ own words (Renjith et al., 2021).

2.2 Study Setting

The study was conducted at the Haematology Unit of Korle-Bu Teaching Hospital (KBTH) in the Greater Accra Region, Ghana. Established in 1923, KBTH is the premier tertiary healthcare facility in the country, with a current bed capacity of 2,000 and 17 clinical and diagnostic departments. The Haematology Unit, located within the Central Laboratory building, manages patients with haematological conditions including blood cancers, sickle cell disease, haemophilia, and deep vein thrombosis. The unit runs daily outpatient clinics, seeing over 270 patients annually, and is involved in medical education and research.


2.3 Study Population and Sampling

The study population comprised haematologists, medical officers, and haematology residents who had worked in the Haematology Unit for at least six months. Individuals without direct patient management responsibilities, including medical students, interns, and house-officers, were excluded. 
A total of 13 eligible participants were invited using purposive sampling, a technique appropriate for selecting participants with specific knowledge and experience relevant to the study objectives (Campbell et al., 2020). Ten (10) participants consented and were interviewed. Recruitment continued until data saturation was achieved, defined as the point at which no new concepts, themes, or insights relevant to the study objectives emerged from successive interviews (Ahmed, 2025). Saturation was assessed through ongoing review of interview transcripts during the data collection process, and it became evident when later interviews largely repeated issues raised in earlier interviews. In qualitative research, sample sizes are typically determined by the point of thematic saturation rather than statistical power (Hennink & Kaiser, 2022); thus, the final sample was considered adequate to capture diverse clinician perspectives within the haematology unit. 

2.4 Data Collection

Data was collected in the months of April and May 2022, using a semi-structured interview guide developed based on the study objectives. The guide included three sections: (1) demographic characteristics, (2) perception of palliative care, and (3) timing of referral for patients with haematological malignancies. Open-ended questions and probing techniques facilitated in-depth exploration of participants’ experiences.
The interviews were conducted by the first author, who has a background in health sciences and training in qualitative research methods. This background facilitated familiarity with clinical contexts while efforts were made to maintain reflexivity and minimize potential bias during data collection and interpretation. Interviews were conducted one-on-one in English at times convenient for the participants within the hospital premises. Each interview lasted 20–40 minutes, was audio-recorded, and transcribed verbatim. Participants were assigned codes (R1–R10) to ensure confidentiality.
To ensure validity, the interview guide was reviewed by the study supervisor and an experienced haematologist prior to data collection. Participants were provided with an information sheet and gave written informed consent before interviews. They were free to decline participation or withdraw at any point without penalty.

2.5 Data Analysis

Data was analyzed using reflexive thematic analysis, following Braun and Clarke’s (2021) framework. Transcripts were read repeatedly to identify patterns and recurring ideas. Coding was conducted by the first author, with regular discussions and review of emerging codes and themes with the study supervisor to enhance analytic rigor. Initial codes were assigned to segments of text reflecting participants’ responses. The coding process was conducted manually without the use of qualitative data analysis software. Major themes were informed by the study objectives, while sub-themes emerged inductively from the data. Themes and sub-themes were continuously refined throughout the analysis to ensure they accurately reflected the participants’ perspectives.

2.6 Trustworthiness

Trustworthiness was ensured through Lincoln and Guba’s criteria – credibility, dependability, transferability, and confirmability (Ahmed, 2024). Credibility was established by prolonged engagement with the study site, participant verification of consent, and verbatim transcription of interviews. Dependability was maintained through a detailed audit trail documenting methods, decisions, and field notes. Transferability was enhanced by providing a detailed description of the study setting, participants, and data collection procedures, allowing readers to assess applicability to similar contexts. Confirmability was ensured through careful documentation of participants’ words and themes, reducing researcher bias.


