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Palliative Care & Social Practice

Background
Palliative care (PC), which refers to an approach 
centred on improving the quality of life of persons 
with life-limiting conditions and their families, has 
become essential to the continuum of comprehensive 
cancer care.1 Evidence suggests that incorporating 

PC in routine cancer management significantly 
improves their quality of life,2 promotes better 
symptoms management,3 ensures cost-effective-
ness in care,4 and enhances the survival chances 
of patients.5 Notwithstanding, there is high 
unmet need for PC.
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Abstract
Background: Integration of palliative care (PC) in cancer management is critical to improving 
the overall quality of life of cancer patients and their families. Nevertheless, only a few people 
in need of PC services actually receive them.
Objective: The study explored the barriers to the successful integration of PC in cancer 
management in Ghana.
Design: The design was an exploratory descriptive qualitative research design.
Methods: In all, we conducted 13 interviews with service providers (7), patients (4) and 
caregivers (2). An inductive thematic analysis was carried out. Data were managed using QSR 
NVivo 12.
Results: Our study reveals the different levels of barriers that adversely affect the successful 
integration of PC and cancer management. Emerging from the findings are patient- and 
family-level barriers (denial of the primary diagnosis and understanding of PC and financial 
constraints), service provider–level barriers (healthcare providers’ misunderstanding of PC 
and late referrals), and institutional and policy-level barriers (infrastructural and logistical 
constraints, non-inclusion of PC in the National Health Insurance Scheme, low staff strength).
Conclusion: We conclude that different levels of barriers are encountered in the integration 
of PC in cancer management. There is a need for policymakers to develop comprehensive 
guidelines and protocols for the integration of PC into cancer management. These guidelines 
should address the various levels of factors that serve as barriers to PC integration. The 
guidelines should also emphasise the importance of early referral for PC and educate 
service providers on the benefits of PC for patients with life-limiting illnesses. Our findings 
underscore a need to include PC services and medication in the benefits package of the health 
insurance scheme to reduce the financial burden on patients and their families. In addition, 
continuous professional training of all cadre of service providers is needed to facilitate PC 
integration.

Keywords: barriers, cancer, integration, palliative care, qualitative research

Received: 24 November 2022; revised manuscript accepted: 15 May 2023.

Correspondence to: 
Joshua Okyere 
Department of Population 
and Health, University of 
Cape Coast, Cape Coast, 
Ghana. 

Department of Nursing, 
College of Health 
Sciences, Kwame 
Nkrumah University of 
Science and Technology, 
Kumasi +233, Ghana 
joshuaokyere54@gmail.
com

Kwaku Kissah-Korsah 
Department of Population 
and Health, University of 
Cape Coast, Cape Coast, 
Ghana

1179980 PCR0010.1177/26323524231179980Palliative Care and Social PracticeJ Okyere and K Kissah-Korsah
research-article20232023

Original Research

https://uk.sagepub.com/en-gb/journals-permissions
https://uk.sagepub.com/en-gb/journals-permissions
http://journals.sagepub.com/home/pcr
mailto:joshuaokyere54@gmail.com
mailto:joshuaokyere54@gmail.com


Palliative Care & Social Practice 17

2 journals.sagepub.com/home/pcr

Globally, approximately 56.8 million are in need 
of PC.6 Of this number, 54.8% (representing 
31.1 million) are in early stage need of PC while 
the remaining 45.2% (representing 25.7 million) 
are near the end-of-life (EoL).6 The World 
Health Organisation (WHO) reports that only 
14% of persons in need of PC receive care.7 Low- 
and middle-income countries (LMICs) account 
for nearly 70% of the global adult population in 
need of PC. A report from the WHO indicates 
that compared with the other regions, Africa has 
the greatest need for PC, with its adult need for 
PC being at 2163 per 100,000 adults.6

Some studies have reported that to address the 
unmet need for PC services, particularly in oncol-
ogy, there is the need for an integrated system.6–8 
Here, integration of PC refers to bringing together 
administrative, organisational, clinical and service 
components of care in a collaborative way to 
improve the health outcomes of patients and their 
families.8 This involves an integration of care 
dimensions (i.e. physical, psychosocial and spirit-
ual care), service delivery models, (e.g. home-
based, in-patient, out-patient models, or a 
combination of all three), and referral systems.

In Ghana, the call for PC integration into the 
national healthcare system culminated in the 
formulation of the National Strategy for Cancer 
Control.9 Korle Bu Teaching Hospital (KBTH) 
was the first tertiary hospital in Ghana to oper-
ate specialist PC services and has since been the 
main health facility providing PC services to the 
country’s most populous city, Accra, and its 
peripheral regions.9 However, in the quest to 
integrate PC services into cancer management, 
several barriers are encountered. Previous stud-
ies have shown that poor perceptions about PC, 
late referrals and financial constraints are recur-
ring barriers that impede the successful integra-
tion of PC in cancer management.10–12 Given 
that Ghana is a resource-constrained country 
that began PC service provision less than two 
decades ago, the barriers that constrain the inte-
gration of PC services may not necessarily be the 
same as in highly resourced nations. Yet, there is 
little empirical evidence that documents and 
assesses these barriers in resource-constrained 
settings like Ghana. Knowing the barriers to PC 
integration is critical for developing interventions 
to promote early PC integration. The study aimed 
to explore barriers to the integration of PC in can-
cer management in Ghana’s leading tertiary 
health facility.

