Additional file 3: Context-Mechanism-Outcome Configurations
Section 1: Sense of coherence (understanding what needs to be done)
This section contains four CMOCs, shown in Box 1.
Box 1: CMOCs for section 1, sense of coherence (understanding what needs to be done) 

CMOC1a: Conceptualising cancer care
When healthcare professionals experience palliative care as an important part of comprehensive cancer care (C), then because they are motivated to do what’s best for patients (M), these professionals will be more likely to accept or involve palliative care (O).   
CMOC1b: Leadership support
When organisation, system, or professional leadership demonstrate consistent support for the integration of palliative care (C), staff believe that palliative care is important to their institution/profession (M), which motivates them to prioritise integration of palliative care (O). 
CMOC1c: Professional role clarification
When roles and responsibilities for delivering integrated palliative care are clearly defined (C), then professionals can understand what is expected of them and what they can expect from others (M), which facilitates communication and collaboration (O).  
CMOC1d: Societal perceptions of palliative care
When media or public health campaigns explain the benefits of integrating palliative care (C), then people with cancer and their families can better understand how they/their family could benefit (M), and so are more likely to accept or ask for palliative care (O). 








	Conceptualising cancer care

	CMOC1a
	When healthcare professionals experience palliative care as an important part of comprehensive cancer care (C), then because they are motivated to do what’s best for patients (M), these professionals will be more likely to accept or involve palliative care (O).

	
There can be widespread misconceptions that palliative care is end-of-life care only, and therefore not applicable alongside active cancer treatment [1, 2] – in some cases even perceived as a ‘no care, no choice’ route [3]. Misunderstandings of palliative care therefore remain a substantial barrier to integration with oncology due to the proliferation of treatment options available and related prognostic challenges [4-6].

Under the right circumstances, palliative care can be viewed as an essential component of comprehensive treatment or cancer care [7, 8]. Exposure to palliative care during training leads to greater motivation towards integration [9]. Academic curricula could encourage a combined vision where both treatment and care are important in meeting the holistic needs of people with cancer [10-12]. Strategies include mandatory and continued education extended to a wider range of clinical disciplines [13, 14].  


	Illustrative quotes

	Wright, 2023 [8]
	“Conceptualizing palliative care as a discrete service from acute care maintains and reinforces the conceptual divide between the two, with acute care clinicians at risk of failing to identify and respond to palliative care needs because it is “too soon’.”

	Wright, 2023 [8]
	“Nurses described a hybrid professional identity that integrates both oncology and palliative care. To them, this integration constituted the meaning of “cancer care.” … … The idea that cancer care nurses seem to integrate palliative care into their nursing identity holds great promise for cancer patients.”

	Hahne, 2022 [7]
	“While doctors generally agreed palliative care could help relieve suffering… most doctors conceptualized palliative care as a last resort, equating it with end-of-life care and considering it only when they could not provide active treatment. Only a few doctors believed palliative care could be complementary and integrated with active treatment.”

	Stewart, 2022 [15]
	“Currently 110 000 people in England living with ‘treatable but not curable’ cancer… The National Institute for Health and Care Excellence acknowledges the role of palliative care throughout the disease course alongside active anticancer treatment; however, barriers to referral and the association with ‘end of life care’ can restrict access.”

	Van Gurp, 2022 [12]
	“Policymakers could further integration by ensuring that palliative care teaching is widely available to new and junior healthcare professionals, so that they are instilled with a broader perspective on, and a different language about, care for patients with advanced and incurable diseases.”

	Lundeby, 2020 [11]
	“Everyone agrees on the main goal: to provide best possible care for the patients. … Interventions contributing to improved collaboration to reach this overall goal may counteract culture-biased attitudes and behaviour.… Resistance among HCPs should be anticipated but could be counteracted by facilitation of ﬁnding common ground and shared goals.”

	Abbreviations
	C: Context
HCPs: Healthcare providers
M: Mechanism
O: Outcome



	Leadership support

	CMOC1b
	When organisation, system, or professional leadership demonstrate consistent support for the integration of palliative care (C), staff believe that palliative care is important to their institution/ profession (M), which motivates them to prioritise integration of palliative care (O). 

	
Consistent support for the integration of palliative care is demonstrated to personnel where there is alignment in strategy, leadership actions, and investment [2]. Seeing their leadership as supportive encourages professionals to feel secure and motivated to carry out the work of integration, which is necessary for them to prioritise the potentially time-consuming tasks associated with integration within a busy healthcare setting [16, 17]. Deliberate alignment between system and clinical leadership and administration enables smooth implementation [18] and this becomes more likely where the mounting evidence base can be mobilised [19]. 

Leadership at different levels could take steps towards ‘promoting culture change’ [20] and creating ‘an institutional culture of acceptance’ [21]. Strategies include attending to funding, incentives, personnel, and physical space [9, 20, 21]; aligning informatics [18]; providing resources for training and continued professional development [22, 23]; and instigating collaborations between organisations and professionals across settings [6]. 


	Illustrative quotes

	Garcia, 2023 [20]
	Higher-level leadership was primarily responsible for promoting culture change with messaging, funding, requirements, incentives, and stafﬁng… Higher-level leaders developed requirements and incentives tying metrics of serious illness communication to billing or bonuses for frontline team members, thereby signalling that it was of high institutional importance.”

	Garcia, 2023 [20]
	“Team members felt more inclined to participate fully when leaders modeled expected behavior (e.g., documenting conversations using appropriate forms, following prediscussed workﬂow protocol, etc.). Leaders who admitted to the team when they were wrong enabled others to feel safe doing the same, potentially fostering a learning health system environment.”

	Sadang, 2023 [18]
	“One respondent reﬂected on “the lack of leadership at the highest levels of the cancer center to support the delivery of telehealth” in which the clinician called for a “greater alignment between cancer center leadership, informatics department, administrative support, and clinic leadership before telehealth palliative care is implemented smoothly”.

	Schifferdecker, 2023 [9]
	“A strong organizational base for specialty palliative care, which includes personnel, systems, physical space, and rules or policies supporting or promoting palliative care, combined with social norms is necessary to support more integration… We posit that the presence of both produces a reinforcing cycle.”

	Bennardi, 2023 [24]
	“The influence of leadership motivates engagement with initiatives towards integration such as multidisciplinary rounds. Organisation culture and resource constraints might discourage cooperation between professionals – steps taken by the senior and middle management can be influential in creating the (practical and attitudinal) settings in which collaboration is more likely to occur.”

	Evans, 2019 [17]
	“The integrated care model was most successful under the following conditions: the model was embedded into existing workflows, electronic systems, and initiatives; time, funds, and human resources were dedicated to implementation; senior managers provided visible support and clear expectations for the model; and previous relationships/partnerships… were leveraged.”

	Abbreviations
	C: Context
M: Mechanism
O: Outcome



	Professional role clarification

	CMOC1c
	When roles and responsibilities for delivering integrated palliative care are clearly defined (C), then professionals can understand what is expected of them and what they can expect from others (M), which facilitates communication and collaboration (O).  