3. FINDINGS
3.1 Demographic Characteristics of Respondents
A total of 10 clinicians participated in the study. Participants’ ages ranged from 29 to 43 years, with the majority in their thirties. Most respondents were female (n = 7). Time spent specifically in the Haematology Unit ranged from 6 months to 11 years. Participants held a variety of professional ranks, including Medical Officer, Senior Medical Officer, Haematology Resident, Specialist, and Senior Specialist. (Table 1)

Table 1: Demographic characteristics of participants

	Respondent ID 
	Age  
	Sex 
	Current rank 
	Years worked in the 
Haematology unit

	R1 
	36 years 
	M 
	Specialist 
	6 years  

	R2 
	43 years  
	F 
	Senior specialist 
	13 years  

	R3 
	34 years  
	F 
	Senior medical doctor 
	4 years  

	R4 
	39 years  
	F 
	Specialist  
	10 years 

	R5 
	32 years  
	F 
	Medical doctor 
	4 years  

	R6 
	41 years  
	F 
	Senior specialist 
	11 years  

	R7 
	29 years  
	M 
	Medical doctor  
	6 months  

	R8 
	32 years  
	F 
	Senior medical doctor  
	3 years  

	R9 
	29 years  
	M 
	Resident  
	4 years  

	R10 
	37 years  
	F 
	Senior medical doctor 
	2 years  




3.2 Themes and subthemes
The themes and subthemes emerging from the analysis of the interviews are summarized in Table 2.

Table 2: The themes and subthemes emerging from the analysis of the interviews

	Theme
	Subthemes

	1. Conceptualisation of palliative care
	1.1 Palliative care as holistic, multidisciplinary care

	
	1.2 Palliative care as comfort-focused care for incurable illness

	
	1.3 Palliative care as supportive but less interventional medicine

	
	1.4 Palliative care end-of-life rather than concurrent care

	
	

	2. Perceived Timing and Role of Palliative Care in Haematology 
	2.1 Recognition of early integration alongside active treatment 

	
	2.2 Persistent association of palliative care with end-of-life care 

	
	2.3 Blurred boundaries between haematology treatment and palliation 

	
	2.4 Curative orientation of haematology limiting palliative integration 

	
	

	3. Clinicians’ Perceived Value of Palliative Care 
	3.1 Improving quality of life and dignity

	
	3.2 Supporting psychological and family needs

	
	3.3 Managing complex symptoms beyond haematology expertise

	
	3.4 Limited role clarity and referral pathways

	
	3.5 Recognition of symptom burden in haematology patients 




3.2.1 Conceptualisations of Palliative Care
This theme captures how clinicians defined and understood the meaning and scope of palliative care, reflecting varying levels of familiarity and perspectives on its role in haematology practice.

3.2.1.1 Palliative care as holistic, multidisciplinary care

Many participants described palliative care as a team-based approach that addresses the physical, emotional, and social needs of patients and their families. Clinicians emphasized that effective palliation relies on collaboration among diverse healthcare professionals. The following quotes illustrate the participants’ conception of palliative care as a holistic, multidisciplinary care:
“I think it’s more of a multidisciplinary approach where you want to improve the quality of life of patients living with chronic and terminal illnesses.” (R4, Female)
“It is whatever a team of doctors in a multidisciplinary way provide from diagnosis till the patient eventually passes… including support for their family.” (R10, Female)
“The palliative care team includes counsellors, psychologists, pastors and pain specialists… they help with home care and emotional needs.” (R2, Female)
These descriptions illustrate clinicians’ recognition of palliative care as more than medical management; it involves coordinated psychosocial and spiritual support to improve overall quality of life.

3.2.1.2 Palliative care as comfort-focused care for incurable illness

Some clinicians framed palliation primarily as care delivered when curative options are no longer feasible. This perception reflected the enduring association of palliative care with terminal stages of illness.
“There are conditions you can only manage… and in managing those conditions you make the life of the patient as comfortable as possible.” (R1, Male)
“Palliative care refers to care for terminally ill patients… ensuring they are supported and live comfortably until the end.” (R3, Female)
“They try as much as possible to make life comfortable for people diagnosed with terminal illness.” (R7, Male)
This framing highlights that while clinicians recognize the importance of palliation, many still associate it with end-of-life care rather than concurrent management alongside active treatment.

3.2.1.3 Palliative care as supportive but less interventional medicine

A number of participants viewed palliative care as involving fewer invasive procedures, with greater emphasis on supportive measures such as counselling, symptom relief, and non-pharmacological interventions.
“It’s not only pharmacological but also dealing with the non-pharmacological aspects.” (R2, Female)
“It’s more of non-interventional care we provide to patients with chronic diseases.” (R6,
Female)
“Through counselling, symptom relief and other supportive measures.” (R7, Male)
This perception suggests that clinicians see palliative care as complementary to active haematological treatment, focusing on patient comfort and holistic support.