Methods

Design
We employed a qualitative exploratory study 
design in this study. This study design was used 
because it offers investigators the chance to 
explore issues with ‘limited coverage within the 
literature and allows the participants of the study 
to contribute to the development of new knowl-
edge in that area’.13 The study was conducted 
between October and December 2021.

Setting
This study was carried out at the KBTH. 
Specifically, the study was conducted at the 
Palliative Care Unit which is located within the 
Department of Family Medicine at the Korle Bu 
Polyclinic. KBTH is the first tertiary hospital in 
Ghana to operate specialist PC services and has 
since been the main health facility providing PC 
services to the country’s most populous city, 
Accra, and its peripheral regions.9 The PC unit 
has a team that offers both out-patient and in-
patient consultation to clients as well as home vis-
its. In-patient consultations are organised three 
times a week whereas home visits are done every 
Wednesday.

Sample
KBTH has a total of nine professionals in its PC 
unit; however, at the time of the study, one of the 
members of the PC team was on sabbatical. The 
remaining eight service providers were approached; 
however, one person declined to participate with-
out giving any reason. Healthcare professionals were 
recruited based on the inclusion criteria that (a) 
must be a member of the PC unit and (b) must have 
been working with the PC unit for at least 6 months. 
Patients were purposively sampled based on the 
following inclusion criteria: (a) must have been 
diagnosed with any form of cancer at any stage (0–
IV), (b) be an adult (i.e. they should be above 
18 years) and (c) be receiving PC for at least 
1 month and be able to verbally communicate. The 
patients were identified at the PC unit. As the PC 
unit provided services not only to cancer patients, 
we asked the service providers to alert us when 
patients who came for their appointments were 
cancer patients. The first author then proceeded to 
contact the patient after they had completed their 
day appointment with the service provider and 
screen their eligibility to participate in the study. 
The first author introduced himself and the 
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purpose of the study and then obtained written 
consent from them. Most of the patients who 
were screened for eligibility to participate in the 
study were accompanied by caregivers; often a 
relative. Caregivers of patients who could not ver-
bally communicate effectively were recruited.

The participants included a geriatric nurse, com-
munity health nurse (CHN), PC nurse specialist, 
pharmacist, family physician, general nurse, clini-
cal psychologist and a social worker (see Table 1). 
Each member of the PC team had received a 
6-week intensive training from the Institute of 
Hospice and PC in Africa, based in Kampala, 
Uganda. This training programme is a certificate 
course that has several modules. During this 
programme, participants are provided training 
on symptoms and pain management, spiritual 
assessments, and dealing with patients or car-
egivers’ psychological distress. By the fourth 
interview with the patients, no new analytical 
data were emerging, indicating a point of satu-
ration. To confirm that we had reached data 
saturation, we included the caregivers of two 
patients. These interviews also revealed similar 
themes and patterns. In all, we conducted 13 

interviews with service providers (7), patients (4) 
and caregivers (2).

Data collection
Data were collected through face-to-face (10) 
and phone interviews (3). We conducted three 
phone interviews because these participants 
requested that the interviews be conducted on the 
phone as they were either busy (2 service provid-
ers) or not ready for a face-to-face interview (1 
caregiver). The interviews were conducted using 
a semi-structured interview guide (see 
Supplementary file) that was prepared based on 
findings from previous literature.12,14,15 For 
instance, Hawley14 reports that some barriers to 
PC integration include strict eligibility criteria to 
receive PC services, lack of resources, reluctance 
to refer, patients’ reluctance to be referred and 
ignorance about what constitutes PC. These 
studies informed the probing questions in the 
interview guide. The first section of the interview 
guide asked questions about the participants’ 
socio-demographic characteristics. This was fol-
lowed by a question that solicited responses about 
different levels of barriers to the integration of PC 

Table 1. Participants’ socio-demographic characteristics.