	
Working with uncertainty regarding professional responsibilities can lead to inefficiencies and confusion [25], in which crucial tasks become postponed [16]. For example, GPs might have a longstanding relationship with patients but become unclear on the scope or boundaries of their palliative care practice when oncology is also involved [26-29]. Healthcare professionals may be more willing and confident in engaging with ‘generalist’ palliative care tasks such as conversations about advanced care planning if they are clear on their role [29, 30].  

Multidisciplinary collaboration requires an understanding of other professionals, such as their competencies, vernacular, schedules, and institutional processes [31]. When palliative care responsibilities are more clearly defined, then confusion is reduced because the professionals involved better understand their roles and can communicate these to others [32]. Providing role clarity thus enables collaboration and teamwork between disciplines towards improved patient care [33-35]. Some interdisciplinary teams could function better when there are flexible role definitions and shared problem-solving [6, 36], which requires communication to negotiate professional roles [20, 24]. 


	Illustrative quotes

	Bennardi, 2022 [24]
	“‘Territorial boundaries" between primary care/oncology and PC are occasionally unclear or disputed. Previous evidence has shown that this can lead to conflicts… establishing strong professional guidelines, and clarifying competencies, represents a strategy to promote new professions (e.g., those related to PC), as all professions strive for "jurisdiction" over their field.”

	Gardiner, 2022 [37]
	“Our evidence supports the importance of defining roles… priority should be given to addressing how these challenges can be overcome in clinical practice to facilitate improved collaborative working between specialists and generalists… recent health policy… places generalist healthcare staff, and in particular nurses, at the centre of palliative care provision.”

	Hoek, 2022 [27]
	“Interprofessional boundaries: who is responsible for and should be involved in which part of the collaborative SDM process… explain the discomfort experienced with ‘meddling’ in decision making, as GPs need to negotiate the tension between ensuring the quality of decisions while at the same time preventing unnecessary doubts and confusion.”

	Bennardi, 2021 [32]
	“A lack of clarity around the tasks of the PC specialist and 
those of the oncologist—and sometime, those of the GP. Some family members also experienced this lack of understanding…. A definition of roles and tasks from the start of the collaborative process avoids redundant services and multiplying roles.”

	Ferrell, 2021 [22]
	“To prepare oncology APRNs to perform an expanded role in the oncology workforce for integration of palliative care…. These APRNs will be pioneers in this palliative care generalist role, so that advanced practitioners in oncology care are fully able to address palliative care needs and oncology patients benefit from this.”

	Sommer, 2021 [28]
	“PCPs became more conscious of their role and responsibility during oncologic treatments... Overall, they discovered the role to help patients to make decisions for a better end-of-life… PCPs felt empowered and legitimated to take a more active role, and to keep contact with their patients during oncologic treatments.”

	Abbreviations 
	APRN: Advanced practice registered nurses
C: Context
GP: General practitioner
M: Mechanism
O: Outcome
PC: Palliative care
PCP: Primary care provider
SDM: Shared decision-making



	Societal perceptions of palliative care

	CMOC1d
	When media or public health campaigns explain the benefits of integrating palliative care (C), then people with cancer and their families can better understand how they/their families could benefit (M), and so are more likely to accept or ask for palliative care (O).

	
Integration of palliative care is made more difficult by inaccurate understandings of palliative care in the wider community [38], indicating the need for efforts to destigmatise palliative care more broadly [39]. Addressing societal understandings of palliative care could enable openness to early integration, alleviating fears through more accurate knowledge of what it does and does not involve [7, 33, 40-42]. 

Since perceptions of palliative care are influenced by ‘a triad of culture, socioeconomic position, and health literacy’ [37], campaigns could be tailored to respond to variation in social and cultural meanings of health, illness and dying; for example, regarding sanctity of life [40], filial duty of care [7], or attribution of cancer [14]. 


	Illustrative quotes

	Cerni, 2023 [43]
	“Patient awareness and understanding of palliative care was mentioned by the participants as being a key facilitator… “Education, education, education. People have this anonymity about palliative care. People think, oh they're just going to give you morphine and send you off to happy days. That's what we have to change.”

	Alizadeh, 2022 [40]
	“One of the challenges, is insufficient knowledge of the public and cultural barriers... Low level of knowledge in the public…can bring a negative impact on the acceptance of these services in the society. Therefore, increasing families’ awareness and changing their attitudes is recommended… radio and television can be very helpful.”

	Bennardi, 2022 [24]
	“Having a more precise image of palliative care is essential, not having an image related only to end-of-life, it’s true the fact that these services often arrive at that stage… this is related to the "stereotype" [of PC services, that they hasten death] which is perpetuated and the poor understanding.”

	Beiranvand, 2022 [33]
	“Participants pointed out the necessity of designing and implementing community awareness programmes with the aim of increasing knowledge, eliminating some irrational behaviours, changing attitudes, correcting misconceptions and gradually promoting the culture in this regard.”

	Gardiner, 2022 [37]
	“Misperceptions of the term ‘palliative’, alongside fear and stigma, contributed to a reluctance to engage with palliative care services, which could hinder the provision of effective support. Public perceptions of palliative care, and long held societal taboos around discussions of death and dying have undoubtedly contributed to this reluctance.”

	Perry, 2021 [44]
	“Emotionally, patients equate palliative care utilization with dying, giving up, welcoming the grim reaper, or being on the wrong side of “death panels”. These cognitive and emotional barriers govern patient reluctance to utilize early integrated palliative care.”

	Abbreviations
	C: Context
M: Mechanism
O: Outcome
PC: Palliative care



Section 2: Cognitive participation (involving people in the work)
This section contains four CMOCs, shown in Box 2.Box 2: CMOCs for section 2, cognitive participation (involving people in the work). 

CMOC2a: Integration champions
When respected oncology professionals work in an integrated way (C), then their colleagues feel inspired to see integration as a positive thing to do (M), and so they are more likely to support or accept it (O).  
CMOC2b: Professional buy-in
When oncology professionals are informed and listened to in the process of integration with palliative care (C), then they can feel reassured about the risks and potential benefits (M), and so become more likely to engage with integration (O).  
CMOC2c: Identifying palliative needs
Where systematic ‘triggers’ for holistic needs assessment or referral to specialist palliative care are feasible and implemented within oncology practice (C), then professionals have clear and objective criteria with which to identify palliative care need (M), and so timely palliative care is more likely to occur (O).  
CMOC2d: Introduction to palliative care
When people with cancer and their families have had their fears about palliative care addressed by a well-informed and trusted individual, (C), then they feel reassured (M), and so are more likely to engage with palliative care (O).  




	Integration champions

	CMOC2a
	When respected oncology professionals work in an integrated way (C), then their colleagues feel inspired to see integration as a positive thing to do (M), and so they are more likely to support or accept it (O).  

	
Clinical culture is influenced by established hierarchy - the views and actions of a small number of people could set the tone for others [45]. Attitudes towards integration of palliative care within teams and disciplines could shift if there are trusted and respected individuals acting as ‘change champions’ [46]. For example, oncology nurses could champion integration within their interactions with both patients and physicians [8, 21]. 

Those who endorse a programme engage in efforts to ‘sustain and spread’ it within an organisation or system [2]. This is more likely to inspire action if it comes from a trusted source who understands the complexities of current practice [20, 21, 47]; although mentorship between institutions and countries could also contribute [47]. However, relying solely on a small number of individuals acting as change champions may lead to inconsistent implementation [46]. 


