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ABSTRACT
Introduction  An important challenge for future 
palliative care delivery is the growing number of people 
with palliative care needs compared with the limited 
qualified professional workforce. Existing but underused 
professional potential can further be optimised. This is 
certainly the case for social work, a profession that fits 
well in multidisciplinary palliative care practice but whose 
capacities remain underused. This study aims to optimise 
the palliative care capacity of social workers in Flanders 
(Belgium) by the development of a Palliative Care Program 
for Social Work (PICASO).
Methods and analysis  This protocol paper covers the 
steps of the development of PICASO, which are based 
on phase I of the Medical Research Council framework. 
However, additional steps were added to the original 
framework to include more opportunities for stakeholder 
involvement. The development of PICASO follows an 
iterative approach. First, we will identify existing evidence 
by reviewing the international literature and describe 
the problem by conducting quantitative and qualitative 
research among Flemish social workers. Second, we 
will further examine practice and identify an appropriate 
intervention theory by means of expert panels. Third, the 
process and outcomes will be depicted in a logic model.
Ethics and dissemination  Ethical approval for this study 
was given by the KU Leuven Social and Societal Ethics 
Committee (SMEC) on 14 April 2021 (reference number: 
G-2020-2247-R2(MIN)). Findings will be disseminated 
through professional networks, conference presentations 
and publications in scientific journals.

INTRODUCTION
Although the delivery and quality of palliative 
care have significantly improved in the past 
decades, several challenges remain. One of 
the most urgent challenges is the growing 
ageing population1 along with a higher prev-
alence of chronic conditions in all ages.2 
The number of people with palliative care 
needs is increasing, while the professional 
workforce that is fully qualified to meet these 

needs is not growing at the same pace.3–5 It 
will however not suffice to simply increase the 
number of professionals in palliative care.6 
Instead, it may be more efficient to optimise 
existing but underused professional and non-
professional potential.

This study considers the case of social work 
in the optimisation of professional potential 
in palliative care. By social work we refer to 
the definition set out by the International 
Federation of Social Workers7 as ‘a practice-
based profession and an academic discipline 
that promotes social change and develop-
ment, social cohesion, and the empowerment 
and liberation of people’. Furthermore, the 
International Federation of Social Workers 
suggests that the main role of the social work 
profession is to engage ‘people and struc-
tures to address life challenges and enhance 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This study answers a call in the international liter-
ature to investigate how the involvement of social 
workers in palliative care can be optimised.

	⇒ The outcomes of this study will entail an inter-
vention (Palliative Care Program for Social Work, 
PICASO) aimed at the optimisation of the palliative 
care capacity of Flemish social workers as well as 
a list of preconditions for successful social work in-
volvement in Flanders.

	⇒ The major strengths of this study relate to its partic-
ipatory approach grounded in adequate stakeholder 
involvement and the consideration of context during 
the development process, which assure the embed-
dedness of PICASO in Flemish social work practice.

	⇒ A limitation of this protocol is that no concrete steps 
for evaluating PICASO are described. These steps 
will be described in a subsequent protocol paper 
based on phase II of the Medical Research Council 
framework.
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wellbeing’. The latter certainly applies to palliative care, 
which can be defined as a practice that ‘improves the 
quality of life of patients and that of their families who 
are facing challenges associated with life-threatening 
illness, whether physical, psychological, social or spiri-
tual’. Improving the quality of life of caregivers is also an 
important part of this practice.8 Furthermore, palliative 
care is a practice for anyone with a life-threatening and 
incurable condition, without necessarily being in the end-
of-life phase.

Generally, social work fits well within the multidisci-
plinary practice of palliative care. On the one hand, the 
involvement of social workers in palliative care is linked 
with better health outcomes for clients.9 10 On the other 
hand, their involvement is also linked with general savings 
in healthcare spending at the end of life.11 12 Three addi-
tional reasons further illustrate why the involvement of 
social workers is important for the multidisciplinary prac-
tice of palliative care.