3.2.1.4 Palliative care as end-of-life rather than concurrent care

Despite acknowledgment of holistic and supportive roles, many clinicians still equated palliative care with terminal care, which could contribute to delayed referrals.
“Most of the time we think of palliative care only when there is nothing more to offer, when the patient is already at the terminal stage.” (R8, Female)
“In haematology we are still treating, so we don’t usually think of palliative care early.” (R9, Male)
This subtheme emphasizes the persistent perception among clinicians that palliation is reserved for the final stages of illness, limiting its integration into routine haematology practice.

3.2.2 Perceived Timing and Role of Palliative Care in Haematology

This theme reflects how clinicians positioned palliative care along the disease trajectory, highlighting the tension between early integration and its traditional association with end-of-life care.

3.2.2.1 Recognition of early integration alongside active treatment

Some clinicians acknowledged that palliative care should begin at diagnosis and run concurrently with disease-modifying therapies. They recognized that early integration could improve quality of life and facilitate ongoing support for both patients and families.
“Palliative care doesn’t start when the patient is about dying, it starts right from diagnosis.” (R2, Female)
“We are supposed to work hand in hand with the primary caregivers.” (R2, Female)
“Maybe we can broaden the scope to other chronic conditions that also require palliation.” (R5, Female)
These responses indicate that certain clinicians appreciate the value of integrating palliative care throughout the illness trajectory, rather than reserving it solely for terminal stages.

3.2.2.2 Persistent association of palliative care with end-of-life care

Despite some recognition of broader roles, many participants continued to link palliative care primarily with terminal stages. This perception contributed to delayed referrals and limited integration into routine haematology management.
“When you get to that point where you are looking at palliative care, it is almost like giving up.” (R5, Female)
“We often think about this for malignancies.” (R5, Female)
“Ensuring they are supported and live comfortably until the end.” (R3, Female)
This subtheme illustrates the enduring association between palliation and the end of life, which can restrict timely access to supportive care.

3.2.2.3 Blurred boundaries between haematology treatment and palliation

Several clinicians noted that aspects of standard haematology practice already included elements of palliative care. This blurred boundary sometimes made formal referral to palliative services seem less necessary.
“From the very first day you came, you were already kind of receiving palliative level of care.” (R5, Female)
“Some of the therapies that we give here are palliative therapies.” (R8, Female)
“We even write that we are giving palliative chemotherapy.” (R10, Female)
These perspectives suggest that while clinicians recognize the benefits of palliative care, its integration into haematology is often informal, embedded within routine disease management rather than through structured referral pathways.

3.2.2.4 Curative orientation of haematology limiting palliative integration

Participants highlighted that the strong culture of pursuing remission or cure in haematological malignancies can compete with palliative approaches, leading to reluctance in initiating early supportive care.
“Because many haematological conditions can still respond to treatment, we tend to focus on cure rather than comfort.” (R1, Male)
“We keep escalating treatment, so introducing palliative care sometimes feels like giving up.” (R9, Male)
These responses underscore the subtle tension between curative intent and the early introduction of palliative care, revealing a systemic challenge in balancing both approaches.

3.2.3 Clinicians’ Perceived Value of Palliative Care

This theme captures clinicians’ perceptions of the significance of palliative care in haematology practice, highlighting its perceived contributions to patient comfort, family support, and management of complex symptoms beyond routine haematology care.

3.2.3.1 Improving quality of life and dignity

Participants consistently framed palliative care as essential for ensuring patients live comfortably and with dignity, emphasizing its role in alleviating physical suffering and maintaining humane care standards.
“The end goal is ensuring people live comfortably.” (R9, Male)
“It’s better to live a short comfortable life than a long miserable one.” (R9, Male)
“The unit is there to help patients have a comfortable life and manage the stress and pain.” (R3, Female)
These statements highlight the belief that palliative care prioritizes quality of life over mere survival, particularly when curative options are limited or exhausted.

3.2.3.2 Supporting psychological and family needs

Clinicians emphasized that palliative care extends beyond physical symptom management to address emotional and psychosocial needs of both patients and their families.
“The chronic disease itself is tormenting… palliative care helps with the psychological aspect.” (R6, Female)
“We involved the palliative team to provide emotional support and help them understand the situation.” (R3, Female)
One participant also added that palliative care also focuses on “including and support the [patient’s] family” (R10, Female). These insights reflect recognition that the burden of haematological malignancies affects the broader family system, and palliative care serves as a critical resource for emotional and social support.

