
with a serious illness, and you hope for improvement, even for
a cure, you have to generate a different vision of your condition
in your mind. This picture is painted in part by assimilating
information about the disease, and its potential treatments. But
hope also involves affective forecasting—the comforting, ener-
gizing, elevating feeling that you experience when you project in
your mind, a positive future. This required the brain to generate
a different affective or feeling state than the one you are cur-
rently in.”

Relatively new programs are adopting meaning-based ther-
apy developed to help patients with cancer reconnect with
sources of meaning in life (love, family, nature) and learn that
when cancer produces obstacles there is always an internal
source of escape and focus. The work was based on the writings
of Viktor Frankl, the Austrian psychiatrist who survived Aus-
chwitz with a conviction that people can endure suffering if
their life has meaning.

As Frankl says, “Life holds meaning for each and every indi-
vidual, and even more, it retains this meaning literally to his last
breath . . . Even the tragic and negative aspects of life such as
unavoidable suffering, can be turned into a human achievement
by the attitude which a man adopts toward his predica-
ment . . . transforming despair into triumph.3

Undergoing this 8-week program helps remove fear and
overcome the defeat of suffering. Fortunately I have experi-
enced meaning-based therapy and will take these tools with me
into the transplant unit, where I know I will need them.

Conclusion
Fortunately for patients, many oncologists have participated in
available educational programs about palliative care. Education
in palliative and end-of-life care for oncology5 integrates basic
palliative care principles into modern-day oncology, with the
intent being to develop basic skills. This will enrich these on-
cologists’ practice and benefit their patients.

Many will remain skeptical of palliative care, but it will be
very difficult to resist in the coming years as measurable indica-
tors show it only improves quality of care. There are many
programs from ASCO intended to support the education of the
cancer care team.

Illness is part of life. As health care providers we are not
immune to the effects of cancer. Remember that if you find
yourself visiting the cancer center as a patient, whole-patient
care will be the most effective care possible.
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Integration of Palliative Medicine Into Routine Oncological
Care: What Does the Evidence Show Us?

By David J. Debono

Henry Ford Health System, Detroit, MI

Abstract
Palliative medicine is now a recognized medical subspecialty.
The goal of palliative medicine is to prevent and relieve suffering,
and to support the best possible quality of life for patients and
their families, regardless of the stage of their illness.1 Typically,
palliative medicine teams consist of multiple disciplines (such as
physicians, advanced practice nurses, social workers, and

chaplains) to address several domains of the patient experience.
Medical oncologists have routinely provided palliative care to
their patients along with antineoplastic therapy. Nevertheless,
there is a recognized need for an improvement in palliative care
delivery to the patient with advanced cancer. This narrative re-
view outlines recent clinical trials of palliative care being inte-
grated into routine oncological care.
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Introduction
In 2001, the Institute of Medicine published their report,
Improving Palliative Care for Cancer.2 This report outlined
shortcomings in the routine application of palliative care in
the care of the patient with cancer. In the subsequent decade,
a great deal of progress in palliative care in oncology has
occurred and has recently been reviewed in an article pub-
lished by ASCO.3 Key achievements include the ongoing
growth the of the Multinational Association of Supportive
Care in Cancer, an ever-expanding evidence base in pallia-
tive medicine, a significant increase in the number of pallia-
tive medicine programs, the publishing of national guidelines
by the National Comprehensive Cancer Network4and a posi-
tion paper by ASCO,5 and the accreditation of Hospice and
Palliative Medicine as a separate subspecialty by the American
Board of Internal Medicine.

However, there remain significant barriers to patients re-
ceiving palliative care as part of their oncological care. In a
provocative essay from 2009, Frerich and Kurzrock6 argued
that a recommendation for palliative care in patients with
advanced cancer effectively eliminates the prospect of hope-
ful investigational therapies. They concluded that there was
little room for the coexistence of palliative medicine with
active oncological care. However, in their reply, Schapira et
al noted that, even in those patients entering investigational
trials, the application of meticulous palliative care with at-
tention to symptom control and goal setting can and should
be a necessary part of the care of the patient with advanced
cancer.7 This difference of opinion may reflect the lack of
standardization, across institutions, of the exact components
of a palliative medicine team. Also, there may be confusion
about what specific interventions palliative medicine practi-
tioners commonly provide.

This focused narrative review attempts to summarize re-
cent clinical trials studying the integration of palliative care
into routine outpatient oncological care. The review will
identify trials that provide palliative care in the general sense,
as well as trials that evaluate specific palliative interventions.
It is hoped that this review will assist the practicing oncolo-
gist in engaging his/her local palliative medicine professional
in establishing new treatment pathways that include pallia-
tive medicine earlier in the course of their patients’ illnesses.