First, since ‘person in environment’ is one of the central 
guiding concepts in social work, social workers aim to posi-
tively influence the relationship between clients and their 
social environment. In palliative care, they build bridges 
between individual patients, their families, the wider 
social environment and formal healthcare settings.13–15 
This bridging function is an important professional asset 
because a substantial part of palliative care is being deliv-
ered outside of formal healthcare institutions.16 The 
social dimension of palliative care also remains one of the 
most underexposed, and professional psychosocial care 
often becomes ‘more psycho- than social’.17 The inclu-
sion of social workers in the care model is therefore an 
important step in what Brown and Walter18 called a ‘social 
model of end-of-life care’.

Second, social work is well suited to highlight the issue 
of social determinants of health.19 20 Determinants, such 
as age, ethnicity and socioeconomic position, result in 
inequalities in access to palliative care and general quality 
of care at the end of life. Differences in social and cultural 
capital are often the most important mediators.21–23 It is 
therefore hypothesised that social workers can contribute 
to diminishing social inequalities at the end of life.24

Third, although the provision of holistic palliative 
care was found to be challenging in the first wave of the 
COVID-19 pandemic,25 social workers should have been 
attributed an expanded role in addressing the conse-
quences of the pandemic for their clients.26 The core 
values on which social workers base their practices are 
valuable even in times of health crises and rapid social 
changes.27

Despite the fact that social workers possess relevant 
competencies and professional perspectives for making 
valuable contributions in palliative care, at least three 
factors are responsible for the underutilisation of their 
capacities in daily practice.

First, the inadequate role definition of social work in 
palliative care makes social workers often unaware of the 
actions that are expected from them. This causes much 

role ambiguity in daily practice. Additionally, profes-
sionals from other disciplines do not know what social 
work has to offer.28–31 This is a major problem since social 
workers may be reluctant to take initiative while other 
professionals may also not involve them in palliative care 
practice.

Second, role ambiguity is even reinforced by processes 
that put social workers on the same level as professionals 
who usually approach palliative care on an individualised 
basis. On the one hand, the pitfall of therapeutisation of 
social work practices, which is still relevant two decades 
after Specht and Courtney’s32 highly cited critical contri-
bution, makes that social workers forget about ‘person 
in environment’. On the other hand, the medicalisa-
tion of palliative care is another process that jeopardises 
a broad and encompassing perspective on end-of-life 
problems.33 34 Both processes influence the social work 
role in palliative care. Hodgson35 suggested that social 
workers tend to overemphasise psychological issues as a 
result of working in medicalised settings characterised by 
an individualised approach to care, rather than focusing 
on social needs. This may produce role conflicts between 
social workers and other professionals such as nurses, 
physicians and psychologists.36 37 Likewise, Lawson38 and 
Stein and colleagues39 noted that the role of social work 
in palliative care practice significantly depends on the 
specific working environment in which they are employed 
and the model of care in which they operate.

Third, although previous research has shown that 
social workers tend to have positive attitudes towards 
palliative care delivery,40–43 this does not imply that they 
are fully comfortable in taking up their role. Positive atti-
tudes towards palliative care are strongly influenced by 
personal characteristics, comfort with death and dying 
and the years of professional experience.40 41 44 Equally 
important as attitudes are social workers’ level of confi-
dence and competence in palliative care, which were 
often found to be low. On the one hand, social workers 
have indicated that their competencies for performing 
palliative care tasks, that is, addressing social and prac-
tical aspects around living with or caring for someone 
with serious illness and around loss, are often insuffi-
cient. On the other hand, they often have little confi-
dence in the usefulness of their social work practices in 
palliative care.42 45 These are logical consequences of the 
poor amount of course content on palliative care in social 
work education programmes,31 46 resulting in the need 
for additional training after graduation.45

STUDY RATIONALE: OPTIMISING THE PALLIATIVE CARE 
CAPACITY OF FLEMISH SOCIAL WORKERS
The contradiction between the theoretical fit of social 
work in palliative care and its underutilisation in daily 
practice urges investigation of how the palliative care 
capacity of social workers can be optimised. With this 
term, we point to the ability of professionals to perform 
‘general and discipline-specific tasks in palliative care 
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delivery’. The palliative care capacity of individual profes-
sionals depends on three inter-related factors: their atti-
tudes towards palliative care, their level of confidence in 
performing general and discipline-specific tasks and their 
level of competence with which they perform these tasks. 
These concepts require some further explanation.