	Illustrative quotes

	Krause, 2024b [13]
	“The passionate advocacy based on personal experience by the Emergency unit manager, staff and neurosurgery facilitated necessary resource allocation. Furthermore, this advocacy has contributed to the valuing of a PC approach and identifying the need for a PC service… PC integration is being driven by a small group of people.”

	Garcia, 2023 [20]
	“Discipline champions at the middle management level were selected to represent their discipline in team-based SICP implementation meetings, usually due to their passion for the program, how well respected they were among their peers, and/or their involvement in similar institutional efforts.”

	Rao, 2022 [46]
	“Local change champions are crucial in supporting transformative change efforts within an organization…. when changes are planned and executed by those within the organization then capacity building is sustainable and successful… To initiate, develop and implement any change you need change champions, both individual and organizational.”

	Satija, 2022 [47]
	“[PC-PAICE] remotely linked six US and Australian mentor sites with seven geographically diverse Indian mentee sites, four of which were tertiary cancer care hospitals while three were PC centers treating mainly patients with cancer. PC-PAICE aimed to improve Indian PC services through a mentored, stepwise, project-based QI learning program.”

	Bennardi, 2021 [32]
	“Providers describe promotion of their services as an essential aspect to foster cooperation—and identify a lack of time to devote to such promotion as a barrier to collaboration… Promotion of their own services, in particular PC services, and the relevant benefits can increase opportunities for cooperation. “

	Abbreviations
	C: Context
M: Mechanism
O: Outcome 
PC: Palliative care
PC-PAICE: Palliative Care – Promoting Assessment and Improvement of the Cancer Experience (a multisite international quality improvement initiative).
SICP: Serious Illness Conversation Program (involves nonphysicians team members in conducting serious illness conversations). 




	Professional buy-in

	CMOC2b
	When oncology professionals are informed and listened to in the process of integration with palliative care (C), then they can feel reassured about the risks and potential benefits (M), and so become more likely to engage with integration (O).  

	
Achieving clinician buy-in to the project could be instrumental in achieving its goals [17]. Oncologists who do not perceive the need for, or benefit from, palliative care integration are less likely to prioritise its integration [11]. Concerns around (for example) professional autonomy and clinical oversight should be understood and addressed - ideally the professionals involved in delivering change understand how integration is beneficial to them and their patients [23, 48]. 

Implementation strategies could prevent resistance to change by communicating iteratively and sensitively with clinicians [10, 23]. This could involve providing specific information on the collaborative service model [11, 48, 49]; supporting scientific evidence [21]; and/or reassurance regarding patient safety and capacity [50, 51].


	Illustrative quotes

	Krause, 2024a [10]
	“Unwritten values and rituals must be tackled with sensitivity and understanding. For this reason, disruption of ‘how we always do things’ in an organization is not always welcomed.…. Stakeholders will not engage in PC interventions deemed inappropriate and unresponsive to their and their patients’ needs.”

	Lundeby, 2023 [23]
	“Project management prioritized thorough and iterative project information as an important part of the implementation process … The local PIs and members of the faculty presented the project and its elements to the staﬀ several times. Project communication also involved information about the ethical and practical conduction of the program.”

	Weinstein, 2022 [2]
	The project team members participated in work to sustain and spread the program within the organization. This included multiple educational sessions for staff, a midpoint survey of oncologists to assess their satisfaction with the program and solicit input on how to improve it.” 

	Raunkiaer, 2020 [52]
	“If care model interventions are to be implemented without a deep understanding of what is already happening, they may be seen as being misguided and too resource intensive. … the users’ perspectives should be sought before the establishment of new and resource demanding palliative care services.”

	Adelson, 2017 [48]
	“Division leadership expressed their support for the study and oncologists unanimously agreed… Achieving buy-in for the intervention from oncologists, PC physicians, and hospital leadership was critical to both the success and sustainability of the intervention. Oncologists were shown the rationale for the intervention and given the forum to voice concerns.”

	Abbreviations
	C: Context
M: Mechanism
O: Outcome 
PC: Palliative care
PIs: Project investigators



	Identifying palliative needs

	CMOC2c
	Where systematic ‘triggers’ for holistic needs assessment or referral to specialist palliative care are feasible and implemented within oncology practice (C), then professionals have clear and objective criteria with which to identify palliative care need (M), and so timely palliative care is more likely to occur (O).  

	
Uncertainty regarding the appropriateness of palliative care leads to ambivalence and delays [14, 53, 54] which prevent the full benefits of integration [55]. Hospital settings using automatic triggers have more consistent referral patterns [13, 56], because consistent and objective criteria facilitate decisions in the minds of professionals [26]. 

‘Triggers’ for holistic needs assessment or specialist palliative care consult could serve to focus attention at key times such as advanced diagnosis, care transitions, emergency department attendance, or unplanned hospitalisation [4, 15, 18, 48, 57, 58]. To be feasible, triggers should be tailored to the local situation, for example being easy-to-use within existing patient record systems and identifiable without additional screening [17, 59]. Although capacity could be constrained by human resources [60, 61], systematic triggers have been used internationally in both outpatient [42, 61, 62] and inpatient settings [26, 48]. 


	Illustrative quotes

	Krause, 2024 [10]
	“The provision of collaborative care is conceptualized as the appliance of automatic triggers… VNLDS service has initiated automatic triggers in patients with pancreatic adenocarcinoma and end-stage renal patients, which are reflected in the referral patterns. …Automatic triggers specific to the context are thus core to further integration and universal PC.”

	Raunkiaer, 2023 [55]
	“Lack of screening for palliative needs early in disease trajectories and lack of clear referral criteria for SPC delayed referral… ‘It may well be that they do not need much PC at that time, but if they are inside the healthcare system when the need comes, the support is there.’”

	Collins, 2022 [59]
	“Electronic prompt to clinicians could serve as a reminder, reducing clinical uncertainty and reinforcing the service expectations… whilst not reducing physician agency. An effective trigger-prompt system would be one where clinicians are reminded of palliative care beneﬁts and retain the decision making about how and when those are best enacted.”

	Brenne, 2021 [50]
	“A standardized care pathway is a method to improve quality and reduce variation in healthcare. It can promote integrated healthcare services in palliative care, e.g. by specifying action points when the patient’s situation is changing … An educational program and an information strategy were developed to ensure implementation.”

	Yang, 2018 [63]
	“Sometimes you wonder if we [oncologists] are referring too early and if we are over-burdening our colleagues [in palliative medicine] ... The last thing you want to do is to tax the system.” This led to widely varying referral practices in the usual inpatient consult service.

	Abbreviations
	C: Context
M: Mechanism
O: Outcome 
PC: Palliative care
SPC: Specialist palliative care
VNLDS: Vertical nurse-led doctor-supported service (model for integration)



	Introduction to palliative care

	CMOC2d
	When people with cancer and their families have had their fears about palliative care addressed by a well-informed and trusted individual, (C), then they feel reassured (M), and so are more likely to engage with palliative care (O).  

	
People with cancer or families might resist the involvement of palliative care because they do not understand how it can be of relevance to them or if they perceive it could have negative ramifications for their care [21, 27]. The way in which clinicians communicate about palliative care is highly consequential to how it is perceived [42, 64]. 