Methods
A search of the PubMed database from January 1, 1995 to
March 1, 2011 was performed. The goal of the search was to
identify clinical trials of palliative care of oncology outpatients.
Four searches were performed. The first search used key words
of palliative, outpatient, and oncology, and the second used
palliative, outpatient, and cancer. The third search used the
terms palliative, ambulatory, and cancer, and the fourth used
palliative, ambulatory, and oncology. The searches were limited
to English language articles, clinical trials, and articles pertain-
ing to human adults. The searches yielded 117 unique articles
(Table 1). The search identified 16 articles describing nonphar-

macologic, palliative interventions integrated with oncological
care. A secondary, manual literature review yielded an addi-
tional 10 articles.

The goal of this narrative review was to review recent litera-
ture on randomized and nonrandomized trials of palliative care
integrated with routine oncological care. Trials of integrated
palliative care teams as well as specific palliative care interven-
tions are included. The review is divided into three sections: (1)
establishment of integrated palliative care teams in major cancer
centers, (2) clinical trials of integrated palliative care, and (3)
clinical trials of specific palliative care interventions.

Establishment of Palliative Medicine
Programs at Major Cancer Centers
In 1998, ASCO published a special article outlining the impor-
tance of palliative care in the cancer care continuum.8 This
article helped launch the growth of palliative medicine pro-
grams at major cancer centers in the United States. One of the
first such services was at the Cleveland Clinic, which actually
established an inpatient consultation service as early as 1987.
Their experience has been published and has been a blueprint
for many other programs.9

A survey studying the availability of palliative care pro-
grams at cancer centers in the United States was recently
published by Hui et al.10 This survey, performed in 2009,
revealed that though nearly all NCI-designated cancer cen-
ters had palliative medicine programs, only 60% had an
outpatient palliative medicine clinic. Among non–NCI-des-
ignated cancer centers, 78% reported the availability of a
palliative care program but only 22% had an outpatient
presence. There are a number of academic centers with active
palliative care programs, and for the sake of example, two of
these (MD Anderson Cancer Center and Princess Margaret
Hospital) have published their experience in bringing com-
prehensive palliative medicine care to their institutions.11,12

Their programs include robust palliative care research, inpa-
tient palliative care units, and active outpatient palliative
care clinics.

The experience at these two institutions has demon-
strated a number of benefits to patients. At MD Anderson,
their multidisciplinary assessments have resulted in a high

Table 1. Results of Literature Review

Article Type No. of Articles

Cancer chemotherapy clinical trial 50

Nonintervention study 24

Palliative medicine intervention 16

Other pharmacological intervention 10

Miscellaneous 8

Mechanical intervention (stent, catheter) 5

Pediatric study 2

Parenteral nutrition 1

Biological intervention (erythropoietin) 1

Total 117
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number of treatment recommendations and improved symp-
tom control and patient satisfaction.13 In a phase II trial by
the Princess Margaret group, improved symptom control
and family satisfaction were achieved.14 The evolution of
active palliative care programs at these institutions and oth-
ers15 has provided the impetus to assess the simultaneous
application of palliative medicine with routine oncological
care. The Princess Margaret group is performing a large,
randomized trial of simultaneous, integrated palliative care
versus routine oncological care, and results are anxiously
awaited.16

Studies of the Simultaneous Application
of Palliative Medicine and Routine
Oncological Care
In the 1998 article by ASCO, the authors believed that it was
the oncologist’s responsibility to care for the patient’s needs
from diagnosis through the continuum that included end-of-
life care.8 Since that time, there has been an increasing availabil-
ity of palliative medicine services, and the question has arisen
whether palliative medicine services delivered in conjunction
with oncology services provide added value to patients, families,
and physicians.

In 1996, Pienta et al17 described a small pilot program of
enrolling patients with hormone-refractory prostate cancer who
were receiving investigational therapies to also receive simulta-
neous hospice and supportive care. They reported that patients
and families were very satisfied with this “transition-less” system
that addressed the patients’ physical and emotional needs while
also providing ongoing chemotherapy and radiation therapy. In
2004, Meyers reported a trial of “simultaneous care” in 44
patients with advanced cancer receiving investigational ther-
apy.18 Those patients receiving simultaneous palliative care
were assigned a nurse and social worker who provided support-
ive home care and support during physician visits to the cancer
center. Hospice enrollment was increased in the simultaneous
care group, and a nonsignificant improvement in quality of life
was noted.

