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Opinion statement

Evidence from randomized controlled trials and meta-analyses has shown that early
integration of specialized palliative care improves symptoms and quality of life for
patients with advanced cancer. There are various models of early integration, which may
be classified based on setting of care and method of palliative care referral. Most
successful randomized controlled trials of early palliative care have used a model of
specialized teams providing in-person palliative care in free-standing or embedded out-
patient clinics. During the COVID-19 pandemic, telehealth has become a prominent model
for palliative care delivery. This model of care has been well received by patients and
palliative care providers, although evidence to date is limited. Despite evidence from trials
that routine early integration of palliative care into oncology care improves patient
outcomes, referral to palliative care still occurs mostly according to the judgment of
individual oncologists. This hinders equitable access to palliative care and to its known
benefits for patients and their caregivers. Automated referral based on triggering criteria
is being actively explored as an alternative. In particular, routine technology-assisted
symptom screening, combined with targeted needs-based automatic referral to outpatient
palliative care, may improve integration and ultimately increase quality of life.
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Introduction

Palliative care is aimed at improving the quality of life
(QoL) of patients and their families facing life-
threatening illnesses including cancer, by timely identi-
fication, assessment, and treatment of physical, psycho-
social, or spiritual issues [1]. In the last decade, random-
ized controlled trials (RCTs) have consistently demon-
strated the benefit of early specialized palliative care to
improve symptoms and quality of life for patients with
advanced cancer [2–6••] as well as satisfaction with care
for their caregivers [7••]. As a result, the American Soci-
ety of Clinical Oncology and the European Society for
Medical Oncology have recommended early integration
of palliative care services alongside oncology [8••, 9].

Major indicators for integration of palliative care into
oncology care at cancer centers include the presence of a
specialized interdisciplinary palliative care team, an

outpatient palliative care clinic, routine symptom
screening in outpatient oncology clinics, and early refer-
ral to specialized palliative care [10]. However, there are
various models for the delivery of early specialized pal-
liative care that may utilize some or more of these
elements. Further, telehealth has recently become an
increasingly prevalent method of providing compas-
sionate care while maintaining physical distancing dur-
ing the COVID-19 pandemic [11].

In this paper, we review current evidence for early
integration of specialized palliative care into cancer care
and describe the effect that this evidence has had on
clinical practice. We also outline key elements of early
palliative care and describe different models for its pro-
vision based on setting and methods of referral.

Primary and specialized palliative care

Palliative care can be described as either specialized or generalist, based on the
provider [6••, 12]. Specialized palliative care refers to care provided by a
multidisciplinary team trained in palliative care at an advanced level [13]. At
its core, this team has a specialized palliative care physician and nurse; addi-
tional disciplines include psychologists, social workers, spiritual care providers,
and others [10, 14]. Generalist palliative care includes basic symptom manage-
ment and goals of care discussions that should be provided by family physi-
cians, oncologists, and other healthcare providers [12]. Family physicians and
advanced practice nurses play a vital role in palliative care provision but may
lack specific knowledge and skills related to oncology [15]. For oncologists and
specialized oncology nurses, limited time and lack of training are frequently
cited as barriers to providing comprehensive palliative care [13, 16].

There is no single model of palliative care that is appropriate for all settings.
Rather, the structure of palliative care provision will depend on national health
policies, access to training and education of specialized palliative care providers,
availability of resources, societal and health professional attitudes towards
palliative care, and the setting where palliative care is provided [17]. Funding
models may particularly influence the development and provision of palliative
care in different national policy contexts [18]. However, a model that facilitates
the expansion of generalist palliative care provision for all patients with ad-
vanced cancer, with specialized palliative care referral reserved for those with
refractory symptoms and complex needs, may offer the best solution to ensur-
ing timely access to palliative care services [12, 19]. The strongest evidence for
improved patient outcomes has come from integrating a specialized palliative
care team alongside routine oncology care early in the disease course for
patients with cancer [13, 20–24].
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Evidence for early integration of specialized palliative care

In the last decade, there have been multiple RCTs demonstrating the benefits of
early integration of specialized palliative care. Most of these took place in North
America and Europe and assessed in-person care (Table 1), but a few have
assessed early palliative care delivered by telehealth (Table 2).

