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Abstract

Background: Palliative care is associated with improved patient and family outcomes and lower cost of care, but
studies estimate that <50% of hospitalized adults in the United States who are appropriate for palliative care
receive it. Few studies have addressed demographic and clinical factors associated with receipt of palliative care.
Objective: Our aim was to identify characteristics of hospitalized advanced cancer patients that are associated
with referral to an interdisciplinary hospital-based palliative care team.
Methods: The data are from a prospective observational study of hospitalized advanced cancer patients in five
hospitals. We used multivariable logistic regression to estimate the relationship between patient characteristics
and palliative care referral.
Results: The sample includes 3096 patients; 81% received usual care and 19% were referred to palliative care.
Advanced cancer patients were twice as likely to receive palliative care referral if, at admission, they needed
assistance with transfer from bed ( p = 0.002) and about 1.5 times as likely if they were taking medication for
pain ( p = 0.002), nausea ( p = 0.04), or constipation ( p = 0.04). Patients with more comorbidities ( p = 0.001) and
higher symptom burden ( p = 0.001) were more likely to be referred.
Conclusion: Advanced cancer patients were more likely to be referred to the palliative care consultation team if
they had high symptom burden at hospital admission. Overall a minority of advanced cancer patients were
referred. Standardized screening for palliative care may be needed to ensure that advanced cancer patients
receive the highest quality of evidence based care.
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Introduction

The most significant challenge facing the United
States health system is the increasing prevalence of multi-

morbidity, functional impairment, and dementia among older
adults. Currently half of the Medicare budget is accounted for
by 16% of recipients with six or more chronic conditions,1

and program expenditure is projected to double between 2015
and 2025 in the context of population aging.2 Of major
chronic diseases, cancer is the second leading cause of death3

and accounts for the highest per capita expenditure.4,5 Po-
pulations with progressive life limiting illnesses incur high
costs and poor outcomes from a healthcare system designed
to provide acute episodic care.6–9

Palliative care is focused on improving quality of life for
people with serious illness and their families.10 It is most
frequently provided as a consultation service from a hospital-
based interdisciplinary team.11 Palliative care is associated
with improved patient and family outcomes12–15 and lower
cost of hospital care.16 The American Society of Clinical
Oncology (ASCO)17 and the National Comprehensive Can-
cer Network (NCCN)18 recommend concurrent palliative
care as the standard of practice for all patients with advanced
cancer.

Despite these guidelines and evidence that patients and
families have a preference for palliative care,20 a recent study
estimates that <50% of patients with advanced disease or
potentially life limiting conditions receive palliative care
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when hospitalized.21 Moreover, despite evidence showing
benefits from early palliative care, it is frequently provided late
in the disease process and close to death of the patient.15,22

Analysis of nationwide provision suggests that while over 90%
of large (300+ beds) hospitals have a palliative care program,19

most teams fail to meet staffing guidelines.23

To date there has been little consideration of which factors
are associated with receipt of palliative care. Such evidence
promises two important benefits. First, in the context of un-
derprovision against clinical guidelines, it can help identify
who receives palliative care and who does not and so identify
underserved populations who might benefit from increased
access. Second, in the context of evidence that palliative care
is cost-effective for complex and multimorbid patients who
drive high expenditures,24,25 it can help understand whether
scarce resource of palliative care specialists is allocated
where it is most beneficial.

To address this gap we draw on our multicenter prospec-
tive study of hospitalized cancer patients to examine the
patient-level factors that are associated with referral to a
palliative care consultation team (PCCT).

Patients and Methods

Study design and setting

We conducted an observational, multisite prospective
study to examine the effect of inpatient PCCTs on symptom
management, family satisfaction, and utilization for patients
admitted with advanced cancer to five hospitals between
2007 and 2011 (The Palliative Care for Cancer study).25,26

All five participating hospitals are high-volume tertiary care
medical and cancer centers with well-established PCCTs. All
participants signed written informed consent. The institu-
tional review board (IRB) at each hospital approved the study.
This analysis examines patient characteristics associated
with receipt of an inpatient palliative care consultation dur-
ing the hospital stay. Details on study methods may be found
at: https://projectreporter.nih.gov/project_info_description
.cfm?projectnumber=5R01CA116227-04

