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A visual representation of the these ratings is shown in 
►Fig. 1.

Grouped Perceptions
The characteristics listed earlier were grouped into cat-
egories as demonstrated by MacKay 2004, and is shown 

in ►Table  2: the breadth of professional outlook, the 
degree of patient interaction, the projected professional 
image, the perception of own professional status, the skills 
for a wide professional remit, the level of rapport with 
patient and colleagues, and the degree of professional 
interdependence.              
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In terms of breadth of professional outlook, medical oncol-
ogists were deemed to have a medical rather than social focus, 
holistic care, a multifaceted role, communication with many 
other professionals, and work more effectively in a team.

As to the degree of patient interaction, medical oncolo-
gists are perceived to have deep relationships with their 
patients and care for their general well-being.

The projected professional image of medical oncologists is 
of a nonsporty, intellectual type.

With regard to the perception of own profession status, 
medical oncologists do not consider themselves as superior, 
but rather treat other physicians as colleagues.

As to the skills for a wide professional scope of respon-
sibility, medical oncologists have the skills to deal with a 

psychiatric problem and are able to deal with a wide spec-
trum of patients. They also have a health education role and 
require a high level of intellectual skills.

In terms of the level of rapport with colleagues, medical 
oncologists collaborate more with others and possess good 
interpersonal skills with an individual patient, but are also 
good within a group, especially as they are more commonly 
perceived to work in a team setup.

With regard to professional interdependence, medical 
oncologists are viewed as autonomous workers, but usually 
refer patients to other professionals as well.

Additional Perceptions
Respondents were allowed to write down positive or negative 
qualities that would best describe medical oncologists and 
the values that they should have, other than those already 
cited in the questionnaire. Their responses are represented 
in ►Table 3.

Hindrances to Referral to Medical Oncologists
Respondents were asked to cite any factors that would hinder 
them from referring to medical oncologists, if any. Responses 
were grouped into the following categories: financial rea-
sons, technical/logistical factors, patient/family factors, and 
physician factors. Their responses are listed in ►Table 4.

Other respondents explained that they always refer to 
medical oncologists when indicated, but they only encoun-
ter hesitations in their personal choice of whom among the 
medical oncologists they would refer to. It was stated that 
“some (not many) mostly seniors, tend to change manage-
ment plan based on their experience and choice without 
collaboration or multidisciplinary team (MDT) consultation.” 
Another stated that the hindrance was a characteristic per-
ceived as the practice of “making a business-like profession.” 
Another comment was, “Some oncologists overdo manage-
ment even on stage IV or terminal cases, knowing the only 
treatment left is palliative only.” It was stated that, “This situ-
ation drains the family finances because of the hope that was 
influenced by the oncologist.” Another respondent expressed 
that, “In our setting where medicine is not socialized or free, 
I hope the oncologist does not assume an opportunistic role 
and let the patient and his family decide by giving more 
objective results of the treatment.

Lastly, one respondent expressed that some degree of bias 
was practiced in the answering of the questionnaire in con-
sideration of the subjects as colleagues in the same institu-
tion and familiarity with the practice ethics of the medical 
oncologists of the hospital.

Other Comments
Respondents were allowed to express additional comments; 
these are listed in ►Table 5.

Discussion
The Respondents
The UST hospital has a formal multidisciplinary team (MDT) 
and multidisciplinary meeting system in place. Almost all 

Table 2   Categories of perceptions

I. Breadth of professional outlook: nos. 2, 3, 5, 6, 8, 
and 11

2—medical vs. social focus to work

3—holistic view vs. concerned with their own practice

5—multi-faceted vs. focused role

6—communicates with many vs. few professionals

8—objective vs. subjective medical perspective

11—work effectively in a team vs. alone

II. Degree of patient interaction: nos. 4 and 19

4—deep vs. superficial relationship with the patient

19—cares for patient’s general well-being vs. only in 
relation to specific professional context

III. Projected professional image: no. 13

13—has a sporty image vs. nonsporty, more  
intellectual image

IV. Perception of own profession status: no. 18

18—acts as superior vs. treats others as colleagues

V. Possess skills for a wide professional remit: nos. 10, 
14, 16, and 17

10–does not possess skills to deal with a psychiatric 
problem vs. possess skills

14—able to deal with a wide spectrum vs. narrow 
range of patients

16—health education role vs. none

17—requires high level of technical skills vs. 
intellectual

VI. Level of rapport with patient and colleagues:  
nos. 1, 9, and 15

1—little vs. collaborates considerably with others

9—possess good interpersonal skills with an individ-
ual patient vs. within a group