Trusted individuals have an important role in explaining the benefits of involving palliative care [37, 56]; e.g., emphasizing its merit for symptom management and improved quality of life [12, 21, 65]. If (all) healthcare professionals were well-informed about the (modern) meaning of palliative care, then they would be equipped to reassure patients and caregivers by addressing their fears and misunderstandings [24, 41, 42, 65, 66].


	Illustrative quotes

	Montiel, 2023 [67]
	“The usefulness of services must be explained to them and avoid medical jargon; sitting with them and presenting, multiple times, the benefits of the different services could be helpful…. Help-seeking behaviors can be affected by cultural, social, and structural barriers such as trust in healthcare professionals, language, or racism.”

	Okyere, 2023 [14]
	“Misconceptions about PC led to non-compliance when patients are referred for PC…. 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.”

	Sullivan, 2023 [21]
	“Overall acceptance by patients and families was thought to be a minor barrier to integration, as most clinicians felt the majority of patients appreciated the services when the goals were explained. Alternatively, poor framing by the referring clinician of the role of PC was reported to signiﬁcantly reduce patient acceptance.”

	Zimmermann, 2023 [56]
	“Education about palliative care by the nurse conducting the phone call was perceived to be helpful to alleviate patients’ concerns: ‘since the nurse had explained to me that [palliative care] is more than just (…) end of life, I decided that okay, maybe I’ll go.’ (Patient)”

	Collins, 2022 [65]
	“Health professionals may lack the conﬁdence or skill to describe the role and beneﬁts of EPC…. compounded by variable levels of community understanding about palliative care, with perceptions of relevance only for those imminently dying…. Upskilling clinicians around communication of this topic will be important to ensure successful implementation.”

	Van Gurp, 2022 [12]
	“Seriously ill patients are not necessarily convinced of the value of palliative care…. To find an entrance with patients and keep their trust, the tactful timing of communicating difficult truths together with introducing a palliative care perspective is key.”

	Abbreviations
	C: Context
EPC: Early palliative care
M: Mechanism
O: Outcome
PC: Palliative care


Section 3: Collective action (working together and becoming a team)
This section contains six CMOCs, shown in Box 3. Box 3: CMOCs for section 3, collaborative action (working together). 
CMOC3a: Regular communication
When there is regular and reciprocal communication between multidisciplinary professionals within and between different care settings (C), then trust, respect, and mutual understanding can develop over time (M), which facilitates effective collaboration (O).  
CMOC3b: Collaborative decisions
Where norms and routines encourage safe and respectful sharing of different perspectives between and within multidisciplinary teams (C), then team members feel encouraged to contribute their perspectives and knowledge (M), and decision-making becomes more holistic (O).  
CMOC3c: Coordination of care
When the responsibility for coordinating and planning care is assigned to a capable and credible professional (C), then the different professionals and patients and caregivers have a shared understanding of what is needed (M), and so consistency and continuity is more likely to occur (O).  
CMOC3d: Information needs
When individualised needs for information can be met over time in a person-centred manner (C), then people with cancer can better understand their illness, treatment, and care options (M), and so become more able to participate in shared decision-making and planning ahead (O). 
CMOC3e: Caregiver support
When integrated palliative care includes honest and sensitive communication and education for caregivers (C), then caregivers can feel supported and less anxious (M), and more able to cope in their role (O). 
CMOC3f: Safety at home
When integrated palliative care involves planning for the home environment and providing access to responsive support (C), then people with cancer and their families can trust that help is available if needed (M), so they feel safer and more able to manage at home (O). 



	Regular communication

	CMOC3a
	When there is regular and reciprocal communication between multidisciplinary professionals within and between different care settings (C), then trust, respect, and mutual understanding can develop over time (M), which facilitates effective collaboration (O).  

	
Frequent, proactive and reciprocal communication allows professionals to feel informed and understanding of other team members, which encourages further collaboration via mutual knowledge and the integration of different perspectives [16, 24]. Face-to-face discussion enables consensus during decisions, care planning and coordination [55, 68, 69].  One-way sharing of written information is not sufficient for professionals in different settings/disciplines to develop mutual understanding and trust [6, 31, 32]. Formalised arenas for in-depth discussion might be necessary for professionals to integrate different perspectives and build trust in collaboration [11, 32, 70]. 

Strategies that provide structure and routine for collaboration (such as co-location, co-rounding, daily huddles, multidisciplinary clinics, virtual transmural meetings [63, 70-73] have been described as providing the ‘currency’ for developing collaborative relationships between clinicians[21]. Logistical challenges impede communication between specialists organised in separate spaces [9]. Although technology might contribute [18, 74] it is not a panacea [31]. Palliative care being seen as a ‘true member of the multidisciplinary team’ is aided by a physical presence in the oncology environment, at least partly because this allows additional ad-hoc communication [21, 31, 32, 51].


	Illustrative quotes

	Bakken, 2023 [16]
	“Nurses asked for debrief meetings with doctors to learn from different situations, and to gain a better understanding of each other’s work… “An interdisciplinary meeting where we could have talked together. But it is difficult to achieve, it is a very busy unit, it is difficult to find the time.””

	Cushen-Brewster, 2023 [71]
	“Some participants stated that communication with the wider team or community was effective and that all parts of the team worked well together. This was perceived as being, in part, a result of regular team meetings: ‘We have a daily huddle where complex palliative patients are discussed.”

	Sullivan, 2023 [21]
	“Clinicians reported that the most meaningful facilitators of integrated PC across patient, clinician and hospital levels were the importance of a physical presence and colocation of PC services to develop trusting relationships, particularly with oncologists, enhancing collaboration in outpatient settings…Interpersonal relationships and frequent communication were important for success.”

	Ervik, 2023 [75]
	“Oncology nurses and GPs organized small teams around palliative patients and their families, which allowed them to use their complementary expertise in discussing expected or potential changes in the patient’s situation…. where local HCPs, patients and families could have a mutual understanding of feasibility with available resources.”  

	Dhollander, 2022 [70]
	“We included one additional component compared with previous interventions, that is, structured interprofessional collaboration. Transmural and interprofessional collaboration was added as an additional component. Previous interventions have mentioned that communication between oncologists and palliative care professionals is important but did not explicitly include it as a component of the intervention.”

	Johansen, 2022 [31]
	“Frequent informal communication was regarded as the most important factor in effective collaboration. These brief exchanges were necessary for creating shared knowledge, shared goals, and shared clinical decision-making.  ‘Favourable physical space configuration’ and ‘having frequent brief time in common’ were key facilitators.”

	Johansen, 2022 [31]
	““A lack of meetings could mean that clinicians did not have common goals for their palliative care, and thus no team approach. They perceived a need to physically meet to routinely share information, assessments, and evaluations of patients’ situations and discuss how this was related to their own work. “

	Lundeby, 2020 [11]
	“Both nurses and residents requested speciﬁc arenas for collaboration. They argued that increased collaboration would beneﬁt the patients by, for example, improved information ﬂow regarding symptoms and patient preferences… Communication is a key element of collaboration to obtain trust, balance power and clarify professional roles between healthcare professionals.”