RCTs of in-person early palliative care in North American settings
The first in-person RCT of early palliative care took place in the USA (Table 1).
In 2010, Temel et al. reported an RCT of early palliative care versus standard
oncologic care for patients with newly diagnosedmetastatic non-small-cell lung
cancer [3]. The palliative care intervention was provided by specialist palliative
care physicians and advanced practice nurses and resulted in improved mood
and QoL; longer survival was also reported. In 2014, Zimmermann et al.
reported on a Canadian cluster-RCT of early palliative care (clinical prognosis
of 6–24 months) versus routine oncology care for patients with lung, gastroin-
testinal, genitourinary, breast, and gynecological cancers [2]. The intervention
was delivered by a specialist palliative care physician and nurse in a free-
standing clinic and led to improved QoL, satisfaction with care, symptom
control for patients, and satisfaction with care of both patients and caregivers
[7••]. In 2017, Temel et al. reported on an RCT of early palliative care (within 2
months of diagnosis) for patients with advanced lung and non-colorectal
gastrointestinal cancers [25••]. The intervention was delivered by a team of
palliative care physicians and advanced practice nurses; it resulted in improved
QoL, mood, coping with prognosis, and communication about end-of-life care
preferences for patients, as well as less depression and anxiety for caregivers
[34].

RCTs of in-person early palliative care in European settings
The largely positive findings of North American early palliative care RCTs have
been replicated in Europe. In 2016, Maltoni et al. reported on an Italian
multicenter RCT of systematic early versus on-demand palliative care for pa-
tients with metastatic or locally advanced inoperable pancreatic cancer; early
was defined as within 2 months of diagnosis of advanced disease [26]. The
intervention was delivered by a specialist physician and resulted in improved
QoL at 3 months. In 2018, Vanbutsele et al. reported on an RCT of early
systematic palliative care—defined as an estimated prognosis of less than 12
months and within 3 months of diagnosis—for patients with advanced solid
tumor diagnoses [4••]. The intervention was delivered by palliative care nurses,
with specialized palliative care physicians available on demand, and resulted in
improved QoL compared to the controls receiving standard care that included
psychosocial support.

Three other recent European studies did not show findings favoring the
intervention group. In 2017, Groenvold et al. reported on a multicenter RCT
of early palliative care for patients with metastatic cancer [27]. The intervention
was delivered by a multidisciplinary team, with no significant effect on the
primary outcome of QoL or survival at 2 months. Possible explanations
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included the lack of training of the team in early delivery of palliative care and a
relatively short outcome assessment period. In 2018, Scarpi et al. published a
multicenter RCT of systematic referral (within 2months of diagnosis) to a single
palliative care physician versus on-demand palliative care for patients with
advanced gastric cancer; there was no significant difference in QoL [28]. In
2019, Franciosi et al. reported on a multicenter RCT of patients with advanced
cancer who received early palliative care delivered by a specialized physician
and nurse, or standard oncology care [29]; the results demonstrated no signif-
icant difference in QoL. Contamination in the control arm and lack of pilot
testing of intervention were among the limitations reported.

RCTs of early palliative care via telehealth
TheWorld Health Organization defines telehealth as the “delivery of healthcare
services, where patients and providers are separated by distance” [35]. There
have been few RCTs of telehealth delivered by palliative care teams, with many
consisting of psychosocial interventions, or conducted in early-stage cancer
populations [36]. Systematic reviews of telehealth interventions in palliative
care have identified heterogeneity in study designs, interventions, and out-
comes measured and have emphasized the need for further high-quality trials
in this area [37, 38].