First, the attitude—broadly defined as ‘an orienta-
tion that is held to be indicative of an underlying value 
or belief’47—of social workers towards palliative care 
determines the importance that social workers attach to 
performing tasks in this field of practice. In this respect, 
the attitudes of social workers are the first indicators of 
the actions that social workers will take.

Second, confidence represents a personal judgement influ-
encing whether individuals are willing or not to under-
take tasks.48 In this study, confidence refers to the extent 
to which social workers feel confident towards performing 
tasks in palliative care. This judgement therefore also deter-
mines which actions social workers will take.

Third, competence represents what individuals know about 
their ability, based on previous experiences of performing 
tasks.48 In this study, competence refers to the extent to 
which social workers indicate to possess essential generic 
competencies—understood in terms of knowledge and 
skills—to perform typical social work tasks in palliative care 
practice. Knowledge and skills as elements of competence 
cover, respectively, the knowledge of social workers on palli-
ative care tasks and the application of this knowledge in 
practice.

Apart from social workers’ attitudes, confidence and 
competence, there are also contextual factors that affect 
the palliative care capacity of individual social workers 
such as the organisational structure and the care model 
they are operating in. It is therefore also necessary to look 
at the preconditions for successful social work involve-
ment to have as complete a picture of the problem as 
possible.

The optimisation of the palliative care capacity of social 
workers therefore requires well-developed interventions. 
It may be useful to start off with a broad examination of 
the preconditions that would facilitate social work involve-
ment. Furthermore, research could explore how social 
workers can become more comfortable in palliative care 
and develop interventions based on these findings. These 
interventions should not only focus on social workers in 
specialised palliative care settings, since all social workers, 
wherever they may function and whatever their special-
isation, will sooner or later in their professional careers 
be confronted with clients facing palliative care needs—
broadly defined as the needs following a life-threatening 
and incurable condition.46 49–51

STUDY AIM: THE DEVELOPMENT OF AN INTERVENTION—
PALLIATIVE CARE PROGRAM FOR SOCIAL WORK—TO OPTIMISE 
THE PALLIATIVE CARE CAPACITY OF SOCIAL WORKERS IN 
FLANDERS
This study aims to optimise the palliative care capacity of 
social workers in Flanders (Belgium) by the development 
of an intervention—Palliative Care Program for Social 
Work (PICASO). The study will address the following 
objectives and associated research questions.

Research objectives
1.	 To assess the preconditions for successful social work 

involvement in palliative care practice as mentioned in 
the international literature.

2.	 To explore the current palliative care capacity as well as 
the underused potential of social workers in Flanders.

3.	 To examine how the current palliative care capacity of 
social workers in Flanders can be further optimised.

4.	 To investigate how the preconditions for successful so-
cial work involvement in palliative care can be realised 
in the Flemish context.

5.	 To develop an intervention, PICASO, to optimise the 
palliative care capacity of social workers in Flanders.

Research questions
1.	 Which preconditions for successful social work involve-

ment in palliative care are mentioned in the interna-
tional literature?

2.	 What is the current palliative care capacity and un-
derused potential of social workers in Flanders?

3.	 How can the palliative care capacity of social workers 
in Flanders be further optimised?

4.	 How can the preconditions for successful social work 
involvement be realised in the Flemish context?

5.	 Which components should be included in the PICASO 
in order to optimise the palliative care capacity of so-
cial workers in Flanders?

METHODS: A PHASE I INTERVENTION DEVELOPMENT BASED 
ON REVISED VERSIONS OF THE MEDICAL RESEARCH COUNCIL 
FRAMEWORK
Although this study protocol largely covers the three steps 
set out in the original 2008 Medical Research Council 
(MRC) framework52—‘identifying evidence base’, ‘identifying/
developing theory’ and ‘modelling process and outcomes’—we 
slightly adapted the first and second steps. The main 
argument for adapting these steps is to account for recent 
critiques on the MRC framework concerning the lack 
of stakeholder involvement and intervention context. 
Stakeholder involvement and intervention context are 
important to account for when designing complex social 
interventions, most of which are implemented in a diffuse 
social reality. The coproduction of interventions with rele-
vant stakeholders assures the combination of research 
evidence and professional expertise, and provides a 
certain degree of congruence between intervention 
theory and context.53–55 Furthermore, it also increases the 
feasibility of the implementation of the intervention.56
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More concretely, we used the revised versions of the 
MRC framework by Bleijenberg and colleagues57 and 
Moore and colleagues58 to adapt the steps of phase I to 
the research objectives of this study. Figure 1 illustrates 
the main ideas of the first and second steps in the orig-
inal versus the adapted phase I development of the MRC 
framework.