	Abbreviations
	C: Context
HCPs: Healthcare professionals
GPs: General practitioners
M: Mechanism
O: Outcome
PC: Palliative care



	Collaborative decisions

	CMOC3b
	Where norms and routines encourage safe and respectful sharing of different perspectives between and within multidisciplinary teams (C), then team members feel encouraged to contribute their perspectives and knowledge (M), and decision-making becomes more holistic (O).  

	
Professional hierarchies can mean that multidisciplinary team members lack agency to contribute their views [11, 16, 20]. Restrictive mandates or presumptions for clinical decision-making within oncology can reduce discussion and reflection [32, 76] and may cause unnecessary delays [20, 25]. In contrast, a more collaborative dynamic could be empowering to the team [8, 10] and beneficial to decisions made, such as on treatment appropriateness [77, 78]. Seeking and valuing the input of other team members facilitates interdisciplinary work and for decisions that are better informed about the person with cancer’s needs and preferences [64, 79]. 

Social norms towards collaborative decision-making relate to how palliative care is perceived in relation to oncology, which suggests initiatives towards familiarity and networking [9]. Educational strategies include interdisciplinary training and professional development opportunities that develop collaboration and negotiation skills [24, 80] (e.g. Schwartz rounds [21]).


	Illustrative quotes

	Krause, 2024 [10]
	“It’s more the doctors that are giving the orders. There’s no multidisciplinary approach. There’s no, like a combined view on the patient… The nurse will accompany the doctor and take the orders. (Pallnurse2) “Yes, so… I don’t think the nursing staff feel empowered enough to actually make suggestions.” (Wardstaff1)

	Cushen-Brewster, 2023 [71]
	“More meetings were implemented to improve collaborative working… ‘The SPC team are very much wanting us to be involved and they ask us what we think as well as just telling us what they want done.’ (Community service-provider).

	Schifferdecker, 2023 [9]
	“We encourage sites interested in promoting palliative care integration to assess strategies and communication which acknowledge social norm influences and potentially address them, such as assessing who is “allowed” to initiate goals of care conversations or feedback from patients on whether their goals were ascertained, when and by whom.””

	Thelen, 2023 [64]
	“Teams need to explicitly consider and agree their mode of functioning, and enact changes to enhance knowledge of the team, intentional communication and valuing other teams’ contributions…. ‘Communicating intentionally’ was enhanced when disciplinary hierarchies were not entrenched and communication from any discipline between teams was welcomed.”

	Bennardi, 2022 [24]
	“Training should be used to improve interdisciplinary collaboration. This training should include formal education (e.g., technical and professional trainings), informal education (e.g., learning from peers/colleagues or mass media) and non-formal education (learning from environment or experience), as these methods strongly influence not only skills, but also attitudes towards incorporating PC.”

	Ribi, 2022 [80]
	“A conscious, consensually agreed and lived culture of interprofessional collaboration including transprofessional education that is institutionally supported and ﬁnanced, may substantially improve the quality of decision processes. This includes strengthening the role of oncology nurses in decision-making processes.”

	Ullgren, 2022 [25]
	“SPC professionals stated that they were working by the “order” of the acute oncology team, without a mandate to change, question, or not knowing the goals of care… Absence or delay of clinical decisions was frequently reported... and seemingly led to unnecessary ER visits and unplanned hospital admissions.”

	Ellen, 2021 [77]
	“As members of [MDTs], nurses can provide a vital contribution to effective and efficient teamwork but can lack the opportunity to articulate their clinical opinions in a physician-centric environment. Understanding and addressing these dynamics can lead to development and implementation of interventions encouraging nurses to express their professional opinions.”

	Abbreviations
	C: Context
ER: Emergency room
M: Mechanism
MDTs: Multidisciplinary teams
O: Outcome
SPC: Specialist palliative care








	Coordination of care

	CMOC3c
	When the responsibility for coordinating and planning care is assigned to a capable and credible professional (C), then the different professionals and patients and caregivers have a shared understanding of what is needed (M), and so consistency and continuity is more likely to occur (O).  

	
Coordination is important due to the number of professionals and settings potentially involved in integrated palliative care and oncology [6, 10, 81]. Uncoordinated care leads to gaps, such as medication or equipment delays, which increases burden on people with cancer and their families/caregivers, who then struggle to navigate the system to address these gaps [27, 31, 82]. Coordination during care transitions is particularly important [31, 52, 83]. Clarity over who is in charge and the guidance received is reassuring for patients and families [84] and could help to avoid negative outcomes [2, 85]. 

Where integration palliative care increases the number of appointments, these require planning to prevent clashes of clinical opinion or scheduling [18, 73, 81, 86, 87]. Visibility of the coordinator with the relevant clinicians helps them to establish credibility [2]. 

Collaboration requires labour towards coordination, to maintain communication and ensure consistent information sharing [12]. Research conducted within a trial may have additional resources such as study coordinators that act to facilitate the coordination of care [18].  


	Illustrative quotes

	Krause, 2024 [10]
	“The service also follows up… 1 week after discharge… “I do a follow-up with the patient to see if they got the community key services; then if not, I will follow-up with the coordinator working in that specific area where the patient stays to find out the delay.” (Admin PC)”

	Cushen-Brewster, 2023 [71]
	“Participants reflected on how coordinated they found the service… Patients and carers interviewed all felt that the care they received was very well coordinated: ‘Everything was in place, everything was done very efficiently. We did not have to wait for anything. Everything kicked-in very efficiently, it was just very good.’”

	Mashiro, 2023 [6]
	“The function of coordination among facilities is unclear, and some patients do not have a primary care physician or care manager to take on the coordination role… it is unclear who is responsible for this coordination role… A profession or institution must be established as the center of coordination.”

	Sadang, 2023 [18]
	“A sustainable, patient-centered EIPC delivery system must strive to minimize patient trips and consolidate appointments… Use of study coordinators were also highly agreed upon facilitators… [as] part of a larger research trial… It is unknown if clinic support staff in the real-world setting would have the same capacity or effectiveness.”

	Thelen, 2023 [64]
	“Patients received more coordinated care, meaning that care plans developed in one setting carried over to the other and were mutually understood and agreed upon by clinicians in each setting… Some teams identified one member as the ‘bridge’ between teams to facilitate communication.”

	Weinstein, 2022 [2]
	“Fully integrating the care coordinators within the primary oncology team had multiple advantages. This approach required a significant investment of staff time, but… there were numerous occasions in which the care coordinator was able to intervene early in a patient problem, preventing avoidable ER visits or improving symptom management.”

	Abbreviations
	C: Context
EIPC: Early integrated palliative care
ER: Emergency room
M: Mechanism
O: Outcome
PC: Palliative care



	Information needs

	CMOC3d
	When individual needs for information can be met over time in a person-centred manner (C), then people with cancer can better understand their illness, treatment, and care options (M), and so become more able to participate in shared decision-making and planning ahead (O). 

	
People with cancer who do not understand their illness might continue to receive treatment until late in their disease trajectory [11, 79] or struggle to acquire reliable information about their options [88]. Anticipation of realistic outcomes can go awry if goals of care are not understood [80]. When patients receive information about their illness and dialogue on realistic outcomes, this equips them to consider their treatment and care preferences [10, 20, 77, 89].