Table 2 summarizes recent evidence from trials for telehealth-specialized
palliative care interventions for patients with advanced cancer. In 2009, Bakitas
et al. reported on an RCT of a nurse-led psychoeducational telehealth interven-
tion for patients with newly diagnosed advanced cancer in a rural setting, which
showed benefits from early palliative care on both QoL and mood [30]. In
2013, Kim et al. reported on an RCT testing the effectiveness of daily
telemonitoring for pain in outpatients with advanced solid tumors [31]. The
intervention was delivered over telephone by a nurse practitioner specialized in
painmanagement and resulted in improvements in pain, anxiety, andQoL after
1 week. In 2015, Bakitas et al. reported on aUS trial of early (within 2months of
diagnosis, clinical prognosis 6–24 months) versus delayed palliative care (3
months later) for patients with advanced cancer in a rural setting [32]. The
intervention was a mixed model consisting of an in-person consult with a
palliative care clinician, weekly telehealth nurse-led coaching for 6 weeks, and
monthly follow-up calls. Although there was no difference in patient-reported
outcomes, 1-year survival was better for the intervention group; a parallel
caregiver intervention resulted in improved depression and decreased caregiver
burden [39]. In 2017, Hoek et al. reported on an RCT of weekly telehealth
specialist palliative care, compared to primary palliative care provided by
general practitioners, for home-dwelling advanced cancer patients [33]. The
intervention was provided by specialist nurses or physicians; the intervention
arm reported increased symptom burden, whichmight have been due to higher
awareness and reporting from the close attention to symptoms.

Meta-analyses of early palliative care trials
Six meta-analyses have synthesized results from the trials mentioned above and
others of palliative care integrated later in the illness; all demonstrated im-
proved outcomes. Kavalieratos et al. conducted a meta-analysis including 43
RCTs with 12,731 patients and 2479 caregivers to determine the association of
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palliative care with outcomes for adults with life-limiting illnesses and their
caregivers [40]. Palliative care interventions were associated with significant
improvements in patient QoL and symptomburden, but not increased survival;
findings for caregivers were inconsistent. Gaertner et al. assessed the effect of
multidisciplinary specialist palliative care on QoL for patients with any ad-
vanced illness, assessing ten RCTs with 2454 patients, of whom76% had cancer
[41•]. Results favored the intervention, with a larger effect for patients with
cancer and for those receiving early specialist palliative care. Haun et al. com-
pared early palliative care to usual care for patients with advanced cancer,
including seven RCTs that recruited 1614 patients [5]. Results showed beneficial
effects for QoL and symptom intensity, albeit with small effect sizes. Kassianos
et al. evaluated the impact of specialized palliative care on cancer patients’QoL
[42] in 11 studies including five RCTs and 2939 patients. QoL was improved,
especially for symptoms and physical and psychological functioning. Fulton

Table 2. Evidence for telehealth-specialized early palliative care for patients with advanced cancer

Study
characteristics

Bakitas 2009 [30] Kim 2013 [31] Bakitas 2015 [32] Hoek 2017 [33]

Country USA South Korea USA The Netherlands

Diagnosis Advanced cancer Stage IV solid
tumor

Advanced cancer Advanced cancer

Telehealth tools
used

Telephone Telephone Telephone Videoconferencing using
iPads

Nature of
intervention

Structured
psychoeducational
and
problem-solving
sessions

Standardized pain
education and
telemonitoring

Initial in-person consult
followed by weekly
telephone coaching
sessions

Weekly multidisciplinary
palliative care

Control group Usual oncology care Standardized pain
education using
video-aided
presentation

Delayed palliative care
initiation after three
months

Primary palliative care by
general practitioners
supported by specialist
as needed

Clinician
providing
palliative care

Advanced practice
nurses with
palliative care
specialized
training

Nurse practitioner
trained in pain
management

Board-certified palliative
care clinician and
advanced practice
nurse

Specialist palliative care
nurse or physician

Timing of early
palliative care

Within 8–12 weeks of
new diagnosis

Targeted: pain
score 94/10

Within 30–60 days of
diagnosis (early
group) or 3 months
later (delayed group)