More recently, Temel et al19 reported on a phase II study of
integrated palliative care in patients with advanced non–small-
cell lung cancer. Patients met with the palliative care team
monthly for 6 months. Quality of life was assessed with the
Functional Assessment of Cancer Therapy-Lung (FACT-L)
scale, and mood was evaluated with the Hospital Anxiety and
Depression Scale instrument. The authors were able to demon-
strate that providing simultaneous palliative care was feasible, as
90% of patients were able to satisfactorily complete their palli-
ative care visits and their symptom assessments. In a larger phase
II study, Folwell14 enrolled 150 patients with advanced cancer
onto a study of integrated palliative care. Patients were assessed
at baseline and again at 1 month with the Edmonton Symptom
Assessment Scale (ESAS) and the Family Satisfaction with
Advanced Cancer Care tool. The investigators were able to
demonstrate a measurable decrease in symptoms and an im-
provement in family satisfaction.

Temel et al followed up their phase II study with a random-
ized phase III study that was published in 2010.20 This study of
151 patients with advanced non–small-cell lung cancer ran-
domly allocated patients to routine oncological care or to early
simultaneous palliative care (monthly visits with the palliative
care team). The palliative care team carefully assessed physical
and psychosocial symptoms, attended to goals of care, and as-
sisted in treatment planning. Health-related quality of life was
measured with the FACT-L scale. Mood was assessed with the
Hospital Anxiety and Depression Scale, and evidence of depres-
sion was assessed with the Patient Health Questionnaire tool.
The primary findings of the study were that quality of life
measured at 12 weeks was significantly improved in the early
palliative care group and there was less evidence of depression in
the palliative care group. There was also less aggressive end-of-
life care and more hospice use in the palliative care group.
Interestingly, in a secondary end point analysis, the palliative
care group had an improvement in overall survival (11.6
months v 8.9 months).

In another study of simultaneous palliative care, Muir et al21

“embedded” a palliative care physician into a busy private on-
cology practice. The palliative care physician provided palliative
interventions as requested by the oncologist, and quality of life
was monitored by the ESAS scale. A third of patients completed
more than one ESAS survey, and symptom burden measurably
decreased in this group. The satisfaction of the oncologists with
the palliative care services was excellent.

These studies demonstrate the feasibility of simultaneous
palliative care with oncological care and illustrate the potential
value of this practice. However, the overall data sets are small,
and larger studies in more diverse patient populations are re-
quired to more clearly establish the benefits of simultaneous
palliative care in the oncology setting.

Clinical Trials of Specific, Nonpharmacologic
Palliative Interventions in Ambulatory
Oncology Patients
One of the difficulties in performing research on simultaneous
palliative care in oncology is defining the specific intervention
to be studied. Although there are a number of studies of palli-
ative-intent chemotherapy and other pharmacologic therapies,
there is now a growing body of literature of well-defined non-
pharmacologic interventions, and these are summarized below.

In 2009, Bakitas22 reported on a randomized, phase III trial
of the ENABLE (Education, Nurture, Advise, Before Life
Ends) intervention (integrated into routine oncological care)
compared with standard oncological care in patients with ad-
vanced cancer. This intervention was an advanced practice nurse–
led educational intervention consisting of four weekly sessions,
followed by monthly sessions thereafter. The weekly sessions
were designed to empower patients to articulate palliative and
end-of-life needs to their oncologist. The monthly follow-up
sessions included telephone contact or face-to-face meetings
with an advanced practice nurse, and could also include shared
medical appointments (group sessions) with a palliative care
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physician and nurse practitioner. Quality of life was monitored
using the FACT palliative care scale, symptom intensity was
measured with the ESAS, and mood was followed using the
Center for Epidemiologic Studies Depression (CESD) scale.
The intervention group demonstrated improved quality of life
and improved mood. There was no difference in overall survival
or resource use. This study demonstrates how a cancer center
might utilize an advanced practice nurse to provide palliative
services to their patient population, particularly if outpatient
palliative medicine is not available.