3.2.3.3 Managing complex symptoms beyond haematology expertise

Several participants acknowledged that palliative care teams bring specialized skills in managing symptoms that haematologists may not routinely address, including chronic pain, distress, and other complex care needs.
“The pain affected her mental state and everything about her…The palliative care team specializes in handling chronic pain.” (R1, Male)
“They help with symptom relief and supportive measures.” (R7, Male)
This subtheme highlights the complementary role of palliative care in enhancing haematology practice, allowing clinicians to provide holistic support while focusing on disease-modifying treatments.

3.2.3.4 Limited role clarity and referral pathways

Participants noted that, while palliative care is valued, uncertainty about referral processes and unclear institutional pathways limited its consistent use.
“Sometimes we are not sure at what point we should involve the palliative team.” (R8, Female)
“There isn’t a clear pathway for referral, so it depends on individual decisions.” (R10, Female)
These responses suggest that structural and procedural barriers may undermine the perceived value of palliative care, even when clinicians recognize its benefits.

3.2.3.5 Recognition of symptom burden in haematology patients

Despite hesitations about referrals, clinicians acknowledged that haematology patients often experience substantial unmanaged symptom burdens, reinforcing the need for integrated supportive care.
“These patients suffer a lot — pain, fatigue, infections — but we focus more on the disease than their comfort.” (R1, Male)
“Even when we are still treating, the symptom burden is high and they need supportive care.” (R6, Female)
These observations indicate that clinicians are aware of unmet patient needs, supporting the argument for systematic integration of palliative care into haematology services.