At diagnosis of advanced
disease

Outcomes QoL, symptom
intensity, mood

Pain, mood,
distress, QoL

QoL, symptom impact,
mood, 1-year survival

Symptom burden, mood

Results Improved QoL and
mood

Improved pain at 1
week

Improved 1-year survival;
no difference in QoL,
symptoms, mood

Higher symptom burden
at 3 months in
intervention arm

QoL quality of life
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et al. evaluated the effects of integrated outpatient palliative care in 10 RCTs for
patients with advanced cancer and reported improved QoL, symptom burden,
and survival [43]. Hoerger et al. assessed the impact of interdisciplinary outpa-
tient specialty palliative care in adults with advanced cancer [22]. Reporting on
nine RCTs, there were significant benefits in 1-year survival and QoL.

Change in clinical practice following RCTs of early palliative care
Recent studies comparing practice patterns in the USA and Canada suggest that
the evidence from RCTs of early palliative care has influenced referral patterns
and policies. A study conducted at the Princess Margaret Cancer Centre in
Toronto, Canada, showed that between 2006 and 2015, late referrals (within
6 months of death) decreased from 69 to 45%, and the median time from
referral to death doubled from 3.5 to 7.0 months [44•]. As well, a national
survey of palliative care services in US cancer centers reported that outpatient
services increased significantly from 59 in 2009 to 95% in 2018 [45], and the
median time from outpatient palliative care referral to death doubled during
this 9-year interval. Together, these results suggest that research findings and
clinical practice guidelines have increased the utilization of outpatient palliative
care as the prime setting for early integration into oncology [46] and that
oncologists are referring substantially earlier to these clinics in North America.

Data regarding potential changes in referral practices from countries outside
North America are lacking. A recent systematic review that examined the dura-
tion of palliative care received by patients before death in 169 studies from 23
countries reported that the median duration from initiation of palliative care to
death was 18.9 days [47]. However, this review included studies conducted
before evidence was published from RCTs supporting early palliative care, and
the majority of studies were conducted on palliative care units, inpatient
services, and in the home setting, rather than in ambulatory palliative care
settings. Moreover, length of stay in an acute palliative care unit was assumed
to be the time from referral to death, whereas patients often do not have their
first contact with a palliative care team in the palliative care unit, and many are
discharged home after acute pain and symptom management (approximately
50% on our service). Further research is required to assess changes in referral
patterns over time in international settings, as well as best practices internation-
ally for early palliative care integration.

Key elements of early specialized palliative care

Qualitative research with patients and caregivers who have received early palli-
ative care has revealed several key elements, which can be divided into princi-
ples and domains of care (Fig. 1) [48••, 49, 50••]. Principles of care refer to the
manner in which care is delivered; patients and caregivers have described early
specialized care as being flexible in its approach and timing, attentive to patient
and caregiver needs, led by the patient rather than the clinician, and centered on
the family unit of care [48••, 49]. Domains of care refer to four key areas
through which early palliative care benefits patients and caregivers: coping
and support that encompasses the patient and their family; prompt personal-
ized symptom control; assistance with medical decision-making, especially
during transitions in care or critical clinical time points; and planning for the
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future [48••, 50••]. Initial outpatient palliative care clinic visits tend to focus on
coping, support, and symptommanagement; the longitudinal trust and rapport
developed over time with the palliative care team can be leveraged to explore
medical decision-making and advance care planning during later visits [48••,
50••, 51]. These basic elements of care may be used to guide both primary and
specialized palliative care both in clinical practice and for future trials.

Settings for specialized palliative care

Early palliative care is best delivered in outpatient clinics or in the patient’s
home [8••]. Four models of integration have been described, based on the
location of care: the embedded clinic, the free-standing palliative care clinic,
home-based palliative care, and palliative care by telehealth.