On the one hand, additional elements were added 
to the step of ‘identifying evidence base’. Apart from 
summarising existing evidence in a literature review, it is 
necessary to understand the problem more thoroughly 
by examining stakeholders’ perceptions of the subject at 
hand. This approach combines academic knowledge with 
intimate stakeholder knowledge.57 58 The intervention 
development will therefore start by reviewing the interna-
tional literature as well as examining the characteristics 
of current social work involvement in Flemish palliative 
care. Since social workers in Flanders are the target popu-
lation for the intervention, they will be the main stake-
holders to consult in this step.

On the other hand, additional elements were used to 
adapt the step of ‘identifying/developing theory’. As it 
is the purpose of PICASO to optimise the palliative care 
capacity of social workers in Flanders, the intervention 
development should be embedded in the Flemish context 
of social work practice as well as possible. The theory 
that underpins an intervention should relate to the local 
context of practice.57 58 This approach offers another 
opportunity for stakeholder involvement, by consulting 
multiple practice experts who will coproduce an appro-
priate intervention theory.

Patient and public involvement
There was no patient involvement in the design, or 
conduct, or reporting or dissemination plans of this 
research. Public involvement will however take place in 
the conduct, reporting and dissemination of the research.

Three iterative steps of developing PICASO
The development process of PICASO contains three 
steps, which are depicted in figure 1 and further described 
below. It is important to note that the development 
process of PICASO, as recommended by the official MRC 
framework,52 follows an iterative rather than a linear step-
wise approach. The whole research trajectory covers the 
period 2019–2024.

Identifying existing evidence and describing the problem
Reviewing the international literature (research question 1)
By means of a scoping review, existing evidence on the 
topic will be collected. The research question driving the 
scoping review is: ‘Which preconditions for successful 
social work involvement in palliative care are mentioned 
in the international literature?’ As mentioned above, 
these preconditions can be theoretical, organisational or 
disciplinary.

The scoping review will be performed in three steps. 
First, three electronic databases (Web of Science, Scopus 
and PubMed) will be searched for articles published 
between 2000 and 2020 using the following search string: 
(Palliative care OR End of life care OR hospice care) AND 
(social work OR social work practice). Second, a single 
researcher will screen titles and abstracts and then two 
independent researchers will screen the full text of the 
remaining articles. Articles will be included if (1) the full 
text is available and written in the English language, (2) 
the main focus of the paper is the involvement of social 
work in palliative care, and (3) the paper reports on any 
general preconditions that lead to a successful involve-
ment of social work in palliative care. Finally, the content 
of the included articles will be thoroughly analysed to 
answer the research question.

As a result, the scoping review will present a list of 
preconditions for successful social work involvement in 
palliative care. Although this list consists of precondi-
tions reported in the international literature, it can serve 

Figure 1  The three steps of the phase I development of the Palliative Care Program for Social Work (PICASO).
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as preparatory work in the exploration of the Flemish 
context in two ways. First, the existing evidence base can 
help determine the themes for the subsequent survey 
round and focus group sessions with Flemish social 
workers. Second, it is recommended that stakeholders 
with intimate knowledge on the subject at hand inspect 
the relevant evidence base.58 Therefore, stakeholders 
participating in subsequent expert panels can assess 
which preconditions described in the review are appli-
cable to the Flemish case.