Participant ID Age Specialty Years of 
experience

Marital status Type of cancer

SP1 30–34 Geriatric nurse 2 N/A N/A

SP2 30–34 CHN 8 N/A N/A

SP3 55–59 PC nurse 9 N/A N/A

SP4 50–54 Pharmacist 9 N/A N/A

SP5 35–39 Family physician 9 N/A N/A

SP6 35–39 General nurse 9 N/A N/A

SP7 30–34 PC nurse 2.5 N/A N/A

P01_F 40–44 N/A N/A Married Colon cancer

P02_F 65–69 N/A N/A Widowed Uterine cancer

P03_M 45–49 N/A N/A Not married Mandibular cancer

P04_F 55–59 N/A N/A Married Breast cancer

CG1_F 35–39 N/A N/A Not married N/A

CG2_F 25–29 N/A N/A Not married N/A

CHN, community health nurse; N/A, not applicable; PC, palliative care.
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at KBTH. The first author contacted members of 
the PC team to schedule the date and time of the 
interview. Prior to each interview, participants 
were briefed about the objective of the study. 
Also, participants were informed about the volun-
tary nature of the study and the absence of any 
compensation whatsoever. Each face-to-face 
interview was recorded using a tape recorder. For 
the telephone interviews, the principal investiga-
tor put the call on loud speaker and recorded it 
using a tape recorder. This was done in the office 
of the principal investigator. Hence, no other per-
son could eavesdrop on the interview even though 
it was on loud speaker. In addition to that, field 
notes were taken to record significant non-verbal 
gestures that would be essential in the interpreta-
tion of the text data. The interviews were all con-
ducted in English Language; they lasted between 
25 and 54 min.

Analysis
Verbatim transcription of the recorded interviews 
was done. QSR NVivo 12 was used to manage 
and analyse the data by adopting the five-staged 
thematic analytical framework for qualitative 
research.16 The transcripts were imported into 
the software to follow Lacey and Luff’s five-
staged thematic analyses. The decision to use this 
analytical framework is premised on the fact that 
it facilitates a more comprehensive analysis and 
creates an enabling environment for the inclusion 
of emergent concepts.16 The first stage involved 
getting familiar with the data. We achieved this by 
reading through all the transcripts. This was fol-
lowed by organising concepts and ideas that ema-
nated from the study to determine similarities and 
variations in the barriers to PC integration. Using 
the ‘nodes’ function of the QSR NVivo 12, key 
narratives and phrases were identified; codes were 
assigned accordingly. After assigning the codes, 
recurring issues and patterns were identified and 
categorised as themes and sub-themes. The 
authors deliberated on the emerging themes to 
arrive at the final themes and sub-themes. The 
final stage of the analysis involved interpretation 
of the findings in corroboration with existing 
literature.

Rigour
Rigour in qualitative research is necessary to 
achieve trustworthiness. Key to achieving this is 
the issue of credibility, transferability and depend-
ability.17,18 Credibility refers to the degree of trust 

that can be placed in the accuracy and truthful-
ness of the research findings.17 It is determined by 
assessing whether the findings are a credible 
reflection of the original data collected from the 
participants and whether the interpretation of 
their views is accurate and reasonable. To ensure 
credibility, only verbatim quotes from the partici-
pants were used. Also, the authors strictly adhered 
to the research methodology. Member checking 
(i.e. a technique used to validate the findings of a 
study by seeking feedback from the participants 
who were involved in the research) was done with 
two of the respondents a week after the data col-
lection for them to verify the results.19 Moreover, 
credibility was also ensured by designing the 
interview guide to reflect the objectives.

Transferability in qualitative research pertains to 
the extent to which the research findings can be 
applicable to other contexts or settings with dif-
ferent participants.17 Researchers often facilitate 
the evaluation of transferability by providing 
detailed and comprehensive descriptions of the 
study methods, participants and findings. In the 
context of this study, this was achieved by provid-
ing detailed descriptions of the study setting and 
the methods for selecting the participants.

Dependability refers to the consistency and relia-
bility of the research findings over time. It entails 
that the study’s interpretations, recommenda-
tions and conclusions are well-supported by the 
data collected from the study’s participants.17 To 
achieve this, maintaining an audit trail has been 
advocated. This implies documenting the research 
journey from the initiation of a project to the 
presentation of its outcomes in a clear and com-
prehensive manner.18 The authors ensured this 
by leaving an audit trail of audio-records, tran-
scripts, interview questions and consent forms for 
any future confirmatory audits.19

Results
Table 2 provides a summary of the emerging 
themes from the analysis. Our study reveals the 
different levels of barriers that adversely affect the 
successful integration of PC and cancer 
management.

Patient- and family-level barriers
At the patient and family level, two main barriers 
emerged: denial of the primary diagnosis and poor 
understanding of PC, and financial constraints.
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Denial of the primary diagnosis and poor under-
standing of PC. Participants expressed that often, 
patients and their families refuse to accept cancer as 
a disease that requires biomedical help. Rather, 
they perceive cancer as a spiritual condition. Such 
attributions towards the disease impede health 
seeking and slow early referrals which is central to 
PC integration. Participants also asserted that some 
patients associate PC with death. Misconceptions 
about PC led to non-compliance when patients are 
referred for PC. This affects referral and early initia-
tion of PC services which are the benchmark for 
successful PC integration.