Participants

Patients were eligible for the study if they were admitted to
a participating hospital, were 18 years or older, had a primary
diagnosis of metastatic solid tumor, central nervous system
(CNS) malignancy, locally advanced head, neck, or pancre-
atic cancers, metastatic melanoma, or transplant-ineligible
lymphoma or multiple myeloma. For inclusion in the study,
patients had to be enrolled within 48 hours of admission.
Patients were excluded if their attending physician did not
give permission to recruit their patients or if the patient did
not speak English, had a diagnosis of dementia, was unre-
sponsive or nonverbal, was admitted for routine chemother-
apy, died or were discharged within 48 hours of admission, or
had previously received a palliative care consultation.

Variables

Outcome of interest. Our primary outcome of interest
for this analysis is whether or not the patient received a
palliative care referral to the PCCT during the hospital stay.
Patients received specialist-led PCCT services upon referral
by their attending physicians. PCCTs were interdisciplinary

consistent with national quality of palliative care guidelines
(cite NCP guidelines) and provided services as specified by
the referring physician.27 These included clarification of
goals of care and treatment options and support for patients
and family members in selecting treatments consistent with
their goals of care. The PCCTs at all five sites were trained in
a standardized protocol approach to consultation, including
use of a standard rounding form and symptom assessment
tool. Adherence to protocols was monitored by the investi-
gators. Training was provided for all new PCCT members at
the five sites. Usual care included each hospital’s routine
assessment and treatment of pain and other symptoms,
function, nutrition, and emotional concerns. Chaplaincy and
psychiatry were available at all sites. These standard usual
care services were also available to PCCT patients at all sites.

Predictor variables. Using the Anderson model of
healthcare utilization,28 we measured predisposing factors,
including patient age (years), gender, race (white vs. non-
white), education (more than high school vs. high school or
less), marital status (married vs. not currently married), and
primary diagnoses as (1) metastatic solid tumor, including
anal, breast, colon, rectum, esophageal, gall bladder, head
and neck, kidney, liver, lung, pancreas, prostate, stomach,
and sarcoma; (2) multiple myeloma; (3) gynecological ma-
lignancy, including cervical, endometrial, uterine, and ovar-
ian; (4) CNS malignancy; (5) lymphoma; and (6) other
malignancies, including carcinoid, melanoma, mesotheli-
oma, penis, thyroid, and vulva cancers. We measured specific
medical factors, including functional status at admission
(no assistance, partial or complete assistance with bathing or
transfer from bed to chair). In addition, we measured whether
or not the patient was taking medication for pain, nausea,
constipation, depression, and/or anxiety at enrollment.
Symptoms were measured using the Condensed Memorial
Symptom Assessment Scale (CMSAS).29 The CMSAS is a
14-item symptom inventory in which the following symp-
toms are rated by the patient on a 5-point Likert-type scale:
lack of energy, lack of appetite, pain, dry mouth, weight loss,
feeling drowsy, shortness of breath, constipation, difficulty
sleeping, difficulty concentrating, nausea, worrying, feeling
sad, and feeling nervous. The CMSAS measures the fre-
quency, severity, and level of distress associated with phys-
ical and psychological symptoms. We used the physical and
psychological subscales to measure symptom burden. We
used the Elixhauser Comorbidity Index to measure patient
comorbidity based on ICD-9-CM codes.30 Hospital site was
an indicator variable for each hospital.

In addition, we measured enabling resources, including
living at home seven days before hospital admission, home
care (visiting nurse or home health aide) in the week before
hospitalization, insurance status (receiving Medicare or Med-
icaid), and presence of advance directives (proxy or living will)
at admission. Attending physicians evaluated need for spe-
cialist palliative care and referred to the PCCT.

Data sources

Clinical and demographic data for the analysis come from
medical record review by trained project staff and patient
interviews at admission.
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Statistical methods

We used a hospital fixed-effect, multivariable logistic re-
gression to estimate the relationship of patient factors at
baseline with receipt of an inpatient palliative care consult
during the hospital stay.

Results

Participants and their characteristics

A total of 5939 patients were admitted to study sites with
an advanced cancer diagnosis during the study period. Of
these, 1562 (26%) refused to participate and 1159 (20%) did
not meet eligibility criteria. Three thousand two hundred
eighteen patients were enrolled in the study. There were 122
(4%) patients with insufficient data collected at baseline.
Thus, the analytic sample includes 3096 patients with ad-
vanced cancer of whom 2502 (81%) subsequently received
usual care and 594 (19%) received PCCT referral.