Another intervention that has shown promise is the routine
measurement of health-related quality of life at outpatient on-
cology visits. Both Velikova23 and Detmar24 have reported on
randomized controlled trials of oncology outpatients. In both
studies, intervention patients completed the European Organi-
zation for Research and Treatment of Cancer Quality of Life
Questionnaire (EORTC QLQ-C30) instrument before oncol-
ogy appointments and results were provided to the treating
physician. Patient encounters were audio-taped. Detmar’s
study demonstrated that quality of life issues were discussed
more frequently in those patients completing the quality of life
instrument, and physicians believed that the intervention facil-
itated communication.24 In Velikova’s study, patients who
completed surveys had a measurable improvement in quality of
life, and physicians were found to explicitly utilize the quality of
life data and discuss pain more often.23 The majority of physi-
cians found the intervention useful. Also, patients reported that
their continuity of care was improved with the intervention,
and that they found the quality of life assessment had value.25

Finally, interventions designed to facilitate life completion
and to enhance spiritual well-being have recently been studied.
Three different interventions have been described by Breit-
bart,26 Steinhauser,27 and Chochinov28 respectively. Breitbart
has reported on a pilot randomized trial of meaning-centered
group psychotherapy compared with supportive group psycho-
therapy in patients with advanced cancer.26 This weekly,
8-week intervention is based on the teachings of Victor Frankl29

and attempts to enhance spiritual well-being, meaning, and
purpose. In this pilot study, intervention patients showed im-
proved spiritual well-being and sense of meaning, less anxiety,
and desire for death. A larger randomized trial is underway.

In a small, pilot randomized trial, Steinhauser27 studied a
three-session weekly intervention. The weekly sessions centered
on a patient’s life story, on forgiveness, and on their heritage
and legacy, respectively. The intervention consisted of inter-
viewing the patient on these three topic areas. Patients in the
intervention group showed improvements in functional status,
anxiety, depression, and preparation for the end of life. In a
similar intervention, Chochinov describes an intervention
called dignity therapy.28 In a phase II trial, dignity therapy was
administered as a three-step intervention. The first centered on
psychometric measurements. The second was a structured in-
terview that attempted to outline a patient’s legacy and values.
The third presented the patient with an edited paper transcript
of the interview that could become a legacy for the patient
(followed by repeat psychometric surveys). Postintervention

improvements in suffering and depressive symptoms were seen,
and a randomized phase III trial is underway at the time of this
writing.

These studies again demonstrate the feasibility of perform-
ing research on palliative interventions in the advanced cancer
population. They also help to shape and define what an effective
palliative intervention looks like and how such interventions
can benefit patients and families.

Discussion
The integration of palliative medicine with oncological care is
not a simple intervention. There are logistical issues, human
resource issues, and cultural issues to overcome before an insti-
tution can successfully integrate both disciplines. Over the last
several years, the oncology community has appropriately asked
for an evidence base that identifies measurable benefits for their
patients. This review has provided a brief overview of some of
that evidence.

The best model for the integration of palliative medicine
remains highly dependent on the local medical community. In
their review published in 2010, Bruera and Hui30 identified
three possible models of delivering palliative medicine to oncol-
ogy patients. One model identified the oncologist as the pro-
vider of both oncological care and palliative care. They note that
such a model is becoming increasingly difficult as both disci-
plines continue to grow in complexity. A second model is called
the congress model, and is often utilized in large multidisci-
plinary group practices. The palliative medicine consultant is
one of many physicians who become involved as a patient de-
velops more and more symptoms and complications. This
model often leaves the patient and family wondering which
physician is responsible for coordinating clinical decisions. Fi-
nally, the integrated model allows the oncologist to concentrate
on oncological care and the palliative medicine team to coordi-
nate other aspects of the patient’s and families’ needs. The
integrated model is their preferred model, but of course requires
that a developed palliative medicine team be in place.

This review has attempted to show that the integration of
palliative medicine with oncological care has been successfully
applied at a growing number of institutions. The evidence base
demonstrating the effectiveness of simultaneous palliative care
and oncological care is growing. Finally, phase II and phase III
data of specific palliative interventions in the patient with ad-
vanced cancer provide hope that the symptom-control and psy-
chosocial needs of patients can be reproducibly addressed with
well-defined assessment instruments and intervention tools.

Summary
There is phase III evidence that formal assessment of patients’
symptoms and quality of life can lead to measurable improve-
ments in quality of life. Quality of life assessments using vali-
dated tools should become routine in cancer centers.

There is phase III evidence demonstrating that nurse-led
educational and follow-up interventions can improve quality of
life of patients with advanced cancer. Formalizing such inter-
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ventions in cancer centers would likely improve the experience
of the patient with advanced cancer.

Simultaneous palliative care with routine oncological care
has been shown to be beneficial in phase II and phase III trials.
Thus, it is reasonable for oncologists and their local palliative
care physicians to identify opportunities for collaboration in the
care of the patient with advanced cancer.

Pilot studies of life-review and meaning-centered therapies
show promise in improving the quality of life of the patient with
advanced cancer. It is hoped that forthcoming phase III data
will demonstrate clear value for patients and families, so that

routine use of such interventions can become part of the care of
patients with advanced cancer.
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