Some of them [patients] think cancer is a spiritual 
thing and that slows the integration process. The 
reason is that, if patients think that cancer is a spiritual 
disease, they will report late to the hospital and that 
will affect referral for palliative care. In the end, instead 
of us to provide palliative care, we end up providing 
end-of-life care. (SP1_IDI_30–34 years)

Another participant also shared this view:

Some patients don’t have an in-depth understanding 
of what palliative care is, and what it seeks to do. 
Based on what they hear from others; they associate 
palliative care with end of life. So, they have a phobia 
of the care. (SP5_IDI_35–39 years)

Financial constraints. Service providers asserted 
that patients often faced financial difficulties. 
The patients themselves also affirmed this asser-
tion. These financial constraints tend to limit 
patients’ capacity to access vital PC services 
such as home visits, thus creating a loophole in 
the integration of PC. Here is what some partici-
pants had to say:

Some of the patients cannot afford services like 
home visits. In such cases, we do not do home visits 
for those who are financially challenged. The cost 
depends on the distance. For example, from here to 
Kasoa, we charge 600 cedis [$41]. The distance will 
tell us how to charge. So, if in a day you are paying 
600 cedis [$41], I am sure there is no way you will 
opt for a home visit. So, that affects how we are  
able to integrate home visits too. (SP7_IDI_ 
30–34 years)

When you come for appointments, you will have to 
pay a consultation fee. But when they refer you to 
go for palliative radiation at radiotherapy, you will 
pay more for the treatment. That is a challenge 
because it is expensive and is not covered by 
national health insurance. Sometimes, I am unable 
to afford the cost of the morphine because it is very 
expensive. So, you can just imagine. (P04_Female_55– 
59 years)

Service provider–related barriers
Under this level of barrier, two themes emerged: 
healthcare providers’ misunderstanding of PC 
and late referrals.

Healthcare providers’ misunderstanding of 
PC. Participants reported that primary healthcare 
providers equated PC care to EoL care. As such, 
they are known as the angels of death. Service pro-
viders expressed concerns about how the wrong 
perceptions about PC were a challenge to the inte-
gration process. According to the participants, this 
perception of PC as being equal to EoL care gives 
the impression that PC services must be provided 
only when the patient has a poor prognosis.  

Table 2. Barriers to PC integration at KBTH.

Level of barrier Emerging themes

Patient and family level •  Denial of the primary diagnosis and poor understanding of PC
• Financial constraints

Service provider level • Healthcare providers’ misunderstanding of PC
• Late referrals

Institutional and policy level • Infrastructural and logistical constraints
• Non-inclusion of PC in the NHIS
•  Low management support and funding constraints
• Low staff strength

KBTH, Korle Bu Teaching Hospital; NHIS, National Health Insurance Scheme; PC, palliative care.
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Some of our colleagues in the other departments 
call us the ‘Angels of Death’. They think that 
palliative care is the same as end-of-life care. 
When we get to the wards, they will start saying 
that the Angels of Death are here. So, those are 
some of the misconceptions that they have. 
(SP2_IDI_30–34 years)

Another service provider stated that

The primary service providers in other departments 
who refer cases to us don’t understand palliative 
care. So, we even got the name ‘angel of death’. So, 
everywhere we go, they will be like the angels of 
death are coming. Such perceptions do not help us 
because it delays referral and worsens the patients’ 
health outcomes. (SP3_IDI_55–59 years)

Late referrals. Corollary to the findings about 
equating PC to EoL care was the challenge of late 
referral of patients for PC services. According to 
the participants, primary healthcare providers are 
supposed to refer cancer patients to the PC unit 
at the beginning of the healthcare journey. How-
ever, this standard is not adhered to. One partici-
pant opined that primary healthcare providers 
attempt to exhaust all the curative options before 
they are convinced to refer to the PC unit for pal-
liation to begin.

As I said from the beginning, they don’t refer early. 
Ideally, the departments and general health care 
providers should refer cancer patients to the 
palliative care unit early but they don’t do that. 
They wait till the person is in the advanced stage 
where nothing much can be done for the person. I 
quite remember that for some referrals that we get 
here, they refer today then the person is gone [dead] 
the next day. Some even are referred and by the 
time you get to the ward, they have passed away. 
That is really how bad the referral system is over 
here. (SP2_IDI_30–34 years)

One of the caregivers narrated that late referrals 
worsened their relative’s condition:

[sighs] . . . for me, I think that is where I have a 
problem with the system here. When we came at first, 
we were at radiotherapy so that is where we were 
receiving treatment. My mother was going through 
cycles of chemotherapy to shrink the cancer but it was 
working and they kept doing it until one day, they 
[primary providers] told us that they are done with 
their part so they are referring us to polyclinic to come 

for palliative care. At that time, the condition had 
worsened. So, I think that if we had been referred here 
early, perhaps her condition would have been better 
than now. (CG2_Female_25–29 years)

Institutional and policy-related barriers
The main theme that emerged at this level of barri-
ers included infrastructural and logistical con-
straints, non-inclusion of PC in the National Health 
Insurance Scheme (NHIS), and low staff strength.