Table 1 shows descriptive characteristics of the advanced
cancer sample classified by receipt of palliative care versus
usual care. The groups differed at the bivariate level as fol-
lows. A higher proportion of patients referred to the PCCTs
had Medicare and/or Medicaid, solid tumor disease, lym-
phoma, and needed assistance with bathing and transferring
from bed to chair compared to usual care patients. In addition,
at admission a higher proportion of PCCT patients were
taking medication for pain, nausea, constipation, depression,
and anxiety compared to the usual care patients. A higher
proportion of PCCT patients compared to usual care patients
used home care services in the week before admission. PCCT
patients had more comorbidities and higher psychological
and physical severity of illness compared to usual care pa-
tients. A higher proportion of usual care patients were white,
married, and had advance directives compared to patients
referred to the PCCTs.

Table 2 shows results from the multiple variable logistic
regression of receipt of PCCT referral regressed on patient
factors at admission. Advanced cancer patients were more
likely to receive specialist palliative care referral if, at ad-
mission, they needed assistance with transfer from bed
to chair (adjusted odds ratio, 2.1; 95% confidence interval
[CI], 1.55–2.76; p = 0.002), if they were taking medication
for pain (adjusted odds ratio, 1.5; 95% CI, 1.55–1.91,
p = 0.002), nausea (adjusted odds ratio, 1.3; 95% CI, 1.01–
1.60, p = 0.04), and constipation (adjusted odds ratio, 1.3;
95% CI, 1.01–1.55, p = 0.04). Patients with more co-
morbidities (adjusted odds ratio, 1.2; 95% CI, 1.11–1.28,
p = 0.001) and higher physical symptom burden (adjusted
odds ratio 1.7; 95% CI, 1.51–2.01, p = 0.001) were more
likely to receive PCCT referral. Patients were less likely to
receive palliative care referral if their advanced cancer di-
agnosis was lymphoma compared to other diagnoses, but
this finding was significant at only one of the five sites. Odds
of receiving palliative care referral were lower at higher
levels of psychological symptom burden (adjusted odds
ratio, 0.9; 95% CI, 0.79–0.95, p = 0.002). Patient age, gen-
der, and race were not associated with receipt of PCCT
referral compared to usual care. Advanced cancer patients
were less likely to receive a PCCT referral at sites 1 and 2
compared to site 4 and were more likely to be referred at site
5 compared to site 4.

Discussion

We found that patients with advanced cancer at hospital
admission were more likely to get PCCT referral if they were
taking medicines for pain, nausea, or constipation at hospital
admission. In addition, patients with a higher level of phys-
ical symptoms, more comorbidities, and lower functional
status were more likely to get palliative care. These findings
suggest that although all patients had advanced cancer at

Table 1. Characteristics of the Sample

at Baseline (N = 3096)

Characteristics

Palliative
care

(n = 594)

Usual
care

(n = 2502) p

Age, years (SD) 60.0 (12.41) 60.4 (12.24) 0.561
Male gender (%) 42.42 44.76 0.302
White race (%) 67.34 77.42 <0.001
More than high school

education (%)
42.76 52.80 <0.001

Married (%) 49.49 58.87 <0.001
Lived at home seven

days before hospital
admission (%)

96.73 97.63 0.216

Insurance, Medicare (%) 50.84 40.41 <0.001
Insurance, Medicaid (%) 18.69 9.71 <0.001
Advance directives (%) 50.67 56.31 0.013

Primary diagnosis (%)
Solid tumor 72.73 65.05 <0.001
Hematological malignancy 1.85 3.04 0.116
Gynecological malignancy 10.27 12.32 0.167
CNS 1.68 2.72 0.148
Lymphoma 2.69 4.64 0.035
Other malignancy 10.77 12.24 0.324

Functional status (%)
Needs partial or complete

assistance with bathing
32.08 13.64 <0.001

Needs partial or complete
assistance with transfer
from chair

33.33 11.86 <0.001

Medications (%)
Pain 76.94 53.28 <0.001
Nausea 35.35 22.10 <0.001
Constipation 42.26 29.02 <0.001
Antidepressants 20.37 15.15 0.002
Anti-anxiety 16.16 13.15 0.055