Survey with Flemish social workers (research question 2)
A survey with Flemish social workers is a first step in the 
examination of the problem as perceived by the main 
stakeholders of this study. Social work is a broad profes-
sional working field characterised by multiple theoretical 
views on the profession’s roles and responsibilities,59 60 
and also by different cross-national traditions and profes-
sionalisation histories.61 62 Therefore, a review of the 
international literature should be complemented with an 
exploration of the local context. This approach assures 
the embeddedness of PICASO in Flemish social work 
practice.

The main objective of the survey is to shed light on the 
current palliative care capacity as well as the underused 
potential of Flemish social workers, which means that 
it answers the second research question of this study. 
The questionnaire will follow a cross-sectional design 
measuring the following parameters: (1) the attitudes of 
Flemish social workers towards palliative care practice, 
(2) the extent to which they are currently performing 
social work tasks in palliative care practice, and (3) the 
self-assessment on their competence in performing these 
tasks. These parameters will be measured for 10 clusters of 
important social work tasks for which we will use the ‘core 
competencies framework for palliative care in Europe’ 
by Hughes and colleagues63 as a main guideline. Other 
sources of inspiration include the Death Literacy Index,64 
the Palliative End-of-Life Care Competency Assessment 
Tool,65 the Self-assessment of Confidence Scale66 and 
the Palliative Care Self-efficacy Scale.67 Although we 
expect varied results for each cluster of social work tasks, 
three hypotheses, which may coexist, are formulated 
beforehand:
1.	 Social workers regularly perform certain tasks in pal-

liative care that they consider important, but do not 
always feel competent enough to carry them out.

2.	 Social workers do not regularly perform certain tasks 
in palliative care that they consider important, but do 
feel competent enough to carry them out.

3.	 Social workers consider the performance of certain 
tasks in palliative care unimportant.

These three hypotheses all have consequences for 
the later intervention development. A first hypothesis 
suggests that increasing the level of confidence and/or 
competence of social workers may be a pathway to opti-
mise their palliative care capacity. Next, a second hypoth-
esis implies that the focus should rather be on making 

better use of existing potential of social workers. Finally, 
a third hypothesis hints that it may be worthwhile to 
improve the attitudes of social workers towards pallia-
tive care. Since it is evident that multiple hypotheses are 
applicable, it is likely that the intervention will consist of 
multiple strategies to optimise the palliative care capacity 
of Flemish social workers.

Social workers who (1) have achieved a social work 
degree from an official educational institution and (2) 
may come into contact with palliative care while exer-
cising their profession will be eligible to fill out the survey 
questionnaire. Some (umbrella) organisations in Flan-
ders, of which we believe that they are likely to employ 
social workers meeting these criteria, will be purpose-
fully selected. The organisations will then be contacted 
and requested to distribute an email for participation 
containing an anonymous online survey link on QUAL-
TRICS to their affiliated social workers. With regard 
to the organisations for which the population of social 
workers is known, the questionnaire will be distributed 
to the total subpopulation. With regard to the organisa-
tions for which the population of social workers is not 
known, a rather pragmatic sampling strategy is set up. For 
the social services of the health insurance companies, the 
three largest companies will be selected and contacted 
independently. They will then be asked to distribute the 
questionnaire to their affiliated social workers. Despite 
the fact that the actual population is not known, this 
approach ensures that we still approach a total popula-
tion sampling. For the nursing homes, a random sample 
will be drawn on the organisational level. It is expected 
to select 80 nursing homes (roughly 10% of the total 
number of nursing homes in Flanders). The selected 
nursing homes will then be contacted to distribute the 
questionnaire to their affiliated social workers. Table  1 
depicts the sampling strategy for each of the selected 
(umbrella) organisations. The population number n 
should be considered as an estimate. It can, however, be 
precisely determined during the survey distribution and 
will be reported exactly in a future results paper.

The survey will run for a predetermined period of time. 
During this period, the response rate will be maximised 
by implementing various elements (such as sending 
reminders) from Dillman’s68 total design method.

Survey data will be transported to SPSS Statistics 
(V.28.0), after which they will be analysed in terms of 
descriptive analysis and reported based on the Strength-
ening the Reporting of Observational Studies in Epidemi-
ology checklist. This analysis provides an initial picture of 
the field as well as a first indication for potential improve-
ment, further explored in subsequent focus group 
sessions.