Conversations held gradually but more often could be helpful in meeting informational needs, recognising fluctuations in readiness and being able to take on-board the information [1, 56, 90]. Individualised information provision appears more likely in situations where there is a relationship with a known professional [79, 91], who can tailor how and when to share information [12, 65] and empower patients to make their own informed decisions [8, 77]. Well-designed informational resources, such as booklets or videos, could aid the work of stimulating reflection and discussion [44]; but might act as an adjunct rather than a replacement to the contribution of (e.g.) nurses in leading discussions [92].


	Illustrative quotes

	Maessen, 2024 [58]
	“As a result of the SENS intervention, patients and their families understand and prepare for controlling symptoms and make relevant treatment and care decisions for redirecting care towards quality of life and function, which may eventually reduce emergency hospitalisations.”

	Mensah, 2023 [87]
	“[Patients] expected that receiving palliative care services would offer them a deeper understanding of their situation and prognosis to assist them to make informed decisions and plans about treatment choices…. A recurring pattern was the expectation to receive meaningful information and communicating about the disease condition and the prognosis.”

	Ervik, 2023 [75]
	‘There’s a big difference between patients you’ve followed over time and had contact with throughout… you talk to them about the end and how they want it and what they think about… Then it’s much easier the day there’s a crisis, because then you’ve made a kind of plan...’ (GP)

	Roberson 2023 [88]
	“Participants frequently felt confused about, and frustrated because of, the lack of information available about their diagnosis, prognosis, and treatment options... Participants felt that physicians did not help them make connections to reliable and easily accessible information, leaving participants feeling solely responsible for their own empowerment through information acquisition.”

	Zimmermann, 2023 [56]
	““I’m really like fortunate that [palliative care physician] help me understand about my symptoms and about my cancer…” [Patient]. “It reminds me that despite having cancer, I can still have a good opportunity to live my life to the fullest, not experience too much pain, and have additional information.” [Patient].”

	Traeger, 2020 [90]
	 “Clinicians encouraged patient and family contemplation about quality-of-life implications of continuing treatment or the possibility that treatment might harm more than help, in anticipation of a change in health status…. longitudinal palliative care relationships may function through multiple pathways to support patients and families in making complex EOL care decisions.”

	Abbreviations
	C: Context
EOL: End of life
GP: General practitioner
M: Mechanism
O: Outcome
PC: Palliative care
SENS: Structured multiprofessional conversation with the patient about symptoms, end-of-life decisions, network building and support for carers. 



	Caregiver support

	CMOC3e
	When integrated palliative care includes honest and sensitive communication and education for caregivers (C), then caregivers can feel supported and less anxious (M), and more able to sustain the level of caregiving they wish to fulfil in their role (O). 

	
Early integration of palliative care that prepares caregivers could enable them to continue in carrying out their role [93]. Family education could include discussions over time addressing capacity to cope at home [10, 90]. Including caregivers in communication, where appropriate, helps to establish a collaborative team around the patient [94]. In contrast, caregivers who are not prepared by the health system experience more anxiety, especially out-of-hours [79] and are more likely to seek help from hospital or emergency services [62, 93].  

Strategies include family meetings [55, 58, 90], ad-hoc ‘training moments’ from nurses [94], and courses on home care skills [36].  


	Illustrative quotes

	Krause, 2024 [10]
	“Patient and family education… is both clinically and organizationally important... Family education [is] a positive contribution to care and empowers the family to continue on their own…. Family meetings are thus core to assessing family structure, support and educating patients and families on the required care.”

	Ervik, 2023 [75]
	“Family carers were essential to allow patients to die at home, nurses spent a great deal of time and energy informing and advising family carers to help them to feel secure in their caring role, and… to observe changes in the patient’s situation and know when to call for help.”

	Mensah, 2023 [87]
	“Family caregivers are often confused about what to do when [the patients] are experiencing symptoms at home. Therefore, it was expected that palliative care would provide an opportunity for the family caregivers… to be provided with adequate information about the patients’ condition and the caring role that must be delivered.”

	Spelten, 2021 [85]
	“Safety at home with HPC often require support from family and friends… HPC can be hard on the family, as it substantially limits privacy and time to rest…Easier access to guidance, counselling, and assessments may explain the reduced need of emergency care and hospital admissions during HPC in our data.”

	McCaughan, 2019 [79]
	“Relatives, often anxious due to lack of overnight support, were described as likely to contact out-of-hours’ services, or the haematology ward if the patient's condition deteriorated, resulting in patients discharged home for end-of-life care ‘bouncing’ back into hospital.”

	Collins, 2013 [93]
	“The limited preparation by the health system to assist carers to effectively undertake their role was emphasised. They felt unsure of how to enlist support afterhours, often defaulting to emergency departments for simple advice…. ‘every time I hit that bump I just didn’t have that ‘go to’ person to ask.””

	Abbreviations
	C: Context
HPC: Home palliative care
M: Mechanism
O: Outcome



	Safety at home

	CMOC3f
	When integrated palliative care involves planning for the home environment and providing access to responsive support (C), then people with cancer and their families can trust that help is available if needed (M), so they feel safer and more able to manage at home (O). 

	
Anxiety about cancer and its symptoms, coupled with a lack of available alternatives for help, seems to push people towards hospital-based care [95]. This could be avoided if further attention was paid to wellbeing and perceived safety at home, including pain and symptom management, and access to appropriate escalation routes [6, 85]. Improved forward planning and advice on interpreting symptoms is reassuring [20, 95, 96]. Plans can anticipate likely changes and act to prevent crises [75] but responsiveness to fluctuating need remains important [89].  

Straightforward access to a known person or team encourages the trust of patients and families [34, 55, 71], especially if contact is proactive and established prior to being in crisis [56, 67]. This could allow questions to be answered or support needs identified without having to default to A&E [93]. Therefore, making it easier to access and re-access support in the home environment is valuable in preventing A&E attendance and hospitalisation in the last year of life [40, 97]. 


	Illustrative quotes

	Cushen-Brewster, 2023 [71]
	“Total of 19712 telephone calls to the OneCall 24-hour advice line were recorded. The highest proportion of these calls were from carers or relatives (46%), followed by patients (22%) … Patients and carers reported that they received high-quality care and valued having easy access to members of the team when needed.”

	Ervik, 2023 [75]
	“Although most patients prefer to die at home, this requires a certain level of competence and resources, and the patient, family carers and HCPs must have a feeling of safety and security… HCPs described trying to anticipate a potential crisis to avoid the necessity of e.g. calling a helicopter.”

	Raunkiaer, 2023 [55]
	“The third suggestion was A direct phone line, established with palliative resource persons/ teams, that the patients and relatives could call when they arrive home, even if they did not have immediate PC needs: ‘It is a huge security for the patients to have someone to call.”

	Walshe, 2023 [89]
	Walshe = ‘Responsiveness’ was evident in… the ability to identify and respond to individual patient needs; and the ability to respond in a timely manner to these changing needs. Patients and family carers were satisfied with the services which appeared to increase their confidence and help them to be less fearful.”

