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LEARNING OBJECTIVES

After completing this course, the reader will be able to:

1. Discuss the impact of early access to palliative care service on symptom control, quality of life, and cost of care.

2. Formulate strategies to improve early palliative care access through education and research.

This article is available for continuing medical education credit at CME.TheOncologist.com.CMECME

ABSTRACT

Cancer patients develop severe physical and psycholog-
ical symptoms as a result of their disease and treatment.
Their families commonly suffer great emotional distress
as a result of caregiving. Early palliative care access can
improve symptom control and quality of life and reduce
the cost of care. Preliminary results show that early pal-
liative care access can also extend survival. Unfortu-
nately, only a minority of cancer centers in the U.S. have

the two most important resources for palliative care de-
livery: outpatient palliative care centers and inpatient
palliative care units. In this article, we use a case presen-
tation to discuss the impact of early palliative care access
in light of the currently available evidence, and we rec-
ommend ways to improve early access to palliative care
through education and research. The Oncologist 2012;17:
267–273

PATIENT STORY
Mr. S was a 52-year-old man seen as a new outpatient at our
cancer center. He had recently been diagnosed with stage III
non-small cell carcinoma of the lung with a 3-cm nodule in the
right lower lobe and hilar and mediastinal adenopathies. After
initial evaluation, the patient was started on a combined regi-
men of radiation therapy, chemotherapy, and targeted therapy.

At the time of the initial evaluation, the thoracic medical on-
cologist referred the patient to the supportive care center, where a
full assessment was conducted by a palliative medicine team.
During the initial assessment by the supportive care team, the pa-
tient was found to have chest pain, nausea, moderate dyspnea, and
severe fatigue. He was prescribed slow-release morphine, senna,
and metoclopramide to treat these symptoms. In addition, the pa-
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tient underwent expressive supportive counseling with one of the
palliative trained counselors and was prescribed increased physi-
cal activity as well as exposure to natural light for the manage-
ment of fatigue and insomnia.

Over the next 2 months, the patient was seen on the same
day by the medical oncologist at the thoracic center and the
palliative medicine specialist at the supportive care center. Be-
cause of progressive disease in the mediastinum and chest
wall, the patient started second-line therapy. At the supportive
care center, the patient was found to have increased fatigue and
sedation. The patient was prescribed methylphenidate, and the
patient’s wife and child received counseling.

One month later, the patient developed back pain caused by
bony metastases to the lumbar spine and was started on palli-
ative radiation therapy. In addition, because the patient contin-
ued to experience sedation and had begun to experience
myoclonus, the opioid was switched to methadone, the laxa-
tive dose was increased, and the patient was provided with a
disabled parking placard, occupational therapy, and a home
safety evaluation.

Two months later, because his disease had progressed, the
patient was referred by the thoracic oncologist to our institu-
tion’s Center for Targeted Therapy for consideration of exper-
imental treatment in a phase I clinical trial. On the same day as
his first phase I pretreatment evaluation, the patient was seen at
the supportive care center. The doses of his opioid and anti-
emetic were adjusted, a corticosteroid was added for the man-
agement of fatigue and pain, and the methylphenidate dose was
adjusted.

After two courses of targeted therapy in the trial, the patient
was found to have progressive disease. At that point, because
of deterioration in his performance status, the patient and his
family chose to discontinue treatment. On the same day, the
patient was assessed at the supportive care center and was
found to have delirium with mild psychomotor agitation and
hallucinations as well as increased pain intensity. The primary
medical oncologist and the palliative care physician agreed
that the patient would be admitted to the palliative care unit
under the care of a palliative care physician. During the pa-
tient’s 5-day stay in the unit, he underwent opioid rotation and
parenteral hydration, he was given haloperidol for agitation
and antibiotics for pneumonia, and a family conference was
conducted. The patient’s delirium resolved, and he was dis-
charged home with hospice care; his symptoms remained well
controlled until his death 3 weeks later.

Mr. S received medical oncology and palliative care simulta-
neously from almost the moment of diagnosis to death. In a recent
randomized controlled study of 151 patients with advanced lung
cancer, Temel et al. [1–3] observed that patients allocated to pal-
liative care referral with standard care had a better quality of life
(as shown by their Functional Assessment of Cancer Therapy–
Lung scores), less depression (as shown by their Hospital Anxiety
and Depression Scale scores), and a longer median survival time
(11.6 months versus 8.9 months) than patients receiving just stan-
dard care [1]. Palliative care has also been found to improve
symptom control [2, 4, 5] and reduce the cost of care [6–10].

However, very few patients in cancer centers and acute care fa-
cilities [11] receive the type of care Mr. S did.

In the following paragraphs, we discuss the impact of early
palliative care access and recommend ways to improve early
access through education and research.