Infrastructural and logistical constraints. Partici-
pants indicated that one of the major challenges 
was infrastructural and logistical inadequacies. 
They asserted that the space available for practic-
ing PC was not in the best shape to facilitate PC 
integration. Meanwhile, infrastructural space is 
needed to promote in-patient care, which is one of 
the three models of care used for integrating PC at 
KBTH. Also, home visit, which is another model 
for the integration of PC at KBTH, was impeded 
by the lack of vehicles for transportation. Others 
viewed logistical constraints from the perspective 
of inaccessibility to opioids.

Unavailability of medications is another challenge 
to providing integrated care to our patients. 
Sometimes, we don’t have morphine because 
there is a quota that has been allocated to Ghana. 
There is a quota for the opioids and so we cannot 
exceed that quota. I think for Korle Bu, we cannot 
get more than 2 kg of morphine powder a year, 
which is used for the preparation of the syrup. 
Komfo Anokye is also doing the same. That is 
why sometimes we have shortages of morphine. 
(SP4_IDI_50–54 years)

Another participant had this to say:

My sister’s condition requires hospitalisation but 
when we come here and I raise that issue, they [PC 
team] will tell us that they don’t have beds for that. 
So, what they can do is the appointments that we 
come every two weeks or they will come for home 
visit. So, the hospital should do something about it. 
(CG1_Female_35–39 years)

Non-inclusion of PC in the NHIS. Participants 
expressed that in integrating PC, the cost of PC 
services and medications should be absorbed by 
the NHIS. However, the situation is different. 
The NHIS does not include PC within its bene-
fits package for its subscribers. From the partici-
pants’ perspective, patients spent a lot of their 
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money on radiotherapy even before they are 
referred for PC. As such, by the time they report 
to the PC unit for care, they would have exhausted 
their financial resources.

The cost of palliative care for cancer patients is not 
covered by the health insurance. That is one major 
challenge to achieving full integration with cancer 
care. We have been trying to get it included in the 
health insurance but it is still pending. This year we 
had two meetings and we are hoping that next year, 
we would be able to have it on the NHIS. 
(SP3_IDI_55–59 years)

One of the patients reported that, ‘the insurance 
does not cover palliative care. So, it is very difficult 
for me. Coming here for medications has really 
drained me financially. I am sure things would 
have been better if it was covered by the health 
insurance’. (P02_Female_65–69 years).

Low management support and funding con-
straints. The results from the thematic analysis 
showed that service providers felt management 
provided little support for PC. In the view of the 
participants, management did not prioritise PC as 
they cared little about the psychological well-being 
of service providers. This is what one of the par-
ticipants had to say:    

Management does not care about how we debrief or 
how we retreat. We get emotionally drained as 
service providers in this field but no one seems to 
care about that. But this is a kind of job that requires 
consistent follow up on the team to find out how we 
are doing. So, that is also a big challenge because if 
the team members are not fine, then the work will 
not go on well. (SP6_IDI_35–39 years)

Another participant expressed their sentiment in 
the quote below:

The challenge with trying to make use of the 
opportunities around to integrate palliative care 
better for patients and their families is that there is 
no budget  allocated for organising workshops, 
seminars and training sessions for service providers. 
(SP3_IDI_55–59 years)

Low staff strength. It was evident from the study 
that staff strength at the PC unit was low in rela-
tion to the task that service providers had to per-
form. This challenge emanated from the lack of 
sufficient healthcare providers who specialise in 
PC. The participants also shared concerns about 

the hospital’s inability to retain some key staff for 
the PC unit.

Like I mentioned, we don’t have adequate human 
resources. Palliative care is not an individual thing; it 
is delivered through a team of health professionals. 
Yet, we don’t have sufficient healthcare providers in 
palliative care. (SP6_IDI_35–39 years)

No, I think our staff strength is challenging because as 
at now, the physician can only come on Mondays, 
and for the rest of the days, she is part of the family 
resident programme. (SP4_IDI_50–54 years)

Discussion
The present study used a qualitative exploratory 
study design to explore barriers to the integra-
tion of cancer PC in Ghana. From the findings, 
there are different levels of barriers that impede 
PC integration in cancer management. These 
levels of barriers include patient- and family-
level barriers, service provider–level barriers, 
and institutional and policy-level barriers. 
Overall, the findings are a reflection of the socio-
ecological model that posits that there are differ-
ent levels of factors that affect individuals and 
healthcare systems.20 Our study shows that at 
the patient and family level, there is the chal-
lenge of the denial of the primary diagnosis and 
poor understanding of PC. This finding mirrors 
that of several studies.21–23 The present finding 
reveals that patients who ascribed their disease 
to spiritual causation often reported late for pal-
liation. A plausible explanation for this could be 
that patients with poor knowledge and wrong 
perceptions about PC would want to assume a 
state of denial and explore all other options 
available to them before considering PC. This 
could significantly delay the initiation of PC.