Embedded palliative care clinic
In this model, the palliative care clinic operates out of a shared space within the
oncology clinic. Several studies have described positive outcomes related to
embedded clinics, including less aggressive end-of-life care and earlier hospice
utilization [52] and improved documentation of advance care plans [53]. The
main advantage of an embedded model is geographic proximity to the oncol-
ogy team, which may destigmatize referrals and facilitate integration [13].
Sharing resources between oncology and palliative care services is also cost-
effective andmay encourage collaborative education and research.Disadvantages
include constrained space and time for palliative care in the shared clinic,
limiting growth or expansion [23], and logistics of embedding palliative care

Timely team-based 
collaborative care

Coping and 
support

Symptom 
control

Decision-making

Future
planning

Family-
centered

Patient-led

Attentive

Flexible

Principles of care Domains of care

Fig. 1. Key elements of early palliative care. The key elements of early palliative care can be divided into two broad areas: principles
and domains of care. We identify four key principles on how care should be provided (care that is flexible, attentive, patient-led, and
family-centered) and four key domains (support and coping, managing symptoms, assisting with medical decision-making, and
planning for the future).
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providers in numerous tumor site–specific oncology clinics in large cancer cen-
ters. A retrospective cohort study in patients with advanced lung cancer found
that despite earlier access, symptom control or QoL did not improve for patients
in an embedded clinic, compared to a free-standing palliative care clinic [54].

Free-standing palliative care clinic
Outpatient palliative care clinics are recommended as the optimal model for
early integration alongside oncology [8••, 22, 24, 48••]. In this model, the
multidisciplinary palliative care team operates out of an independent clinic
space within the hospital [14, 55]. These clinics are most commonly located in
tertiary cancer centers where they offer scheduled and urgent, same-day ap-
pointments; in-person or virtual follow-up; a telephone triage line for urgent
symptoms; and after-hours support [14]. Much of the evidence supporting early
palliative care integration has come from RCTs conducted in free-standing
clinics [2, 3, 25••, 26], which offer greater scope to expand clinical, educational,
and research activities [13]. As for any hospital service, these clinics require
investment in terms of space, staffing, equipment, and other resources.

The Princess Margaret Cancer Centre in Toronto, Canada, has a free-standing
12-room palliative care clinic that operates 5 days a week, staffed by a team of
specialized physicians and nurses; other allied healthcare workers are available as
needed, including spiritual counselors, social workers, physiotherapists, occupa-
tional therapists, and wound care nurses [14]. The clinic offers scheduled ap-
pointments, as well as urgent same-day consultations for patients with severe,
uncontrolled symptoms. A nurse-led telephone triage line is available for patients
at home who develop urgent symptoms, with after-hours physician telephone
support ensuring 24/7 coverage. Patients who can no longer attend clinic visits
due to disease progression and functional decline are referred to home visiting
palliative care doctors or to hospice care, guided by the patients’ wishes.

Home-based palliative care
Home-based palliative care is traditionally provided by primary care physicians
(family physicians or GPs), nurses, or hospice/palliative care teams when
patients are no longer receiving systemic cancer treatments and/or when their
performance status limits the ability to attend hospital appointments. Attempts
to integrate home-based palliative care by primary care providers earlier for
patients with advanced cancer have identified barriers, including poor commu-
nication and coordination between oncologists and community-based pro-
viders and knowledge gaps around cancer therapies and illness trajectories
[56]. Primary care physicians may also have limited time for home visits and
may deprioritize palliative care, particularly early in the disease course [57].
Family physicians working in teams, rather than individually, and those with
greater availability of community and psychosocial supports, have been iden-
tified as being better resourced to provide early palliative care [58•]. Trials of
early integrated home-based palliative care for patients with advanced cancer
are at an early stage, and further research is needed [59].

Telehealth palliative care clinic
In the telehealth model of palliative care, the patient and family are in their
home, and members of the palliative care team communicate with them using
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telephone or videoconferencing tools. Thismodel of care has risen in prominence
and utility during the COVID-19 pandemic, including at our center [60•]. Before
March 2020, approximately 330 patients were seen monthly at the Princess
Margaret Cancer Centre’s palliative care clinic—all in person. By the summer of
2020, 9400 patients were seen monthly, and 990% were telehealth visits.