15—tend to work in isolation vs. team

VII. Degree of professional interdependence:  
nos. 7 and 12

7—works autonomously vs. directed by another

12—usually refers a patient vs. works with a patient 
within their own professional field of knowledge

Note: Adapted with permission from MacKay.12
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of the UST hospital medical staff and trainees have been 
involved in an MDT approach. The medical staff of this insti-
tution is affiliated with other hospitals and has exposure to 
medical oncologists elsewhere; hence, their perceptions may 
not entirely reflect their thoughts on medical oncologists in 
the UST hospital alone. Medical trainees comprise the major-
ity of this study’s respondents. Residents and fellows of this 
institution may only have perceptions of medical oncologists 
of this institution if they have had no prior training (intern-
ship or residency) in other hospitals. Canadian health com-
missioner Roy Romanow in his 2002 Report on the Future 
of Health Care in Canada says, “If health care providers are 
expected to work together and share expertise in a team envi-
ronment, it makes sense that their education and training 
should prepare them for this type of working arrangement.”3

Perceptions of Medical Oncologists
Perception surveys are able to provide feedback on the 
strengths and weakness of the specialty. Better understand-
ing of how one’s practice is perceived by others, especially 
if this does not match one’s self-assessment, may help one 

improve on the negative points and reinforce the positive 
points. Interprofessional education in clinical practice would 
improve patient care, safety, and professional rapport.4

There were no opposing perceptions between surgical and 
other medical specialties. They were generally united with 
regard to qualities of medical oncologists in terms of breadth 
of professional outlook, degree of patient interaction, pro-
jected professional image, perception of own professional 
status, possession of skills for a wide professional scope of 
responsibility, level of rapport with patient and colleagues, 
and degree of professional interdependence.

Positive Traits
The choices made on the questionnaire and additional com-
ments were wholly positive and are in line with the European 
Society of Medical Oncology/American Society of Clinical 
Oncology Global Curriculum that states that a medical oncol-
ogist should be an “effective communicator, collaborator in 
the treatment team, a health care manager, a health advocate 
for the patient and community, and a scholar with lifelong 
commitment and high professional ethics and standards.”3

Table 3   Additional traits cited by respondents

Positive Negative

1. Able to collaborate and speak to primary attending 1. Better time management

2. Able to connect to relatives as well 2. Enthusiasm must be tempered with reality

3. Able to deal with awkward/lowest situation professionally 3. Having too many commitments at one time, 
leading to unavailability

4. Able to offer best supportive care as a management option 4. Must not be keen on financial compensation

5. Assertive 5. Should always consider the economic impact 
of treatment and be able to discuss on cost-ef-
fective treatment

6. Available for any inquiry from patient and/or colleagues 6. Should be patient’s advocate, find ways to help 
patient

7. Compassionate 7. Should be upfront about chances of recovery

8. Decisive 8. Should put into practical context/perspective 
trial or study results on survival

9. Direct personal relation with patient 9. Should show compassion and important 
bedside care, especially to those undergoing 
chemotherapy

10. Empathy 10. Should show empathy by time spent listening 
to patient

11. Exhibit Christian values 11. Talks too fast, barely listens

12. Generous

13. Genuinely caring

14. God-fearing

15. Good understanding of ethics

16. Honesty to patient

17. Mobilizes/enables optimal use of patient/family resources

18. Psychosocial skills

19. Religious/spiritual

20. Researcher

21. Very knowledgeable about management options
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Negative Traits
With regard to the negative traits, these are also 
consistent with those cited in opinion articles by 
Sircus,5 Tips,6 and Sessions.7 Fear of the morbidity and 
mortality of chemotherapy may be equated with the con-
cept that being referred to a medical oncologist is “scary.”7  
The description “talks too fast, does not listen” is a demon-
stration of lapses or inadequacy of communication due 
to lack of concern or lack of communicative skills.7 On not 
being keen on financial compensation and considerate of the 
economic impact of treatment is similar to Tips’ article that 
medical oncologists have a profit agenda.6

The comment that systemic treatment in the palliative set-
ting “drains the family finances because of the hope that was 
influenced by the oncologist” is related to Sircus’ article that 
stated that oncologists are “domineering” and are able to con-
vince patients to undergo chemotherapy by “preying” on their 
insecurities.5 This is related to the comments that medical 
oncologists should be upfront about chances of recovery and 
put into practical perspective clinical trial survival results.