MODELS OF PALLIATIVE CARE DELIVERY
Palliative care is provided by a team of health care profession-
als that can include a primary oncologist, palliative care spe-
cialist, registered nurse trained in palliative care, chaplain,
social worker, pharmacist, counselor, occupational therapist,
and physiotherapist.

The role of the palliative care team is to assess and manage
patients’ and families’ care needs in the physical, psychological,
social, spiritual, and information domains. This care includes the

Figure 1. Conceptual model for integration of palliative/sup-
portive care in oncology. (A): Solo practice model. (B): Congress
practice model. (C): Integrated care model.

Abbreviation: GI, gastrointestinal.
Reprinted with permission. © 2008 American Society of Clin-

ical Oncology. All rights reserved. Bruera E, Hui D. J Clin Oncol
28, 2010:4013–4017.
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pharmacological management of symptoms, education and coun-
seling for psychosocial and spiritual issues, help with advance di-
rectives, and family support and education.

The oncologist’s care of cancer patients requires complex
multidisciplinary interventions. These interventions include
diagnosis of the disease and determination of its stage, devel-
opment of a complex treatment plan in coordination with other
team members (e.g., radiation and surgical oncologists), and
management of cancer treatment and its complications.

These are time-consuming tasks that make it increasingly
difficult for a busy oncologist to address multiple supportive/
palliative care needs in the same visit. The lack of time is be-
coming an even larger concern as the body of knowledge and
available interventions become more complex in oncology and
palliative/supportive care.

Figure 1 illustrates three models for the integration of on-
cology and palliative/supportive care [12]. In the solo practice
model (Fig. 1A), “the oncologist takes care of all the disease
assessments, management as well as all supportive/palliative
care needs. This model is commonly required in community
practices where supportive/palliative care consultants are un-
available. The key advantage is that the patient receives all as-
pects of care from the same oncologist. The disadvantage
includes time constraints, limited palliative training and a risk
of burnout of the oncologist as a result of the need to assume all
aspects of care” [12]. To deliver high-quality supportive/palli-
ative care under this model, the solo practitioner needs to re-
ceive extensive training.

In the congress approach model (Fig. 1B), the oncologist
refers patients to multiple consultants, such as a pain specialist
for pain and a psychiatrist for emotional distress. The congress
model has limitations, which include fragmented communica-
tion among the health care providers themselves and between
physicians and patients and their families; this model can be
time-consuming and exhausting for patients and expensive for
patients and the health care system. The main risks of the con-
gress model include potential polypharmacy, and in some in-
stances, conflicting care plans, especially when there is limited
communication among consulting specialists.

The integrated-care model between the primary oncologist
and a supportive/palliative care team (Fig. 1C) allows the on-
cologist to focus on all aspects of cancer management while
the supportive/palliative care team addresses physical symp-
toms and psychosocial concerns. This model includes consul-
tation of other specialists for specific reasons, such as
pulmonologists for interventional bronchoscopy aimed at re-
lieving bronchial obstruction. However, because most prob-
lems can be managed by the supportive/palliative care team,
there are fewer visits and lower costs. Taking advantage of
these established teams allows the oncologist to focus on the
complex issues associated with the management of cancer.

BENEFITS OF PALLIATIVE CARE

Symptom Control
Studies by our group and others [13–18] have shown improved
symptom control in patients with advanced cancer as a result of
a palliative care consultation. In a recent study, our group re-

viewed 406 new consultations seen at our outpatient palliative
care clinic [4]. We found that, at the first follow-up visit after
the consultation, patients achieved significant improvements
in most cancer-related symptoms. Studies by Follwell et al.
[17] and Rabow et al. [16] also showed significant improve-
ments in the symptoms of patients receiving palliative care in
the outpatient setting. Similar improvements in physical and
psychological symptoms and other patient-related quality-of-
care outcomes were found when palliative care was delivered
by inpatient palliative care units [19], mobile team consulta-
tions [20, 21], and intensive care unit palliative care consulta-
tions [22]. In a recent study by Casarett et al. [23], patients
admitted to palliative care units achieved better symptom con-
trol than patients seen by palliative care teams at regular sites
of care (i.e., medical/surgical wards, intensive care units, and
nursing homes). These results are very impressive because pa-
tients admitted to palliative care units have more severe symp-
tom distress than patients in other inpatient settings [4, 5, 19,
21, 22, 24].