Homecare (%)
Home health aide 8.42 5.20 0.003
Visiting nurse 13.64 11.47 0.143
Comorbidities: Elixhauser

Index, mean (SD)
3.44 (1.55) 2.71 (1.50) <0.001

Illness severity: CMSAS, mean (SD)
Physical severity 1.87 (0.83) 1.24 (0.87) <0.001
Psychological severity 1.53 (1.30) 1.36 (1.20) 0.002

Site (%)
1 7.41 10.75 0.015
2 9.76 5.84 0.001
3 11.45 21.82 <0.001
4 27.10 40.81 <0.001
5 44.28 20.78 <0.001

p Values from chi-square and t tests.
CMSAS, Condensed Memorial Symptom Assessment Scale;

CNS, central nervous system; SD, standard deviation.
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admission, those who exhibited more symptom burden and
had greater functional impairment were more likely to be
referred to the PCCT. This suggests that PCCTs are seeing
those patients with the greatest need and for whom the benefit
is greater,24,25 although all patients in the sample were can-
didates for palliative care and only 19% received it. In the
context of rising costs and poor outcomes for this population,
increasing palliative care access for all who would benefit is
an urgent priority.

We found that the odds of receiving palliative care referral
were lower at higher levels of psychological symptom bur-
den. This was unexpected. We explored it post hoc by site.

Two of the five sites have this unexpected result, and referral
rates vary among hospital sites across the sample, suggesting
different referral practices. It is also possible that patients
with high severity of psychological symptoms may turn down
a palliative care referral. In addition, physicians may obtain a
psychiatry consultation for advanced cancer patients with
high severity of psychological distress rather than a palliative
care consult. In any case, psychological distress is very
common in patients with advanced cancer. Our findings
highlight potential unmet need for psychosocial support to
patients with advanced cancer and their families. Future re-
search is needed to explain the finding.

We found no evidence that patient age, race, gender,
or education was associated with the likelihood of referral
to PCCT. This is in contrast to other studies showing that
younger patients, female patients, and married patients are
more likely to receive palliative care referral.32–34 However
these studies used small samples,35 were single site,36 or
retrospective based on patients who died32 raising question
about the reliability of these findings. In sensitivity analyses
(data not shown), we found no evidence of sociodemographic
differences in palliative care likelihood within sites.

Although we found that PCCT referral rates were re-
sponsive to illness burden, most patients were not referred to
palliative care despite their advanced disease. This suggests
that there are factors beyond patient characteristics that drive
referral rates which were not measured in this study. Sze-
kendi et al. found that some nonpalliative care physicians
with long-standing relationships with their patients and fam-
ilies hesitate to refer them to palliative care specialists.21

Similarly, a recent study of lung cancer physicians found
lower PCCT referral rates among those physicians who
thought it would alarm their patients.37 Some physicians are
concerned that a palliative care referral would be viewed
negatively by patients and families. Other studies suggest
that physician lack of knowledge of the scope and benefits
of palliative care is also a barrier to referral.35,38 Moreover,
some oncologists believe that they are already providing
palliative care.39 Rate of referral at the sites may also vary
based on degree of acceptance of palliative care, number and
type of palliative care providers, responsiveness and avail-
ability of palliative care services, and level of outreach ed-
ucation and engagement with providers about the benefits of
palliative care.39

Several limitations of the study merit discussion. It is
important to note that the sample was enrolled between 2007
and 2011 when hospital-based palliative care consultation
was relatively new. In particular, The Center to Advance
Palliative Care (CAPC) reports that in 2008, 53% of U.S.
hospitals had a palliative care program.31 By 2011, about
63% of hospitals had palliative care programs.31 However,
the average rate of referral over the four years of this study
was 19.9%. There was no significant change in the rate over
the four years. In addition, the attending oncologists in this
study may have been practicing principles of generalist pal-
liative care, with the specialty care team being pulled in only
when necessary, such as when patient had high levels of
symptom burden. Using more recent data from 2014, Sze-
kendi et al. found that about 39% of hospitalized patients
appropriate for palliative care received it.21

The sites were chosen because they all had well-
established PCCTs. Thus, these findings may not generalize