Previous studies on PC in LMICs have estab-
lished that shortage or lack of funding at the 
institutional level is a major barrier to the 
advancement of PC.20,24,25 Our findings support 
this. Financial constraints on the part of patients 
and their caregivers were what contributed to 
the challenges encountered in integrating PC. A 
plausible justification for this finding could be 
that patients’ financial constraints significantly 
delay referral for specialist PC which is a critical 
pathway in PC integration.9 Another possible 
explanation for this finding could be that, often 
patients spent a significant proportion of their 
financial resources in search of curative 
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treatment. Hence, by the time they resort to PC, 
their financial resources would have been signifi-
cantly depleted, thereby, making it difficult for 
them to receive the requisite care.

Ideally, patients are expected to be referred for 
PC immediately after their diagnosis.9–11 
However, the study found that there were sub-
stantial delays with referrals. It is possible to 
explain this observation from the point that 
there is often a disconnect with the understand-
ing that PC is relevant to all patients facing a 
life-limiting disease, rather than being progno-
sis-dependent.26 Hence, service providers 
mainly refer to the EoL. This assertion was 
reflected in our findings that service providers’ 
misunderstanding of and equating PC to EoL 
care was a barrier to integrating care. The result 
corroborates Aldridge et  al.’s27 study that 
showed that clinicians often equated PC to EoL, 
thereby exacerbating the risk of delays in refer-
ring patients. This may also be due to the fact 
the hospital operates a specialist PC system. 
Therefore, primary health service providers may 
feel that they can offer some primary and inter-
mediary PC services and only bring in the spe-
cialists when the patient’s case is complex or at 
the EoL.

It is evident from the study findings that there are 
infrastructural and logistical constraints that 
impede the successful integration of PC in cancer 
management. The absence of a standard PC cen-
tre coupled with the lack of beds at the PC unit 
seriously affects the capacity of the health facility 
to provide in-patient care to patients. Also, the 
constrained infrastructure does not allow service 
providers to ensure the patients’ privacy. These 
findings are corroborated by a related study that 
found infrastructural constraints to be among the 
key barriers to the effective integration of PC.28 
The result suggests that apart from infrastructural 
inadequacies, there were challenges with respect 
to the availability of intravenous opioid medica-
tions and other pain-relief medications. This is 
consistent with findings from previous stud-
ies.29,30 Thus, highlighting a need to prioritise the 
supply of essential medications to facilitate PC 
integration as described in the public health 
model of developing PC services.31

Our findings indicate that the non-inclusion of 
PC services and medication in the benefits package 
of the NHIS was a major challenge to achieving 

integrated PC. This result is corroborated by 
Sarfo-Walters and Boateng’s32 findings that 
Ghana’s NHIS does not cover PC services. 
Without coverage from the NHIS, patients are 
more likely to suffer catastrophic health expendi-
tures. Moreover, in situations where the patient is 
in the EoL, financial constraints that arise as a 
result of the non-inclusion of PC services in the 
NHIS may be a disincentive for patients to seek 
PC services, thus, suggesting that inclusion of PC 
services into the NHIS would facilitate PC inte-
gration. The need to include PC in the NHIS is 
reflective of the International PC Initiative (IPCI) 
roadmap for a public health approach to provid-
ing PC services.31

Overall, the findings suggest that PC integration 
fits into the WHO health system building blocks 
which identify seven core components (i.e. lead-
ership and governance, service delivery, health 
system financing, health workforce, medical 
products, vaccines and technologies, and health 
information systems).33 Service provider–level 
barriers, such as misunderstanding of PC and 
equating it with EoL care, delays in referrals, 
and lack of availability of essential medications, 
highlight lapses in the service delivery of inte-
grated PC services. Institutional and policy-
level barriers, such as the absence of standard 
PC centres, lack of beds at the PC unit and non-
inclusion of PC services in the NHIS benefit 
package, indicate the need for strong leadership 
and governance to create policies and systems 
that support the integration of PC services into 
cancer management.

Strengths and limitations
The use of qualitative research methods does 
not allow for generalisation of the findings. 
Including primary healthcare providers would 
have provided a deeper understanding of the 
delays in referrals. However, this was not possi-
ble given the short time of the study. Also, 
because the study was limited to only patients 
who visited the PC unit, we could not explore 
the perspectives of other patients such as those 
who relied solely on home-based PC services 
and those who were admitted at the radiother-
apy or oncology department. It is possible that 
we may have introduced some bias during  
the data collection process, as the authors were 
responsible for screening patients for eligibility 
to participate in the study. This could  
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have influenced the selection of patients and 
caregivers and may have resulted in the exclu-
sion of some eligible participants.

Conclusion
We conclude that different levels of barriers are 
encountered in the integration of PC in cancer 
management in Ghana’s tertiary health facility. 
There is a need for policymakers to develop 
comprehensive guidelines and protocols for the 
integration of PC into cancer management. 
These guidelines should address the various lev-
els of factors that serve as barriers to PC integra-
tion. The guidelines should also emphasise the 
importance of early referral for PC and educate 
service providers on the benefits of PC for 
patients with life-limiting illnesses. Our findings 
underscore a need to include PC services and 
medication in the benefits package of the health 
insurance scheme to reduce the financial burden 
on patients and their families. In addition, con-
tinuous professional training of all cadre of ser-
vice providers is needed to facilitate PC 
integration.