There are numerous reasons why palliative care is more ca-
pable of improving symptoms than standard oncology care.
Palliative care teams conduct systematic symptom evalua-
tions, using standard tools such as the Edmonton Symptom As-
sessment System [25, 26], and document symptom distress on
a regular basis. In addition, palliative care teams provide pa-
tients with regular assessments of emotional distress, screen-
ings for delirium, and screenings for risk factors for the misuse
of opioids using tools such as The Cut Down, Annoyed, Guilty,
and Eye Opener (CAGE) questionnaire [27]. Palliative care in-
patients and outpatients have access to an interdisciplinary
team capable of rapidly managing physical, emotional, func-
tional, social/family, and spiritual problems. Because the vast
majority of patients starting treatment with medical oncolo-
gists have a number of these problems, it is likely that most of
these patients would benefit from early palliative care consul-
tations.

Lower Cost
A disproportionate amount of resources is spent at the end of
life: 30% of Medicare expenditures are attributable to the 5%
of beneficiaries who die each year [28] and about one-third of
the expenditures in the last year of life are spent in the last
month of life [29]. Several studies by our team and others [6, 8,
9, 30–34] found that patients with advanced disease, including
those with cancer, who received palliative care consultations
had lower medical costs at their end of life. These investigators
also found that higher costs were associated with a worse end-
of-life experience. A recent study by Morrison et al. [6] found
that palliative care consultation teams can lower hospital costs
for Medicaid patients with advanced illnesses. Based on data
from four diverse urban New York hospitals, the authors con-
cluded that the state of New York could save an estimated
$84–$252 million annually if every hospital with �150 beds
had a fully operational palliative care consultation team. How-
ever, the association between health care expenditures and out-
patient palliative care consultation at the end of life in patients
with advanced cancer has not been fully examined.
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There are a number of possible reasons why a palliative
care consultation is capable of reducing the cost of care.
Among the most important of these are that palliative care
might reduce intensive care unit deaths, reduce the number of
days patients spend in acute inpatient care [24], and help avoid
the use of unnecessary and excessive procedures [1]. The si-
multaneous discussion of potential end-of life care and cancer
treatment is likely to allow patients and their families to better
adjust to events such as progressive disease and the need to dis-
continue therapy.

Survival
Studies by Temel et al. [1] and Bakitas et al. [35] showed pre-
liminary evidence for a survival benefit in patients who re-
ceived palliative care. This benefit may be a result of multiple
factors. First, better symptom control and physical and psycho-
social function could lead to a better ability to adhere to cancer
treatment regimens. Second, physical (i.e., pain, dyspnea, fa-
tigue) and emotional (i.e., anxiety, depression) distress have
been linked to greater mortality related to cancer [36] and other
conditions [37–39]. Bakitas et al. [35], Temel et al. [1, 35], and
our team [4, 21, 22] found that palliative care access resulted in
less depression and anxiety. Finally, effective transition to
end-of-life care might prevent patients from receiving poten-
tially harmful interventions [1, 40]. However, further, larger
studies with overall survival as a primary outcome are needed.

ROLE OF PALLIATIVE CARE IN PROVIDING
QUALITY CARE
In an atmosphere of renewed focus on health care reform, there
has been more emphasis on provision of quality care. The Institute
of Medicine’s Crossing the Quality Chasm report [41, 42] fo-
cused on improving the delivery of quality care by the adoption of
six specific aims (that care be safe, beneficial, timely, efficient,
patient centered, and equitable). These six aims are the basis of the
quality assessment and performance improvement recommenda-
tions of the National Consensus Panel [43], National Quality Fo-
rum [42], Joint Commission [44], and American Society of
Clinical Oncology [45–47]. Some of the outcome measures for
quality care include: the percentage of patients who die without
access to hospice care or receive hospice care �3 days before
death or chemotherapy �14 days before death, intensive care unit
admissions �30 days before death, emergency room visits near
the end of life, and the percentage of patients who experience poor
symptom control. Palliative care is perceived as a highly effective
service for improving many of these metrics for quality cancer
care [1, 9, 48].

ACHIEVING INTEGRATED ONCOLOGY–PALLIATIVE
CARE PRACTICE
Studies have shown that patients with advanced lung cancer
(stage III or stage IV) receiving potentially curative therapy,
such as the patient described in the case report, are likely to
have severe physical and psychological symptoms [49, 50].
These patients and their families also require extensive educa-
tion and counseling regarding the spiritual, financial, and fam-
ily distress imposed by the diagnosis of a devastating disease

with a typically poor prognosis. Hence, early referral to palli-
ative/supportive care can be extremely beneficial.

Early referral to palliative care has been shown to facilitate
timely diagnosis and treatment of symptoms, longitudinal psy-
chosocial support and counseling, and a gradual transition of
care [2, 4, 13–18, 51]. Palliative care referrals have also been
shown to reduce end-of-life care costs [6–9, 29–33]. How-
ever, traditional palliative care practice is predominantly based
on the delivery of care by inpatient consultation teams and/or
in palliative care units. Currently, only 66% of comprehensive
cancer centers and 29% of regional cancer centers in the U.S.
have outpatient services capable of delivering early palliative
care [11]. Even in centers where such outpatient programs are
available, late referrals, reflecting a sequential practice by the
medical oncologist, have been a consistent problem [52, 53].
This problem is particularly important in patients with hema-
tological malignancies [53]. Research by our group [19] and
others [23] has shown that inpatient palliative care units are ef-
fective in rapidly relieving symptoms that seemed intractable.
However, only 26% of comprehensive cancer centers and 20%
of regional cancer centers in the U.S. report having dedicated
inpatient palliative care beds [11].