4. DISCUSSION

This study explored haematologists’ perceptions of palliative care within the context of haematological practice in Ghana. Three overarching themes emerged: conceptualizations of palliative care, perceived timing and role of palliative care, and clinicians’ perceived value of palliative care.
The findings suggest that most participants demonstrated a relatively comprehensive understanding of palliative care as a holistic and multidisciplinary approach to patient management. Clinicians commonly described palliative care as addressing not only physical symptoms but also psychological, social, and family-related needs. This reflects an appreciation of palliative care as a team-based model that extends beyond symptom control to include emotional support and assistance for patients and families throughout the illness trajectory. These perspectives align closely with the World Health Organization’s expanded definition of palliative care, which emphasizes symptom relief, psychosocial support, and early integration alongside disease-modifying therapy (WHO, 2020).
Participants also frequently conceptualized palliative care as comfort-focused care for patients with serious or incurable illness, with an emphasis on improving quality of life when curative treatment options become limited. This interpretation reflects the traditional framing of palliative care as supportive care for individuals living with life-limiting illness (WHO, 1990). Previous studies similarly report that clinicians often associate palliative care with efforts to reduce suffering and optimize patient comfort when disease-directed treatments are unlikely to achieve cure (Pryde et al., 2024; Janke et al., 2024; Li et al., 2024). While this understanding aligns with key goals of palliative care, it may also contribute to the persistent perception that palliative care is primarily relevant at advanced stages of disease.
Another important observation from this study was the perception of palliative care as involving supportive and non-interventional approaches, including counselling, symptom management, and other non-pharmacological strategies. This reflects clinicians’ recognition that palliative care complements disease-directed treatment rather than replacing it. Such views are consistent with contemporary models of integrated palliative care, which emphasize supportive interventions that address multidimensional suffering while allowing patients to continue receiving active medical therapy (Mathews et al., 2021).
Despite this generally sound conceptual understanding, participants’ perspectives revealed a persistent tension regarding the timing of palliative care involvement in haematology practice. Although some clinicians acknowledged that palliative care can be integrated early in the course of illness, many still associated it primarily with end-of-life care. This dual perception reflects a broader challenge reported in the literature, where palliative care is conceptually recognized as beneficial throughout the disease trajectory but is often introduced only during advanced or terminal stages (Haroen et al., 2025). Studies among haematologists and oncologists have similarly shown that strong curative orientations and optimism regarding treatment outcomes may delay referral to palliative care services (Allende-Pérez et al., 2023; Seecof et al., 2025; Alemu et al., 2025).
The findings also revealed blurred boundaries between routine haematology care and palliative care practices. Clinicians noted that several aspects of haematology management such as symptom relief, supportive therapies, and psychosocial support already contain elements traditionally associated with palliative care. This overlap may contribute to uncertainty about when specialist palliative care services should be involved, as clinicians may perceive that they are already providing elements of palliation within routine clinical care. Similar observations have been reported in previous studies, where haematologists viewed the provision of “generalist” palliative care as part of their professional role while reserving specialist referral for more complex cases (Brown et al., 2018; Tricou et al., 2022).
Clinicians in this study consistently emphasized the value of palliative care for improving patients’ quality of life and preserving dignity during illness. Participants highlighted the importance of addressing suffering, ensuring patient comfort, and supporting individuals through the physical and emotional challenges associated with haematological disease. These findings reinforce the central role of palliative care in promoting patient-centred care, particularly for individuals experiencing significant symptom burden or treatment-related complications (WHO, 2020).
In addition, participants recognized the importance of psychological and family support as key components of palliative care. Haematological malignancies are often associated with prolonged treatment courses, uncertainty regarding prognosis, and significant emotional stress for both patients and caregivers. The involvement of palliative care teams was therefore perceived as valuable for addressing these psychosocial needs and supporting families as they navigate complex treatment decisions and disease trajectories. These findings align with existing literature demonstrating that palliative care services play a critical role in addressing emotional distress, supporting family caregivers, and facilitating communication during serious illness (El-Jawahri et al., 2024; Shaulov et al., 2022; Forbes & Wright, 2017).
Participants also viewed palliative care as an important resource for managing complex symptoms that may fall outside the core expertise of haematology teams, particularly severe pain and psychological distress. This highlights the complementary role of specialist palliative care in providing additional expertise in symptom control and supportive care. Previous studies similarly emphasize the value of multidisciplinary collaboration between haematology and palliative care teams to optimize symptom management and enhance patient comfort (Albarqi et al., 2024; Cheng & Lam, 2021).
Overall, the findings indicate that haematologists in Ghana generally possess a sound conceptual understanding of palliative care and recognize its importance in improving patient wellbeing. However, persistent associations of palliative care with end-of-life care, combined with the strong curative orientation of haematology practice, may limit timely referral and early integration. Addressing these perceptions through targeted education, clearer referral frameworks, and strengthened collaboration between haematology and palliative care teams may facilitate earlier and more effective integration of palliative care into routine clinical practice.
From a practical perspective, these findings underscore the need for institutional and training initiatives that promote earlier palliative care engagement in haematology settings. Integrating structured palliative care modules into haematology training programmes, strengthening interprofessional collaboration, and developing clear referral pathways may help clinicians better identify patients who could benefit from palliative care alongside disease-directed treatment. Such measures could enhance patient-centred care while aligning clinical practice with international recommendations for early palliative care integration.

5. STRENGTHS AND LIMITATIONS
This study provides novel insights into haematologists’ perceptions of palliative care within a Ghanaian tertiary hospital setting. By using an exploratory qualitative design and purposive sampling, the study captured the perspectives of clinicians directly involved in the management of patients with haematological malignancies. In-depth interviews allowed participants to share nuanced experiences, while thematic analysis facilitated the identification of key patterns in understanding, perceived timing, and the value of palliative care. Rigorous measures to ensure trustworthiness, including verbatim transcription, audit trails, and reflexive note-taking, enhanced the credibility and dependability of the findings.
The study’s findings are limited by its small sample size and single-institution setting, which may affect generalizability to other hospitals or regions in Ghana. The predominance of female participants may also have influenced the perspectives captured. Additionally, as with all qualitative research, responses may have been shaped by social desirability bias.

6. CONCLUSION
Haematologists in this study demonstrated a generally adequate understanding of palliative care, recognizing it as multidisciplinary, holistic, and supportive of quality of life. However, persistent associations of palliative care with end-of-life care, coupled with the curative focus of haematology, may delay referrals and limit early integration. The perceived value of palliative care, including symptom management, psychological support, and assistance for families, highlights its importance alongside disease-directed treatment. Strengthening awareness, education, and interprofessional collaboration, as well as clarifying referral pathways, may enhance timely integration of palliative care into haematology practice in Ghana. In addition, integrating structured palliative care modules into haematology training programmes and continuing professional development for clinicians may help promote earlier referral and collaborative care.
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