Focus groups with Flemish social workers (research question 3)
Following the survey round, focus group sessions will 
provide deeper insights into the survey results and, more 
specifically, the consequences of these results for social 
work practice. While the survey is about exploring the 
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current palliative care capacity and underused poten-
tial of Flemish social workers, the focus group sessions 
form a means to examine how the current situation can 
be improved. This step thus addresses the third research 
question of this study.

The questioning of the focus group sessions will there-
fore largely depend on the hypotheses in the survey 
round. Depending on the survey scores, participants in 
the focus groups will be asked to discuss how the current 
situation can be improved. Three main questions are 
possible here. First, if survey respondents would indicate 
to perform certain tasks, although not feeling compe-
tent enough to perform them, it will be asked how the 
level of confidence and/or competence for these tasks 
could be increased. Second, if survey respondents would 
indicate to not perform certain tasks, although feeling 
competent enough to perform them, it will be asked how 
to make better use of existing potential for performing 
these tasks. Third, if survey respondents would indicate 
to not consider certain tasks as important, it will be asked 
how the attitudes of social workers towards palliative care 
could be improved. Since multiple hypotheses can apply 
to different tasks in the survey questionnaire, a mixture 
of these questions is possible. Apart from the main ques-
tions, additional questions focusing on other precondi-
tions of successful social work involvement in palliative 
care will also be included in the focus group sessions.

Participants for the focus groups will be recruited during 
the survey round and by additional calls. At the end of 
the survey questionnaire, respondent social workers will 
be asked whether they want to participate in subsequent 
focus groups. Furthermore, additional calls for partici-
pation will be sent out via the (umbrella) organisations 
selected in the survey round. The eligibility criteria for 
participation in the survey are therefore also applicable 
for the focus group sessions. When organising the focus 
groups, we will take the distribution of social workers 
across the various organisational types into account.

The format of the focus group sessions will be as 
follows: all focus groups will last approximately 2 hours, 
take place in a predefined setting and will be attended by 
two researchers and a maximum number of eight partic-
ipating social workers per group. Five focus groups are 
estimated to be sufficient for reaching data saturation. 
First, the main results of the survey will be presented 
by the researchers, after which participants can discuss 

them in an in-depth way. Subsequently, participants will 
be asked to share their ideas on how the current palli-
ative care capacity of Flemish social workers can be 
further optimised. The topic list guiding this discussion 
will largely depend on the results of the survey round. 
First, if social workers indicate to perform certain tasks 
when they actually feel not competent to perform them, 
it will be asked whether this is due to a lack of confidence 
and/or competence. Furthermore, it will be asked how 
their confidence and/or competence in palliative care 
can be improved. Second, if social workers indicate to 
feel competent to perform certain tasks when they actu-
ally do not perform them in practice, it will be asked why 
they are not performing them. Furthermore, it will be 
asked how existing potential can be better used. Third, if 
social workers indicate to have negative attitudes towards 
the performance of certain palliative care tasks, it will be 
asked how these attitudes can be improved.

Data of all focus groups will be audio recorded, anon-
ymously transcribed and analysed by two independent 
researchers using NVivo V.12. Data will be inductively 
as well as deductively analysed following the steps of the 
framework method set out by Ritchie and Spencer.69 As 
recommended by Parker and Tritter,70 sufficient atten-
tion will be paid to the interaction between the indi-
vidual and the group level in the data analysis. Results 
will be reported based on the Consolidated Criteria for 
Reporting Qualitative Research checklist.

Examining practice and identifying an intervention theory
Expert panels (research questions 4 and 5)
The main objectives of the expert panels are to further 
examine the current practice of social work in palliative 
care in Flanders, adjust the intervention theory to this 
practice and coproduce the components of PICASO. This 
research activity helps to ensure that the study finds the 
right balance between academic theory and stakehold-
er-led theories.