Expected changes in reimbursement for cancer care,
whereby payments are made according to pay-for-perfor-
mance initiatives that are based on quality cancer care metrics,
will provide a strong incentive for institutions to develop the
structures and processes that allow early palliative care access
in most medium- and large-sized cancer centers. In smaller in-
stitutions, there will be a need for a combined approach that
will supplement increased direct supportive/palliative care de-
livery by medical oncologists with initiatives such as bridging
palliative care programs [54], the use of technologies such as
video conferencing, traveling palliative care specialists, and
even designated palliative care experts within oncology teams.

Early access to palliative care can be achieved by intense
collaboration between medical oncologists and palliative care
teams, which must be based on mutual trust. Health care pro-
fessionals frequently have concerns that early referral to sup-
portive/palliative care could have negative effects on patients’
hope (e.g., a feeling of “pulling the plug”) [55]. As a result, our
team has developed an educational approach that can be useful
to health care professionals and to patients and their families;
this approach is based on a concept called “goals of car.”

The approach’s adoption of an analogy to the purchase of a
car is useful because the majority of patients and their families
are familiar with buying cars. Figure 2 shows the expected
goals when purchasing a car. Without changing the primary
goals of traveling and getting to work, car owners do take pre-
cautions in case things go bad, such as buying insurance, wear-
ing seatbelts, and having air bags. An attitude of expecting the
primary goal to be reached successfully without taking any
minimal precautions would be seen as extremely unrealistic.
Similarly, although patients can maintain goals such as cure,
life prolongation, cancer treatment, and participation in clini-
cal trials, the referral to supportive and palliative care allows
patients to receive a number of comfort measures, such as
treatment for physical and emotional distress, as well as safety
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measures, such as advanced care, planning for living arrange-
ments, transportation, bedroom and bathroom aids, etc.

Fadul et al. [55], in a survey of 100 medical oncologists and
100 midlevel providers at our institution, found a greater likeli-
hood of patient referral to a service named “supportive care” than
to one named “palliative care.” We used these findings to improve
early access to palliative care by changing the name of our outpa-
tient and inpatient consultation service from “palliative care” to
“supportive care” in November 2007. In a recent retrospective
study of 4,701 consecutive patients [48], we found a 41% increase
in the number of referrals after the name change. In the outpatient
setting, the time duration between supportive/palliative care con-
sultation and death or last follow-up was significantly longer (6.2
months versus 4.7 months; hazard ratio, 1.21; p � .001). The per-

centage of patients referred with early-stage cancer increased
from 5% to 14%.

THE NATURE OF PALLIATIVE CARE INTERVENTION
Previous randomized controlled trials and systematic reviews
[56, 57] found that simple, low-cost palliative care interven-
tions were generally unable to significantly influence symp-
toms, place of death, and other clinical variables in a number of
patient populations. More recent studies conducted with com-
prehensive interdisciplinary palliative care teams led by palli-
ative medicine specialists have demonstrated beneficial effects
on symptom distress [4, 5, 23], decreased costs of care, and
fewer intensive care unit admissions [19, 24]; preliminary re-
sults suggest that there might even be a longer median survival

Figure 2. Goals for the use of a car are analogous to goals of care. (A): No Comfort and safety measures. (B): Comfort and safety
measures.

Reprinted with permission. © 2008 American Society of Clinical Oncology. All rights reserved. Bruera E, Hui D. J Clin Oncol 28,
2010:4013–4017.
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duration for patients receiving early palliative care [1]. How-
ever, there are no published data that characterize the most use-
ful components of a palliative care intervention, namely, the
palliative care specialist, nurse, social worker, chaplain, and
counselor.

Hence, there is a great need for future clinical trials to bet-
ter define the ideal timing and most useful components of pal-
liative care consultation and to determine the effectiveness of
palliative care consultation in improving quality care out-
comes for different cancer types and clinical settings.

CONCLUSIONS
Early palliative care access can improve symptom control and pa-
tient quality of life and reduce the cost of care. Unfortunately, a
minority of cancer centers in the U.S. have the two most important

resources for palliative care delivery: outpatient palliative care
centers and inpatient palliative care units. Combined work by
medical oncology and supportive/palliative care teams has the po-
tential to greatly improve patient care.
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