Table 2. Predictors of Palliative Care: Odds Ratio

and 95% Confidence Interval (N = 3027)

Characteristics
Odds
ratio

95%
Confidence

interval p

Age, years 0.998 0.987–1.007 0.528
Male gender 1.037 0.834–1.291 0.748
White race 1.044 0.804–1.355 0.746
More than high school education 0.890 0.718–1.104 0.291
Married 0.864 0.694–1.076 0.191
Lived at home seven days

before hospital admission
1.005 0.560–1.803 0.988

Insurance, Medicare 1.030 0.806–1.317 0.814
Insurance, Medicaid 1.364 0.997–1.866 0.052
Advance directives 0.988 0.792–1.233 0.917

Primary diagnosis
Hematological malignancy 0.832 0.417–1.661 0.602
Gynecological malignancy 0.818 0.578–1.156 0.255
CNS 0.648 0.313–1.342 0.243
Lymphoma 0.466 0.256–0.846 0.012
Other malignancy 0.512 0.649–1.241 0.512

Solid tumor is reference category
Functional status

Needs partial or complete
assistance with bathing

1.236 0.922–1.657 0.156

Needs partial or complete
assistance with transfer
from chair

2.070 1.555–2.756 0.002

Medications
Pain 1.482 1.155–1.901 0.002
Nausea 1.270 1.008–1.600 0.043
Constipation 1.250 1.006–1.552 0.044
Antidepressants 1.283 0.981–1.677 0.069
Anti-anxiety 1.077 0.803–1.443 0.621

Homecare
Home health aide 1.150 0.759–1.742 0.510
Visiting nurse 1.152 0.840–1.579 0.380

Comorbidities
Elixhauser Index 1.188 1.108–1.274 0.001

Illness severity: CMSAS
Physical severity 1.743 1.511–2.010 0.001
Psychological severity 0.863 0.788–0.946 0.002

Site
1 0.593 0.393–0.894 0.013
2 0.945 0.618–1.444 0.792
3 0.632 0.446–0.896 0.010
5 1.680 1.264–2.233 0.001

Site 4 is the reference category
Constant 0.0439 0.0177–0.109 0.001
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to new teams. Moreover greater site variation might be ob-
served among sites with less well-established teams. Only
patients with advanced cancer at admission were eligible to
be in the study. Thus, these results may not hold for patients
with other serious and life limiting diseases such as heart
failure and chronic obstructive pulmonary disease. In addi-
tion we did not consider patients in early stages of cancer
although patients referred earlier in the disease process ap-
pear to exhibit symptom distress comparable to late refer-
rals.22 Temel et al. found that among patients with newly
diagnosed Stage 3 and 4 nonsmall-cell lung cancer, early
palliative care led to improvements in patients’ survival,
mood, and quality of life.15 In addition, differences in phy-
sician characteristics which we did not measure are likely to
be significant drivers of palliative care referral. Finally, pa-
tients with other cancer-related terminal illnesses were not
included in the study. The results may not generalize to pa-
tients with those conditions.

A challenge to improving quality of palliative care for
patients with serious life limiting diseases is the general
recognition that demand for palliative care exceeds the cur-
rent supply of palliative care specialists, as well as generalists
trained to deliver palliative care. The majority of NCCN
cancer centers does not use automatic triggers for palliative
care referral and may not be able to meet demand if they
did.39 Thus, more education and training of nonpalliative care
providers in primary or generalist palliative care are needed
to meet demand.23,40

A minority of patients with advanced cancer in this study
were referred to the palliative care team. The scientific evi-
dence of the benefits to the patient and family from early
palliative care referral is strong. The ASCO guidelines rec-
ommend early referral to dedicated palliative care services,
concurrent with active treatment. Thus, standardized screening
for palliative care may be needed to ensure highest quality of
evidence based care for all persons with cancer.17,19,41

Acknowledgments

This study was funded by the National Cancer Institute and
the National Institute of Nursing Research (Project No.
5R01CA116227-04). M.M.G. is supported by VA HSR&D
CDA 11-201/CDP 12-255. K.A.O. is supported by National
Institute on Aging (grant No. K01AG047923). The study
sponsors had no role in design or conduct of the study, col-
lection, management, analysis or interpretation of the data, or
preparation, review, or approval of the article. All authors are
independent of the study sponsors. The views expressed in
this article are those of the authors and do not necessarily
reflect the position or policy of the Department of Veterans
Affairs or the U.S. government.