Telehealth palliative care is convenient for both patients and caregivers,
providing them with seamless care and promoting their independence [61•];
it is also a promising model for patients living in rural and geographically
remote locations where access to in-person care is limited [62–64]. In low-
andmiddle-income countries, where infrastructure and financial constraints are
barriers to accessing both cancer treatments and palliative care, telehealth may
facilitate access in a cost-effective manner [65, 66]. Advanced cancer is associ-
ated with increased financial distress for patients and their family caregivers [67,
68], and telehealth may provide a means of supporting early access to palliative
care without adding to this burden. In particular, indirect costs may be mini-
mized, including those associated with travel to the hospital, time away from
work, or childcare costs for patients and caregivers. Further research in this
regard is warranted.

The telehealth model also has limitations, such as the inability to conduct a
physical examination to assess for ascites or pleural effusions, or for managing
oncologic emergencies such as spinal cord compression. Other disadvantages
include diminished detection of non-verbal cues, as well as technical issues
related to virtual platforms [69]. Despite these limitations, this model of care
has been received positively by both patients and palliative care providers [70].
Research on several telehealth palliative care interventions is ongoing [71, 72],
and the next decade will undoubtedly bring a wealth of evidence in this regard.

Methods of referral to specialized palliative care services

Traditionally, palliative care referral is initiated based on the judgment of the
patient’s oncologist. However, there are other methods of referral, which allow
varying levels of judgment versus automatic triggering. These are described below.

Oncologist-initiated referral based on clinical judgment alone
In this model, palliative care referrals are initiated by oncologists, without
attending to specific referral criteria. However, despite ample evidence favoring
early referral, oncologists may have varying referral practices, leading to incon-
sistent integration [73]. Although early referrals tend to be for symptom man-
agement, referral for some patients with severe symptoms may not occur,
resulting in suboptimal care [74]. Barriers to oncologist-based referrals include
unrealistic patient and family expectations or stigma around the term palliative
care; fear of eroding the oncologist-patient relationship or removing hope; and
lack of confidence around initiating discussions with patients about referral to
palliative care [75]. Oncologists may believe that palliative care is incompatible
with active anticancer therapy or that they can provide comprehensive palliative
care to their own patients; they may also lack knowledge about available
palliative care services [76]. Routine rotations in palliative care for oncology
trainees have been shown to increase referrals [73]; continuing medical
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education in palliative care for attending oncologists is important to facilitate
ongoing integration [6••, 10].

Oncologist-initiated referral guided by referral criteria
Referral criteria for outpatient palliative care may be based on physical symp-
toms, the cancer trajectory, prognosis, performance status, psychosocial distress,
end-of-life care planning, or a combination of the above [77]. Eleven major
criteria for referral were identified in a recent Delphi study: severe physical
symptoms, severe emotional symptoms, request for hastened death, spiritual
or existential crisis, assistance with decision-making or planning, patient re-
quest for referral, delirium, spinal cord compression, brain or leptomeningeal
metastases, within 3 months of advanced cancer diagnosis for patients with
median survival of ≤1 year, and progressive disease despite second-line therapy
[78]. However, some of these criteria may be difficult for oncologists to remem-
ber or implement routinely. Palliative care experts have rated a 6–24 month
prognosis as appropriate timing [78]; however, this may result in patients
receiving care too late, as prognosis tends to be overestimated [79].

Referral criteria are perhaps most useful when used in combination with
systematic screening of all oncology outpatients using patient-reported out-
come measures such as symptoms or patient-reported functional status [80,
81]. Screening can be completed on paper for in-person visits, or through
emailed alerts, text messaging, telephone, and website links.

In Ontario, Canada, patients are screened at every cancer center visit for
physical and psychological symptoms [81]. Routine symptom screening im-
proves QoL for patients with advanced cancer when combined with feedback to
clinicians in a trial setting [82]. However, in practice, oncologists and oncology
nurses may not review the patient-reported outcomes routinely [83].