The format and composition of the expert panels will 
be as follows. Generally, all expert panels will last approx-
imately 2 hours, take place in a predefined setting and 
will be attended by two researchers and a maximum 
number of eight experts per panel. The composition of 
the expert panels will consist of various field experts from 
multiple disciplines (such as social workers, healthcare 
professionals in palliative care, education managers of 

Table 1  Sampling strategy

Selected (umbrella) organisation n (estimate) Sampling strategy

Home care services 1200 Total population sampling

Community health centres 35 Total population sampling

Social services of the hospitals 1200 Total population sampling

Social services of the health insurance companies 490* Total population sampling

Nursing homes Unknown Simple random sampling (organisational level)

*Three largest companies.
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bachelor’s and master’s social work programmes, policy 
makers and patient organisation representatives). Partic-
ipants will be recruited by sending an invitation mail to 
various stakeholder organisations (such as the Flemish 
social care services of the health insurance organisations; 
the Flemish services for family care and home care; the 
professional association of hospital social workers in Flan-
ders; multiple social work educational institutions and 
services in palliative care in Flanders).

In the first part of each expert panel, the researchers will 
present the list of preconditions for successful social work 
involvement in palliative care as identified in the scoping 
review. The experts will be asked whether and how these 
preconditions apply to the Flemish context and which 
recommendations can be formulated to optimise social 
work involvement in palliative care in Flanders. These 
insights form the basis in answering the fourth research 
question of this study. The researchers will guide this 
process as they will have scrutinised several forms of grey 
literature in preparation for the expert panels, such as 
practical guidelines for social workers, educational mate-
rial, policy documents and national registries.

In the second part, the researchers will present the 
survey and focus group results, after which the experts 
can further discuss the implications for the intervention 
theory of PICASO. More concretely, they will be able 
to propose essential intervention components based 
on desired outcomes through ‘backcasting’ methods. 
Backcasting involves ‘the development of normative scenarios 
aimed at exploring the feasibility and implications of achieving 
certain desired end-points’.71 These steps should answer the 
final research question of this study: ‘Which components 
should be included in PICASO in order to optimise the 
palliative care capacity of Flemish social workers?’

Modelling process and outcomes
The survey round, focus group sessions and expert panels 
should result in a thorough exploration of the local 
context, in which the intervention will be embedded. 
According to Bleijenberg and colleagues,57 these insights 
can now be synthesised, after which they can be used in 
modelling the intervention components.

Logic models have often been criticised for their 
simplistic presentation of interventions53 but are still a 
useful method to depict the chain of reasoning between 
intervention input and outcomes. Furthermore, they are 
a good means to illustrate the pathways within interven-
tions.72 Nonetheless, apart from depicting intended path-
ways, it is recommended to consider alternative scenarios 
to account for human volition in the logic model.73 These 
alternative scenarios are preferably based on ‘a range 
of assumptions about how actors within the system will 
respond to intervention’.58

The modelling process of PICASO therefore will there-
fore consist of constructing a logic model and setting out 
a limited number of alternative scenarios. Following the 
main assumptions in the normalisation process theory 
(NPT) by May and colleagues,74 it is important to consider 

the possible pathways in the implementation and inte-
gration of an intervention. The inclusion of alternative 
scenarios to the logic model may furthermore serve as a 
concrete starting point in identifying the priorities for a 
later phase II evaluation.58

The outcomes of this phase I development study will 
entail an intervention (PICASO) aimed at the optimi-
sation of the palliative care capacity of Flemish social 
workers as well as a list of preconditions for successful 
social work involvement in Flanders. These outcomes will 
be further described in an upcoming protocol paper that 
will initiate the steps of the phase II feasibility and pilot 
trial.

DISCUSSION
This protocol paper describes the development of an 
intervention, PICASO, that aims to optimise the palliative 
care capacity of social workers in Flanders, Belgium. The 
study is based on the recent revisions of the phase I MRC 
framework by Bleijenberg and colleagues57 and Moore 
and colleagues58 to include sufficient opportunities for 
stakeholder participation and to increase the sensitivity 
for the intervention context.