Author Disclosure Statement

No competing financial interests exist.

References

1. Lochner KA, Goodman RA, Posner S, Parekh A: Multiple
chronic conditions among Medicare beneficiaries: State-
level variations in prevalence, utilization, and cost, 2011.
Medicare Medicaid Res Rev 2013;3:E1–E19.

2. Keehan SP, Poisal JA, Cuckler GA, et al.: National health
expenditure projections, 2015–2025: Economy, prices, and
aging expected to shape spending and enrollment. Health
Aff (Millwood) 2016;35:1522–1531.

3. National Center for Health Statistics: Deaths: Final Data
for 2013. Hyattsville, MD: National Vital Statistics Re-
ports, 2015.

4. Soni A: Top 10 Most Costly Conditions Among Men and
Women, 2008: Estimates for the U.S. Civilian Non-
institutionalized Adult Population, Age 18 and Older.
Rockville, MD: Agency for Healthcare Research and Qual-
ity, 2011.

5. Smith TJ, Hillner BE: Bending the cost curve in cancer
care. N Engl J Med 2011;364:2060–2065.

6. Institute of Medicine: Dying in America: Improving Quality
and Honoring Individual Preferences Near the End of Life.
Washington, DC: The National Academies Press, 2014.

7. Teno JM, Gozalo PL, Bynum JP, et al.: Change in end-of-
life care for Medicare beneficiaries: Site of death, place of
care, and health care transitions in 2000, 2005, and 2009.
JAMA 2013;309:470–477.

8. Ritchie CS, Zulman DM: Research priorities in geriatric pal-
liative care: Multimorbidity. J Palliat Med 2013;16:843–847.

9. Lehnert T, Heider D, Leicht H, et al.: Review: Health care
utilization and costs of elderly persons with multiple
chronic conditions. Med Care Res Rev 2011;68:387–420.

10. Kelley AS, Morrison RS: Palliative care for the seriously
ill. N Engl J Med 2015;373:747–755.

11. Morrison RS: Models of palliative care delivery in the United
States. Curr Opin Support Palliat Care 2013;7:201–206.

12. El-Jawahri A, Greer JA, Temel JS: Does palliative care
improve outcomes for patients with incurable illness? A
review of the evidence. J Support Oncol 2011;9:87–94.

13. Kavalieratos D, Corbelli J, Zhang D, et al.: Association
between palliative care and patient and caregiver outcomes:
A systematic review and meta-analysis. JAMA 2016;316:
2104–2114.

14. Bakitas M, Lyons KD, Hegel MT, et al.: Effects of a pal-
liative care intervention on clinical outcomes in patients
with advanced cancer: The Project ENABLE II randomized
controlled trial. JAMA 2009;302:741–749.

15. Temel JS, Greer JA, Muzikansky A, et al.: Early palliative
care for patients with metastatic non-small-cell lung cancer.
N Engl J Med 2010;363:733–742.

16. May P, Normand C, Morrison RS: Economic impact of
hospital inpatient palliative care consultation: Review of
current evidence and directions for future research. J Palliat
Med 2014;17:1054–1063.

17. Ferrell B, Temel JS, Temin S, et al.: Integration of pallia-
tive care into standard oncology care: American Society
of Clinical Oncology Clinical Practice Guideline update.
J Clin Oncol 2016;35:96–112.

18. Levy MH, Back A, Benedetti C, et al.: NCCN clinical
practice guidelines in oncology: Palliative care. J Natl
Compr Canc Netw 2009;7:436–473.

19. Dumanovsky T, Augustin R, Rogers M, et al.: The growth
of palliative care in U.S. hospitals: A status report. J Palliat
Med 2016;19:8–15.

20. McInturff B, Harrington E. Just good care? The palliative
care of those with nonmalignant disease. J Palliat Med
2013;27:803–804.

21. Szekendi MK, Vaughn J, Lal A, et al.: The prevalence of
inpatients at 33 U.S. hospitals appropriate for and receiving
referral to palliative care. J Palliat Med 2016;19:360–372.