	Zimmermann, 2023 [56]
	“I was just wondering if this is how things are and they’re going to get even worse than this, how will I manage and stuff. So, yeah, getting in touch with them and talking and finding out about different resources to handle the situation was very helpful, yeah.” (Patient)

	Beiranvand, 2022 [33]
	“The lack of a formulated system for addressing these primary needs leads to frequent revisits to specialty and super-specialty centres, hospitalisation in emergency rooms or intensive care units and the imposition of treatment costs and unnecessary measures on patients and the health system.”

	Spelten, 2021 [85]
	“Symptom management was seen as the main reason for hospital admission in both [FGs]. It was felt that appropriate and adequate interventions could prevent this, but the timely provision of medication was perceived as a barrier… Pain relief, medication and symptom control are seen as a major cause for hospitalisation.”

	Abbreviations
	C: Context
FGs: Focus groups
HCPs: Healthcare professionals
M: Mechanism
O: Outcome
PC: Palliative care






Section 4: Reflexive monitoring (considering how well it is working)
This section contains four CMOCs, shown in Box 4.Box 4: CMOCs for section 4, reflexive monitoring (considering how well it is working) 

CMOC4a: Evaluation and feedback
Where initiatives towards integrating palliative care within oncology are monitored, meaningfully evaluated, and reported on (C), then stakeholders can understand the value of working in this way (M), and their support for integration is more likely to be sustained (O).   
CMOC4b: Sharing expertise
When ‘generalist’ palliative care professionals work collaboratively and constructively with ‘specialist’ palliative care professionals (C), then these ‘generalists’ feel more confident (M), leading to increased capacity for palliative care (O).  
CMOC4c: Workforce wellbeing
When healthcare professionals receive support through their collegiate relationships in facing the ethical and emotional challenges of their role (C), then they feel less isolation and moral distress (M), leading to improved workplace satisfaction (O).  
CMOC4d: Improved decision-making
When professionals, patients and caregivers have a realistic and shared understanding of the patient’s needs, goals and values (C), then the team are empowered to make informed decisions, (M), which means timely palliative care provision is more likely (O), and unnecessary or avoidable resource use is minimised (O).  




	Evaluation and feedback

	CMOC4a
	Where initiatives towards integrating palliative care within oncology are monitored, meaningfully evaluated, and reported on (C), then stakeholders can understand the value of working in this way (M), and their support for integration is more likely to be sustained (O).   

	
Integration is impeded when performance indicators are not aligned with the goals of integration [2, 21]. Without knowledge of the outcomes, it could be more challenging to see the value of striving towards integration [10]. A commitment to system learning helps to mobilise and inform efforts towards continued improvement [2]. This could involve embedding evaluation and consistently providing feedback to teams, for example as end-of-life metrics tracked to quality improvement initiatives [9]. However, identifying appropriate quality indicators requires a shared vision of ‘how to measure successful integration’ [98]. 

Data can inform planning, evaluation and refinement of initiatives [99] and indicate priority areas where socioeconomic conditions present additional barriers [100]. Tracking of milestones, enablers, and barriers provides insight that informs the spread of good practice [17]. Positive patient feedback also helps demonstrate improved care to stakeholders [71].  


	Illustrative quotes

	Krause, 2024 [10]
	“One of the aspects of organizational integration is that there are monitoring and evaluation tools available to evaluate the PC… integrating an intervention into the broader health system governance structure will require alignment with existing regulatory mechanisms, creating unified accountability frameworks, integrating reporting and establishing a joint performance management system.”

	Krause, 2024 [13]
	“In a hospital striving for excellence, poor outcomes are not welcomed. Therefore, if PC outcomes are not measured as an indicator of good care, the need to strive for good PC outcomes may seem unnecessary and counterproductive. Including and measuring PC outcomes as measures of excellence may strengthen accountability.”

	Lundeby, 2023 [23]
	“Weekly meetings to discuss and evaluate progress, implementation strategies, share experiences … close contact with the local PIs about their experiences and feedback they had received. Some PIs sent written evaluation reports to the faculty. The project management, faculty, and all local PIs met once a year to discuss practices”

	Rao, 2022 [46]
	“The first cycle was followed by group reflective sessions…. to better understand the barriers and enablers and modify the action plan for the second cycle… This reflective cycle enabled identification of components that facilitated and impeded palliative care capacity building in the cancer treatment institutes and facilitated corrective actions.”

	Weinstein, 2022 [2]
	Implementing a system-wide program such as LINCC requires deliberative alignment with existing system strategic planning… and a commitment to system learning… This can position organizations for success… if the organization has learning systems in place to understand the information and subsequently mobilize the organization through quality and process improvement initiatives.”

	Hoverman, 2020 [100]
	“The change in payment structure and the continual review of quality metrics have focused our attention on end-of-life care… A promising aspect of the OCM is the interrogation of data at multiple sites both in and out of USON to uncover and share best practices.”

	Abbreviations
	C: Context
LINCC: Learning Individual Needs and Coordinating Care (integration program)
M: Mechanism
O: Outcome
OCM: Oncology care model (Medicare palliative care program)
PC: Palliative care
PIs: Project investigators
USON: US Oncology Network



	Sharing expertise 

	CMOC4b
	[bookmark: _Hlk171346356]When ‘generalist’ palliative care professionals work collaboratively and constructively with ‘specialist’ palliative care professionals (C), then these ‘generalists’ feel more confident (M), leading to increased capacity for palliative care (O).  

	
Greater generalist and specialist collaboration, achieved through closer working patterns, provides opportunities for multidisciplinary professionals to learn from each other, and build confidence in their own and each other’s skillsets [29, 43, 71, 101]. Reduced professional contact since Covid-19 may have interrupted opportunities to share expertise [10, 71] and specialist palliative care staff who are working over capacity are less able to support others [89]. Since the extension of specialist palliative care teams to meet all demand is unlikely, close attention to the responsibility and skillset for generalist palliative care is necessary.

Strategies involve a combination of formal training sessions and experiential learning (‘on-the-job’ exposure to palliative care skills) [10, 22]. ‘Train the trainer’ models foster the expertise of non-specialist staff to continue to develop the skills of others [22]. Technology could be useful for networks of expertise sharing, for example linking academic hospital specialists with community providers [6, 52, 85, 102].

Some reports recommend restructuring community roles via task-shifting to adapt to workforce shortages [46, 85, 103], corresponding to an extension of roles at the ‘specialist-generalist’ interface (e.g., advanced practice nurses, allied health professionals, care navigators, community nurses, community paramedics) [22, 43, 85]. Other professionals that could be empowered in their contributions include psychologists, nutritionists, social workers, physiotherapists, dieticians, community health workers [53, 97, 104].


	Illustrative quotes

	Krause, 2024 [10]
	“VNLDS provided a quarterly lecture as continuing education on PC open to the hospital but this stopped during COVID-19. There is an acknowledgement that there is a need to provide further continued education in PC across the hospital: ‘There needs to be more empowerment of the current team’ (Pallnurse2)”

	Bakken, 2023 [16]
	“Timely recognition of EOL requires knowledge, experience, courage, and good clinical judgment…. Doctors also expressed the need for collegial support and discussions with other, more experienced doctors…. Participants also asked for time to evaluate and learn from nonoptimal situations, time for guidance through teaching and collaboration with experienced colleagues”

	Cerni, 2023 [43]
	“Ongoing professional development and upskilling of GPs and specialist health care professionals was considered as an effective way to improve the confidence of health professionals… Greater generalist and specialist interdisciplinary collaboration… could assist more rural-based GPs to take on an expanded role…with support from palliative and cancer care specialists.”