Automatic referral at diagnosis of advanced cancer
The major advantage with automatic referral at advanced cancer diagnosis is
that it ensures these patients receive palliative care services. Automatic referral
for all patients with advanced cancer may help to “normalize” palliative care as
part of routine cancer care [84]. A disease-specific approach has been suggested,
which identified the point of early integration for 19 different malignancies
[85]. While most RCTs of early palliative care have used a model of referring all
patients with advanced disease [2–4••, 25••, 26, 30, 32], there are practical
disadvantages to this model. Not all patients with advanced cancer require
symptom management or specialist palliative care at diagnosis [12, 86]; basic
palliative care needs may be met instead by oncologists or primary care pro-
viders. In addition, with this model, demands for palliative care will rapidly
outstrip scarce resources. Although palliative care is now a recognized medical
specialty or subspecialty in most high-income countries and work towards
accreditation is underway in several low- and middle-income countries in Asia
and Africa [23, 87, 88], there remains a shortage of specialist palliative care
clinicians to meet the needs of all patients with an advanced cancer diagnosis
[89, 90]. In a single-arm feasibility study of early palliative care for patients with
advanced lung cancer in India, the feasibility criteria were not met; one chal-
lenge was the inability to provide longitudinal care for patients once they were
no longer attending hospital clinics [91].
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Automatic referral based on symptoms or other triggers
In this model, patients are screened systematically using patient-reported out-
comes or other measures, and referral is triggered automatically using
predetermined thresholds. The advantage of this system is that it removes
gate-keeping that may occur in models requiring oncologist-initiated referral
and standardizes who receives palliative care. Composite screening tools with
questions about symptoms, functional status, and comorbidities have been
validated for initiating a referral [92], but are not in common use. Severity of
physical or emotional symptomsmay be the best trigger, as addressing symptoms
early may substantially improve quality of life [93••]. We recently completed a
single-arm phase II trial of Symptom screening with Targeted Early Palliative care
(STEP) [94]. Patients with advanced cancer were screened routinely for symptoms
during their oncology clinic visits; those meeting criteria for symptom severity
were referred automatically to the palliative care clinic. This study demonstrated
feasibility of a larger phase III trial, which is now in progress.

While automatic referral can improve systematic access to palliative care
[95•], support from oncology physicians and nurses is crucial to encourage
patients to attend their scheduled appointment [96]. Patients may otherwise
decline the triggered referral due to the continued stigma associated with
palliative care among patients, their families, and the general public [84]. In
our phase II trial of STEP, those who declined the triggered referral had worse
symptom control andmood by the 6-month primary endpoint [94]. Renaming
the service “supportive care” may be more favorably received by patients, who
may otherwise struggle to reconcile the early intervention with the term “palli-
ative care” [84]. Although patient education initiatives may increase acceptabil-
ity of early palliative care [97], education is also essential for the general public
and all health professionals treating patients with cancer in order to fully
integrate palliative care with oncology.

Conclusions

There is now abundant evidence from RCTs in North America and Europe for
the benefit of integrating specialized palliative care with oncology early in the
course of advanced cancer.

The successful trials have utilized a model of specialized teams providing
palliative care in embedded or free-standing clinics. While these RCTs have all
been based on routine involvement of palliative care services early in the disease
course, this model is resource-intensive and is less feasible in practice, where
oncologist-initiated referral still predominates. Models of automatic referral
based on symptoms or other triggers are currently being tested in clinical trials.
The COVID-19 pandemic has challenged the traditional model of in-person
palliative care, and the incorporation of telehealth is rapidly becoming standard
practice. The development and provision of palliative care will differ depending
on national policy contexts and availability of resources. However, the gold
standard for integration of palliative care into oncology will be one that ensures
broad access to primary palliative care for all patients while providing timely,
targeted, specialized care for those in greatest need.
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