The relevance and social value of this study are twofold. 
On the one hand, the delivery of good-quality palliative 
care is linked to cost savings for healthcare services,11 
which makes the optimisation of professional potential 
even more relevant. Furthermore, based on the findings 
by Reese and Raymer,9 we hypothesise that the involve-
ment of social workers in palliative care can produce posi-
tive outcomes for clients and relatives such as increased 
quality of life. As social workers bring ‘person in envi-
ronment’ perspectives to the table, they may challenge 
the medicalised model and inform a more holistic and 
social model of palliative care. Given these arguments, 
this study answers a call in the international literature to 
increase the involvement of social workers in multidisci-
plinary palliative care delivery.28 37 39 On the other hand, 
thus far, to our knowledge, no peer-reviewed records 
cover the case of social work in palliative care in Flanders. 
This study is therefore also a first step in increasing the 
involvement of social work in Flanders.

The aspect of stakeholder involvement is a first major 
strength of this study. Many interventions that are 
currently being developed are afterwards (meaning after 
a full clinical trial) being labelled as ‘research waste’ due 
to a poor development process.57 Therefore, it is neces-
sary that the development of an intervention follows a 
participatory approach supporting its fit into daily prac-
tice before evaluation in a pilot or full clinical trial.75 76 
This study is relevant for Flemish social work practice 
since it involves stakeholders throughout the develop-
ment phase—from describing the problem to modelling 
process and outcomes. In this respect, PICASO will be a 
quintessentially coproduced intervention.

A closely related second strength relates to the attempt 
to take the broader context of the palliative care capacity 
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of Flemish social workers into account. This approach 
also ensures that the chance of producing research waste 
is minimised. Although PICASO is predominantly aimed 
at disciplinary preconditions for successful social work 
involvement, this study accounts for other preconditions 
as well by making recommendations for fulfilling these 
preconditions in the Flemish context. The underlying 
rationale for taking these into account is that the inter-
vention can only work well if it is embedded in a context 
that is positive towards social work involvement in palli-
ative care. As Moore and colleagues58 argued, interven-
tion developers have to ‘focus carefully on constructing 
a clear understanding of current system functioning, 
before considering the impact of introducing change’. 
Moreover, it also aligns with the NPT, which emphasises 
the importance of understanding the context in which a 
new intervention is to be implemented.

A third strength relates to this study’s potential relevance 
beyond Flanders. The steps described in this protocol can 
serve as the starting point for future research in regions 
or countries that have a similar organisation of the social 
work profession. Yet, even for regions or countries where 
social work is organised very differently, the research steps 
of this study can serve as inspiration for the optimisation 
of social workers’ palliative care capacity. As the scoping 
review provides a list of the preconditions that need to 
be fulfilled for successful social work involvement, it can 
be scrutinised according to local practice needs. Further-
more, the other steps outlined in this protocol paper can 
be adopted and adapted to the local context.

A first limitation of this protocol is that no concrete eval-
uation steps are described because the intervention has 
yet to be developed. Moreover, the participatory research 
approach in which we involve as many stakeholders as 
possible makes it difficult to formulate any intervention 
scenarios beforehand. The planning of the feasibility and 
pilot trial for evaluating PICASO, which will be based on 
phase II of the MRC framework, will therefore start with a 
presentation of the main research outcomes of the phase 
I development in a second study protocol. These research 
outcomes will include the logic model of PICASO and 
the preconditions for successful social work involvement 
in Flanders and the corresponding recommendations 
mentioned in the expert panels. Intervention content 
will be reported based on the Template for Intervention 
Description and Replication checklist.

A second limitation relates to the question of this study’s 
representativeness. As there is no professional social 
work association in Flanders and central lists of social 
workers are not available, we cannot use population data 
to check the representativeness of our sample. Further-
more, also the response rate for the survey research will 
be difficult to exactly determine, since organisations’ lists 
are sometimes ambiguous (eg, other non-social worker 
professionals in the social sector may also be on the 
lists). Instead, we argue that this three-stage study (survey 
round, focus group round and expert panels) in which 
we use a mixed-methods approach is the best way to paint 

a realistic picture when answering the research questions. 
This study will form the basis of a phase II feasibility and 
pilot trial to evaluate the intervention in terms of its 
acceptability, feasibility, validity and effectiveness. The 
intended impact of PICASO after phase I and II will be 
an optimisation of the palliative care capacity of Flemish 
social workers, which will ultimately contribute to a better 
social work involvement in multidisciplinary palliative 
care delivery.
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