	Cushen-Brewster, 2023 [71]
	“The specialist palliative care service promoted collaborative working, leading to enhanced knowledge and skills for staff … ‘It has made a great difference; the staff have learned so much from them. They share their knowledge [and] protocols and you can see how that makes a difference to patient care.’”

	Van Gurp, 2022 [12]
	“Optimal integrated palliative care is still a work in progress. The interviewees, however, emerged as modest, patient, and highly motivated teachers. … In current healthcare systems, palliative care professionals have to develop a teaching role while remaining diplomats fostering palliative care being part of regular healthcare and healthcare education.”

	Ferrell, 2021 [22]
	“Nurses reported on the value of spending time with the palliative care service to continue to expand their knowledge and skills… The reported feeling was that this was a valuable learning experience.…APRNs benefitted from observing the clinical skills and communication expertise of the palliative care specialists.”

	Yang, 2021 [105]
	“The proximity of specialist palliative care resources in the co-rounding model meant that advice could be given to enhance the quality of generalist palliative care provided by the oncology team… The co-rounding model could facilitate opportunistic palliative care education for the oncology team.”

	
	APRNs: Advanced practice registered nurses
C: Context
EOL: End of life
GP: General practitioner
M: Mechanism
O: Outcome
PC: Palliative care
VNLDS: Vertical nurse-led doctor-supported service 





	Workforce wellbeing

	CMOC4c
	When healthcare professionals receive support through their collegiate relationships in facing the ethical and emotional challenges of their role (C), then they feel less isolation and moral distress (M), leading to improved workplace satisfaction (O).  

	
Healthcare professionals such as oncologists have an innately stressful role in caring for advanced cancer patient, involving ethical dilemmas in which there are no ‘good options’ to meet both principles of patient autonomy and non-maleficence [106]. Working alone with this emotional burden has an impact on their wellbeing, contributing to distress, burnout and detachment/complacency [29, 76, 79]; which is a risk for patient safety [85] and system efficiency [20]. Community settings also pose a heightened risk of emotional burden due to isolated working  [102]. 

Collaboration within cancer care could reduce ethical dilemmas and isolation experienced by staff [20, 31], allowing professionals to share and reflect on the emotional burden [24, 54, 107]. Opportunities to debrief on nonoptimal scenarios alleviates moral distress that might arise for staff [13, 16, 85]. Coaching and emotional support is suggested to be an important contribution of specialist palliative care to the integrated team [10, 76, 107, 108], with potential to improve staff morale and possibly retention [12, 89].


	Illustrative quotes

	Krause, 2024 [10]
	“Open engagement with the suffering and actual dying process has assisted in addressing the staff’s personal moral distress… Vulnerability around death and dying is respectfully acknowledged and managed in this ward. There is thus a realization of the benefit of PC service through attending to the staff’s needs.”

	Krause, 2024 [13]
	“Feelings of failure and hopelessness are common findings among HCPs… It is evident from multiple managers that there is an element of moral distress associated with working with patients requiring PC…. without the skills to care for patients with life-threatening illnesses, there is over-investigation, avoidance and even hopelessness among HCPs.”

	Bakken, 2023 [16]
	“Nurses explained how they felt that they had to administer futile medication and treatment that made the patient suffer unnecessarily, instead of contributing to a peaceful death… Nurses and doctors described a feeling of responsibility to advocate for the patients in a rigid healthcare system [and] a feeling of helplessness.”

	McPherson, 2023 [54]
	““Poor teamwork and team support, such as difficulties in maintaining open communication and a collaborative environment, may also lead to moral distress among healthcare professionals… collaborative and respectful relationships and opportunities to have confrontations and exchange of experiences may help healthcare professionals to cope with moral distress.”

	Bennardi, 2022 [24]
	“That would be a mutual exchange, an "unloading"… it is a burden to carry alone, and if you share it from the start, it is easier (NPC – Oncologist).”

	Johansen, 2022 [31]
	“When working so close to each other, no issue ever got ‘old’; if clinicians were wondering about something, they could bring it up immediately…. Contact was easy and informal, which they regarded as important. The co-located ONs talked about how they appreciated the support and opportunities for debriefing sessions.”

	Abbreviations
	C: Context
HCPs: health care professionals
M: Mechanism
NPC: Not specialist palliative care
O: Outcome
Ons: Oncology nurses
PC: Palliative care



	
Improved decision-making 

	CMOC4d
	When professionals, patients and caregivers have a realistic and shared understanding of the patient’s needs, goals and values(C), then the team are empowered to make informed decisions, (M), which means timely palliative care provision is more likely (O) and unnecessary or avoidable resource use is minimised (O).  

	
Integrating palliative care in oncology could help to improve prognostic understanding and awareness of patient preferences [28], empowering patients and providers with the knowledge and opportunity to reflect on potential consequences of decisions [77]. More frequent discussions with patients and interdisciplinary collaboration appears to reduce the intensity of care towards the end of life [62, 109], avoiding non-beneficial tests and treatment that are consequential to patient and system [48, 60, 77]. 

Integration that facilitates goals-of-care or serious illness conversations to occur earlier and more frequently increases the opportunities for person-centred care, which likely leads to improved symptom management and appropriateness of treatment regimens [48, 110]. This means that healthcare resources can be used more congruently with patient goals, needs and preferences [58, 64]. 


	Illustrative quotes

	Abunasser, 2023 [62]
	“Good communications between the treating oncologists and the patient and family members to outline the expectations and treatment goals, can obviously minimize aggressive interventions including the administration of chemotherapy.”

	Wright, 2023 [8]
	“Engagement with patients… meant that nurses were aware of the threshold beyond which previously therapeutic actions could become harmful. They were vigilant in ensuring that this threshold not be crossed recklessly. To this end, nurses took seriously their role in communicating to physicians how patients tolerated and responded to interventions.”

	Raunkiaer, 2023 [55]
	“The stakes have to define the moment to withdraw treatment, both for the sake of saving costs and to provide patients with better quality of life and dignified death. This indicates a need for greater awareness from oncologists in the planning of and initiating conversations with families.”

	Zemplenyi, 2021 [111]
	“Patients managed by the PCCS team are less likely to die at the hospital… this is even more the case if patients are involved in palliative care earlier… Early palliative care… can add value to health care by reducing unnecessary costs associated with hospital stays and useless examinations and treatments.”

	Traeger, 2020 [90]
	“Patients and families disclosed struggles with current regimens, alongside feelings about delaying, stopping, or continuing cancer treatment. Clinicians drew on their knowledge of the patient’s experiences both within and outside of cancer care to facilitate recommendations—even when decisions remained fraught.”

	Emiloju, 2019 [26]
	“A discussion of the patient’s GOC provides the basis for alignment with the patient’s goals, while reducing the likelihood of recurrent hospitalizations if these are incongruent with the patient’s wishes.”

	Abbreviations
	C: Context
GOC: Goals of care
GPs: General practitioners
M: Mechanism
O: Outcome
PCCS: Palliative care consult service
QoL: Quality of life
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