Declarations

Ethics approval and consent to participate
The Institutional Review Board (IRB) of the 
University of Cape Coast (approval ID number: 
UCCIRB/CHLS/2021/18) and the Scientific and 
Technical Committee of the Korle Bu Teaching 
Hospital (approval ID number: KBTH-STC 
000108/2021) granted the ethical approval for 
this study. Informed consent was obtained from 
all participants. We ensured that all participants 
accepted to voluntarily participate in this study 
after having read the information and consented 
to it. Also, we adhered strictly to the Declaration 
of Helsinki and the Belmont Declaration. The 
study follows the Standards for Reporting 
Qualitative Research (SRQR).

Consent for publication
Not applicable.

Author contributions
Joshua Okyere: Conceptualization; Data cura-
tion; Formal analysis; Investigation; Software; 
Writing – original draft; Writing – review & 
editing.

Kwaku Kissah-Korsah: Formal analysis; 
Methodology; Supervision; Writing – review & 
editing.

Acknowledgements
The authors thank all of the service providers who 
participated in the study.

Funding
The authors received no financial support for the 
research, authorship and/or publication of this 
article.

Competing interests
The authors declared no potential conflicts of 
interest with respect to the research, authorship 
and/or publication of this article.

Availability of data and materials
The data that support the findings of this study 
are available on request from the corresponding 
author. The data are not publicly available due to 
privacy or ethical restrictions.

ORCID iD
Joshua Okyere  https://orcid.org/0000-0003- 
4080-7522

Supplemental material
Supplemental material for this article is available 
online.

References
 1. Sarradon-Eck A, Besle S, Troian J, et al. 

Understanding the barriers to introducing early 
palliative care for patients with advanced cancer: 
a qualitative study. J Palliat Med 2019; 22: 
508–516.

 2. Greer JA, Jacobs JM, El-Jawahri A, et al. Role 
of patient coping strategies in understanding the 
effects of early palliative care on quality of life and 
mood. J Clin Oncol 2018; 36: 53.

 3. Rugno FC, Paiva BS and Paiva CE. Early 
integration of palliative care facilitates the 
discontinuation of anticancer treatment in women 
with advanced breast or gynecologic cancers. 
Gynecol Oncol 2014; 135: 249–254.

 4. Zemplenyi AT, Csikós Fadgyas-Freyler ÁP, 
et al. Care integration decreases hospitalization 
costs: retrospective cohort study of palliative care 

http://journals.sagepub.com/home/pcr
https://orcid.org/0000-0003-4080-7522
https://orcid.org/0000-0003-4080-7522


Palliative Care & Social Practice 17

10 journals.sagepub.com/home/pcr

consult service for hospital patients with metastatic 
cancer. Doctoral Dissertation, School of Health 
Policy and Management, Erasmus University 
Rotterdam, Rotterdam, 2020.

 5. Guzman C PC, Cordoba MA, Godoy N, et al. 
Childhood cancer in Latin America: from detection 
to palliative care and survivorship. Cancer Epidemiol 
2021; 71: 101837.

 6. Knaul F, Radbruch L, Connor S, et al. How 
many adults and children are in need of palliative 
care worldwide. In: Connor S, Morris C, 
Jaramillo E, et al. (eds) Global atlas of palliative 
care. 2nd ed. London: Worldwide Hospice and 
Palliative Care Alliance (WHPCA), 2020, pp. 
17–32.

 7. World Health Organization. Why palliative care is 
an essential function of primary health care. Geneva: 
World Health Organization, 2018.

 8. Hasselaar J and Payne S. Integrated palliative care. 
Nijmegan: Radboud University Medical Centre, 
2016.

 9. Ofosu-Poku R, Owusu-Ansah M and Antwi J. 
Referral of patients with nonmalignant chronic 
diseases to specialist palliative care: a study in 
a teaching Hospital in Ghana. Int J Chronic Dis 
2020; 2020: 8432956.

 10. Levine DR, Mandrell BN, Sykes A, et al. 
Patients’ and parents’ needs, attitudes, and 
perceptions about early palliative care integration 
in pediatric oncology. JAMA Oncol 2017; 3: 
1214–1220.

 11. Von Roenn JH, Voltz R and Serrie A. Barriers 
and approaches to the successful integration 
of palliative care and oncology practice. J Natl 
Compr Canc Netw 2013; 11(Suppl. 1): S11–S16.

 12. Davis MP, Strasser F and Cherny N. How well 
is palliative care integrated into cancer care? A 
MASCC, ESMO, and EAPC project. Support 
Care Cancer 2015; 23: 2677–2685.

 13. Hunter D, McCallum J and Howes D. Defining 
exploratory-descriptive qualitative (EDQ) 
research and considering its application to 
healthcare. J Nurs Health Care 2019; 4, https://
eprints.gla.ac.uk/180272/7/180272.pdf

 14. Hawley P. Barriers to access to palliative care. 
Palliat Care 2017; 10: 1178224216688887.

 15. Ehrlich BS, Movsisyan N, Batmunkh T, et al. 
Barriers to the early integration of palliative care 
in pediatric oncology in 11 Eurasian countries. 
Cancer 2020; 126: 4984–4993.