CANCER PATIENTS REFERRED FOR PALLIATIVE CARE 1325



22. Kwon JH, Hui D, Chisholm G, et al.: Clinical character-
istics of cancer patients referred early to supportive and
palliative care. J Palliat Med 2013;16:148–155.

23. Spetz J, Dudley N, Trupin L, et al.: Few hospital palliative
care programs meet national staffing recommendations.
Health Aff (Millwood) 2016;35:1690–1697.

24. May P, Garrido MM, Cassel JB, et al.: Palliative care
teams’ cost-saving effect is larger for cancer patients with
higher numbers of comorbidities. Health Aff (Millwood)
2016;35:44–53.

25. May P, Garrido MM, Aldridge MD, et al.: Prospective
cohort study of hospitalized adults with advanced cancer:
Associations between complications, comorbidity and uti-
lization. Am J Hosp Med 2017.

26. May P, Garrido MM, Cassel JB, et al.: Prospective cohort
study of hospital palliative care teams for inpatients with
advanced cancer: Earlier consultation is associated with
larger cost-saving effect. J Clin Oncol 2015;33:2745–
2752.

27. Ferrell B, Connor SR, Cordes A, et al.: The national agenda
for quality palliative care: The National Consensus Project
and the National Quality Forum. J Pain Symptom Manage
2007;33:737–744.

28. Andersen R, Rice T, Kominski GF (eds): Changing the U.S.
Health Care System. San Francisco, CA: Jossey-Bass, 1996.

29. Chang VT, Hwang SS, Kasimis B, Thaler H: Shorter
symptom assessment instruments: The Condensed Mem-
orial Symptom Assessment Scale (CMSAS). Cancer Invest
2004;22:526–536.

30. Elixhauser A, Steiner C, Harris DR, Coffey RM: Co-
morbidity measures for use with administrative data. Med
Care 1998;36:8–27.

31. Morrison R, Meier D: America’s Care of Serious Illness:
2015 State-by-State Report Card on Access to Palliative
Care in Our Nation’s Hospitals. New York, NY: Center to
Advance Palliative Care National Palliative Care Research
Center, 2015.

32. Hui D, Kim SH, Kwon JH, et al.: Access to palliative care
among patients treated at a comprehensive cancer center.
Oncologist 2012;17:1574–1580.

33. Burt J, Raine R: The effect of age on referral to and use of
specialist palliative care services in adult cancer patients: A
systematic review. Age Ageing 2006;35:469–476.

34. Bhatraju P, Friedenberg AS, Uppal A, Evans L: Factors
associated with utilization of an inpatient palliative care
consultation service in an urban public hospital. Am J Hosp
Palliat Care 2014;31:641–644.

35. Kozlov E, Carpenter BD, Thorsten M, et al.: Timing of
palliative care consultations and recommendations: Un-
derstanding the variability. Am J Hosp Palliat Care 2015;
32:772–775.

36. Lefkowits C, Binstock AB, Courtney-Brooks M, et al.:
Predictors of palliative care consultation on an inpatient
gynecologic oncology service: Are we following ASCO
recommendations? Gynecol Oncol 2014;133:319–325.

37. Smith CB, Nelson JE, Berman AR, et al.: Lung cancer
physicians’ referral practices for palliative care consulta-
tion. Ann Oncol 2012;23:382–387.

38. Wentlandt K, Krzyzanowska MK, Swami N, et al.: Referral
practices of oncologists to specialized palliative care. J Clin
Oncol 2012;30:4380–4386.

39. Calton BA, Alvarez-Perez A, Portman DG, et al.: The
current state of palliative care for patients cared for at
leading US cancer centers: The 2015 NCCN Palliative Care
Survey. J Natl Compr Canc Netw 2016;14:859–866.

40. Weissman DE, Meier DE: Identifying patients in need of a
palliative care assessment in the hospital setting: A con-
sensus report from the Center to Advance Palliative Care. J
Palliat Med 2011;14:17–23.

41. Kelley AS, Meier DE: Palliative care—A shifting para-
digm. N Engl J Med 2010;363:781–782.

Address correspondence to:
Joan D. Penrod, PhD

James J. Peters Veterans Affairs Medical Center
130 West Kingsbridge Road

Room 4A-17
Bronx, NY 10468

E-mail: joan.penrod@mssm.edu

1326 PENROD ET AL.