Hindrances
A main hindrance to referral to medical oncologists is the 
perceived financial burden to the patient. This, along with 
the other factors cited, is consistent with previous US studies 
enumerating underprivileged settings, patient’s choice, lack 
of access to provider of adjuvant treatment, differing opin-
ions between surgeons and medical oncologists on treatment 
guidelines, and hesitation in administering chemotherapy to 
the elderly and patients with comorbidities.8-10 The difference 

Table 4   Hindrances to referral to medical oncologists

I. Financial factors—cited by 10 respondents

Anticipated expenses, cost of treatment, financial constraints, expense, many are financial depleted after surgery, perception of high cost 
of being seen by a medical oncologist

II. Technical/logistical factors—cited by 5 respondents

Absence of histopathologic diagnosis: no tissue biopsy; if without biopsy results, but with clinical suspicion of cancer

Availability of referral medical oncologists in the province/regional specialist

Lack of knowledge on who and where to refer patients to medical oncology specifically on outpatient basis

III. Patient/family factors—cited by 5 respondents

Fear of morbidity and mortality by chemo

Palliative care/end-of-life care

Patient is terminally ill and does not want further active treatment

Patient's or family's decision

Willingness of patient to undergo further adjuvant/neoadjuvant treatment

IV. Physician factors—cited by 10 respondents

Fear of losing the patient; if the medical oncologist will not send back the patient to primary attending; sometimes patients do not come 
back to referring medical doctors (MDs) once referred to medical oncologists

Oncologist takes over

Practice management: not knowing when to push active treatment vs. best supportive care instead

Referring to others (when the medical oncologist refers to other doctors instead of back to the primary attending)

Requesting procedures/ancillaries based on guidelines but not on individual patient

Their availability

When a certain medical oncologist is not flexible with his/her management when he/she considers a certain guideline all or none

Table 5   Other comments

1. Based on my personal experience, medical oncologists 
possess characteristics that not only allow them to 
treat patients, but also empathize with them and their 
families. Most of their patients have really struggled with 
their condition; hence, I have observed that most medi-
cal oncologists become a very important support system 
for their patients. Most of them (doctors) also take a 
multidisciplinary approach when it comes to therapy.

2. Cancer cases need multidisciplinary care, especially 
advanced cancer.

3. Help patient toward a peaceful death.

4. I think medical oncology has a wide range of holistic 
specialty which involves individual care for patients with 
good interdepartmental relations in treating cancer.

5. In the University of Santo Tomas Hospital, I see that 
medical oncologists usually work in a multidisciplinary 
setting which is good for holistic care.

6. Medical oncologists have an essential role in managing 
patients aside from the medical aspect of the patient. 
As internists, we trust and refer to them especially when 
considering malignancy.

7. Medical oncologists in our institution are courteous peo-
ple who know how to refer patients to other oncology 
specialties. Even though they know they can treat the 
patients themselves, they have the courtesy to inform 
other services who are the primary physicians of the case 
before intervening.

8. Medical oncology helps us to manage patients 
holistically.

9. Reduce the fee for chemotherapy session.
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locally is that the family’s decision also factors into the deci-
sion to seek consultation or treatment, due to the Filipino 
culture.

These apprehensions need to be addressed because not 
referring to a medical oncologist might lead to inadequate 
cancer management. A US study in 2000 by Siminoff et al 
emphasized, “Decisions to refer patients to other physicians 
for care or consultation are an important component of the 
provision of appropriate care for cancer patients.”11Identify-
ing these problems as reported in this article is the first step 
toward providing solutions.

Awareness of these perceptions of their professional roles 
by the individual medical oncologists of this institution and 
by the section of medical oncology would improve the pro-
fessional relationships between and among specialties in the 
UST hospital.

Conclusion
Majority of surgical and other medical specialties consider 
medical oncologists to collaborate considerably with others; 
have a medical focus to their work; have a holistic view of 
the patient; build a deep doctor–patient relationship; have 
a multifaceted role; communicate with many professionals; 
work autonomously; have an objective medical perspective; 
possess good interpersonal skills with individual patients; 
possess skills to deal with a psychiatric problem; work effec-
tively in a team; usually refer a patient to another profes-
sional; have a nonsporty, more intellectual image; able to 
deal with a wide range of patient types; tend to work in a 
team; have a health education role; require a high degree of 
intellectual skills; treat other professionals as colleagues; and 
care for the patient’s general well-being.