 16. Lacey A and Luff D. Qualitative research analysis. 
The NIHR RDS for the East Midlands/Yorkshire 

& the Humber, 2007, https://www.rds-yh.nihr.
ac.uk/wp-content/uploads/2013/05/9_Qualitative_
Data_Analysis_Revision_2009.pdf

 17. Korstjens I and Moser A. Series: practical 
guidance to qualitative research. Part 4: 
trustworthiness and publishing. Eur J Gen Pract 
2018; 24: 120–124.

 18. Lincoln YS and Guba EG. Naturalistic inquiry. 
Thousand Oaks, CA: Sage, 1985.

 19. Okyere J, Mensah ABB and Kissah-Korsah K. 
Covid-19 front-liners: experiences of palliative 
care providers in a tertiary hospital. SAGE Open 
Nurs 2022; 8: 23779608221132172

 20. Abu-Odah H, Molassiotis A and Liu J. 
Challenges on the provision of palliative care for 
patients with cancer in low- and middle-income 
countries: a systematic review of reviews. BMC 
Palliat Care 2020; 19: 1–6.

 21. Bonsu AB and Ncama BP. Integration of breast 
cancer prevention and early detection into cancer 
palliative care model. PLoS ONE 2019; 14: 
e0212806.

 22. Dhollander N, De Vleminck A, Deliens L, et al. 
Barriers to the early integration of palliative home 
care into the disease trajectory of advanced cancer 
patients: a focus group study with palliative home 
care teams. Eur J Cancer Care 2019; 28: e13024.

 23. Ndiok A and Ncama B. Barriers and benefits of 
model development for integration of palliative 
care for cancer patients in a developing country: 
a qualitative study. Int J Nurs Pract 2021; 27: 
e12884.

 24. Zeinah GF, Al-Kindi SG and Hassan AA. Middle 
East experience in palliative care. Am J Hospice 
Palliat Med 2013; 30: 94–99.

 25. Donkor A, Luckett T, Aranda S, et al. Barriers 
and facilitators to implementation of cancer 
treatment and palliative care strategies in low- 
and middle-income countries: systematic review. 
Int J Public Health 2018; 63: 1047–1057.

 26. Wentlandt K, Wolofsky KT, Weiss A, 
et al. Identifying barriers and facilitators to 
palliative care integration in the management 
of hospitalized patients with COVID-19: a 
qualitative study. Palliat Med 2022; 36: 945–954.

 27. Aldridge MD, Hasselaar J, Garralda E, et al. 
Education, implementation, and policy barriers to 
greater integration of palliative care: a literature 
review. Palliat Med 2016; 30: 224–239.

 28. Ramchandran K, Tribett E, Dietrich B, et al. 
Integrating palliative care into oncology: a way 
forward. Cancer Control 2015; 22: 386–395.

http://journals.sagepub.com/home/pcr
https://eprints.gla.ac.uk/180272/7/180272.pdf
https://eprints.gla.ac.uk/180272/7/180272.pdf
https://www.rds-yh.nihr.ac.uk/wp-content/uploads/2013/05/9_Qualitative_Data_Analysis_Revision_2009.pdf
https://www.rds-yh.nihr.ac.uk/wp-content/uploads/2013/05/9_Qualitative_Data_Analysis_Revision_2009.pdf
https://www.rds-yh.nihr.ac.uk/wp-content/uploads/2013/05/9_Qualitative_Data_Analysis_Revision_2009.pdf


J Okyere and K Kissah-Korsah 

journals.sagepub.com/home/pcr 11

 29. van Gurp  J, Soyannwo  O, Odebunmi  K, et al. 
Telemedicine’s potential to support good dying in 
Nigeria: a qualitative study. PLoS ONE 2015; 10: 
e0126820.

 30. Tapsfield JB and Jane Bates M. Hospital based 
palliative care in sub-Saharan Africa; a six month 
review from Malawi. BMC Palliate Care 2011; 10: 
1–6.

 31. Callaway MV, Connor SR and Foley KM. 
World Health Organization public health model: 
a roadmap for palliative care development. 

J Pain Symptom Manage 2018; 55(Suppl.): 
S6–S13.

 32. Sarfo-Walters C and Boateng EA. Perceptions of 
patients with end-stage kidney disease (ESKD) 
and their informal caregivers on palliative care 
as a treatment option: a qualitative study. BMC 
Palliat Care 2020; 19: 133.

 33. World Health Organization. Monitoring the 
building blocks of health systems: a handbook of 
indicators and their measurement strategies. Geneva: 
World Health Organization, 2010.

Visit Sage journals online 
journals.sagepub.com/
home/pcr

  Sage journals

http://journals.sagepub.com/home/pcr