Recurring statements on qualities that medical oncol-
ogists have or should have are compassion and empathy. 
Other characteristics reported were ability to collaborate and 
speak to primary attending physicians, ability to connect to 
relatives, ability to deal with an awkward/lowest situation 
professionally, ability to offer the best supportive care as a 
management option, being assertive, available for any inquiry 
from patient and/or colleagues, being decisive, having direct 
personal relation with patient, exhibiting Christian values, 
being generous, being genuinely caring, being god-fearing, 
having a good understanding of ethics, honesty to the patient, 
mobilizing/enabling optimal use of patient/family resources, 
having psychosocial skills, being religious/spiritual, and being 
a researcher. It was also stated that medical oncologists are 
very knowledgeable about management options, but enthu-
siasm must be tempered with reality.

Points that medical oncologists should improve upon are 
the following: better time management; having too many 
commitments at one time, leading to unavailability; not 
being keen on financial compensation; always considering 
the economic impact of treatment and being able to discuss 
cost-effective treatment; being the patient’s advocate; find-
ing ways to help patient; being upfront about the chances of 
recovery; putting into practical context/perspective trial or 
study results on survival; showing compassion and important 

bedside care, especially to those undergoing chemotherapy; 
and showing empathy by time spent listening to the patient, 
instead of talking too fast and barely listening.

The most commonly cited hindrance to referral to medical 
oncologists is the anticipated financial burden on the patient. 
Other impediments mentioned were technical or logistical 
factors, patient or family factors, and physician factors.

Conflict of Interest
None declared.

Acknowledgments
The authors thank Dr. Stuart MacKay for his permission 
to use the Role Perception Questionnaire he developed 
and Mrs. Diana Locayon-Caudilla who was the designated 
study statistician.

References

1	 Directory of Doctors. Philippine Society of Medical Oncology 
Web site.  https://www.psmo.org.ph/psmodoctors2018data-
base-all. Accessed July 2019

2	 ESMO/ASCO recommendations for a Global Curriculum in 
medical oncology edition 2016. European Society of Medical 
Oncology Web site. Available at: https://www.esmo.org/
career-development/global-curriculum-in-medical-oncology. 
Accessed March 31, 2019

3	 Romanow R. Building on values: the future of health care in 
Canada. Final report of the Commission of the Future of Health 
Care in Canada.  Available at:  https://qspace.library.queensu.
ca/bitstream/handle/1974/6882/BuildingOnValues.pdf?se-
quence=5. Published November 2002. Accessed March 31, 2019

4	 Moriel D, Felix, K, Quinlan, P. Roles and responsibilities: asking 
nurses and physicians what they know, do not know and want 
to know about each other’s profession. J Res Interprof Pract 
Educ 2017;7.1:1–18

5	 Sircus M. Oncologists are the worst people to treat cancer.  
Available at: http://drsircus.com/cancer/oncologists-worst- 
people-treat-cancer/. Published September 28, 2012. Accessed 
March 31, 2019

6	 Tips S. Scientific terrorism. Available at:  http://www.news-
withviews.com/Tips/scott.htm. Published December 2, 2007. 
Accessed March 31, 2019

7	 Sessions RB. Referral to the oncologist once cancer is sus-
pected: scary. Available at:  https://www.psychologytoday.
com/blog/the-cancer-experience/201406/referral-the-oncol-
ogist-once-cancer-is-suspected-scary. Published June 28, 
2014.Accessed March 31, 2019

8	 Jagsi R, Abrahamse P, Morrow M, Hamilton AS, Graff JJ, Katz SJ. 
Coordination of breast cancer care between radiation oncolo-
gists and surgeons: a survey study. Int J Radiat Oncol Biol Phys 
2012;82(5):2072–2078

9	 Keating NL, Landrum MB, Klabunde CN, et al. Adjuvant chemo-
therapy for stage III colon cancer: do physicians agree about 
the importance of patient age and comorbidity? J Clin Oncol 
2008;26(15):2532–2537

10	 Schroen AT, Detterbeck FC, Crawford R, Rivera MP,  
Socinski MA. Beliefs among pulmonologists and thoracic sur-
geons in the therapeutic approach to non-small cell lung can-
cer. Chest 2000;118(1):129–137

11	 Siminoff LA, Zhang A, Saunders Sturm CM, Colabianchi N. 
Referral of breast cancer patients to medical oncologists after 
initial surgical management. Med Care 2000;38(7):696–704

12	 Mackay S. The role perception questionnaire (RPQ): a tool for 
assessing undergraduate students’ perceptions of the role of 
other professions. J Interprofessional Care 2004;18(3):289–301


