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Objectives 

• To discuss the difference between policy and practice 
regarding early palliative care involvement 

 

• To present the current evidence for early palliative 
care 

 

• To identify barriers to early palliative care 

 

• To discuss models of early palliative care 

 

 



Contemporary definition of palliative care 

• “an approach that improves the quality of life of patients 
and their families…  

…through the prevention and relief of suffering 

  …by means of early identification and impeccable 
 assessment and treatment of pain and other 
 problems, physical, psychosocial and spiritual.”  

 

 (WHO, 2002) 

 

 



Traditional view 

New model 

Curative/disease modifying  

     therapy 
Palliative/terminal care 

Disease-directed therapy 

Palliative care 

Bereavement 

Patient’s death Diagnosis 

Canadian Hospice Palliative Care Association, 2002 

Patient’s death 



Where is the evidence? 



Systematic review of palliative care 

effectiveness 

 

• 22 studies, 19 including 
patients with cancer 

 

• Most evidence for 
family satisfaction with 
care 

 

• 4/13 studies assessing 
QOL had significant 
results 

 

 

 

• All had methodological or 

operational difficulties 

 

 

• None specifically assessed 

early palliative care in 

patients with cancer 

Zimmermann et al. JAMA. 2008; 299(14):1698-1709   



Studies of early palliative care 

Bakitas et al, 2009, JAMA 
302;7:741-749 

• early PC: telephone 
problem-solving intervention 
by APNs 

• 322 pts, newly-diagnosed 
advanced GI, GU, lung, 
breast cancer  

• prognosis of one year 

• outcomes FACIT-Pal, ESAS, 
CES-D (every 3 months) 

• Results: improved QOL, 
mood, but not symptom 
intensity or reduced days 
in hospital, ICU, 
emergency department 

 

Temel et al, 2010, NEJM 
363;8:733-742 

• early PC: palliative care 
team (MD and APN) 

• 151 pts, newly-diagnosed 
advanced non-small cell lung 
cancer  

• ECOG 0, 1, 2 

• outcomes FACT-Lung, 
HADS, PHQ-9 at 12 weeks 

• Results: improved QOL, 
mood; longer survival 
(11.6 vs. 8.9 months),  
despite less aggressive 
treatment  

 



*primary endpoint: patient quality of life at 3 months  

secondary endpoints: QOL at 4 months, all other 

outcomes at 3 and 4 months 

• Early PC: integrated care in palliative care clinic 

• 461 pts, advanced GI, GU, lung, breast, gyne cancer  

• Prognosis (by oncologist) 6 months to 2 years 

• ECOG 0, 1, 2 (by oncologist) 

• Outcomes: quality of life*, satisfaction with care, 
symptom control, difficulty with clinician-patient 
interactions  



Overview of study design 

Seen within 4 weeks by pc team 

Follow-up monthly for 4 months  

Seen by pc team upon request 

Follow-up as required 

Cluster randomized 1:1 

Stratified by tumour site: Lung, GI, GU, Breast, Gyne 

Outcomes (monthly for 4 months)  Outcomes (monthly for 4 months)  



Results: Quality of Life 



Results: Symptom Control 



Results: Satisfaction with Care & 

Medical Interactions 



Early palliative care for patients with 

advanced cancer  

• Improves quality of life 

• Increases satisfaction with care 

• Improves mood 

• May increase survival   



Factors influencing palliative care referral 

– Access to palliative care services 

– Physicians’ understanding and knowledge of the 

services available 

– Perception of loss of control over patient’s care 

– Perceived reluctance of patients to be referred 

– Reluctance to disclose/discuss terminal status 

Ahmed N, Bestall JC, Ahmedzai SH, Payne SA, Clark D, Noble 

B. Systematic review of the problems and issues of accessing 

specialist palliative care by patients, carers and health and 

social care professionals. Palliat Med 2004;18(6):525-42. 

Referral barriers: systematic review 



Surveyed Canadian Medical, Radiation and Surgical Oncologists 

 (response rate >70%) 

 

Factors influencing referral (vs not): 

• Satisfaction with availability of SPC service  

• Comprehensiveness of services available to them  

• Acceptance by PC service of patients on chemotherapy 

Factors influencing early referral (at diagnosis or during chemo): 

• Satisfaction with availability of PC service  

• Acceptance by PC service of patients on chemotherapy 

• Completing a rotation in palliative care  

• 1/3 agreed they would refer earlier if palliative care was renamed  

     supportive care 



Referral to Oncology 

Palliative Care Clinic 

Oncology Palliative 

Care Clinic 

Consultation  

Home Palliative 

Care 

Lederman 

Palliative Care 

Centre 

Community PCU/ 

Residential 

Hospice 

Longitudinal follow-up in tandem with 

oncology, primary and community care for 

 symptom control 

 psychosocial care 

 referral to community services 

 advance care planning 

Early Palliative 

Care 

Transitional and 

end of life care 

Pathway of palliative care upon referral to the Princess Margaret 

Oncology Palliative Care Clinic 



Typical referrals made from the OPCC 

1Community Care Access Centre 

services include nursing, personal 

support, physical therapy, 

occupational therapy, and equipment 

such as hospital bed, walker, 

wheelchair. 

 
2Medical/surgical specialists may 

include neurosurgery, ophthalmology, 

dentistry, etc. 

  
3Other supportive care services at the 

cancer centre include spiritual care, 

wound care, dietitian, music therapy, 

occupational or physical therapy, etc. 

 

Abbreviations: OPCC, Oncology 

Palliative Care Clinic; CCAC, 

Community Care Access Centre. 

 

OPCC 

Medical/Surgical 
Specialists2 

Other Supportive 
Care Services3 

Palliative 
Radiation 
Oncology 

Home Palliative 
Care Physician 

Interventional 
Radiology 

Procedure clinic 

 (paracentesis, 
thoracentesis) 

Psychosocial 
Oncology 

CCAC1 



Main providers of longitudinal care for ambulatory 

patients with advanced cancer 

Abbreviations: OPCC – Oncology Palliative Care Clinic 

 

Patient/ 

Family 

OPCC 

Home 
Care 

Oncology 

Family 
Physician 



Levels of palliative care 

Tertiary – by palliative care 

consultants, in tertiary care settings 

Tertiary 

Secondary 

Primary 

Secondary – by palliative care 

consultants, in all settings 

Primary - by all care providers,  

in all settings 

A Model to Guide Hospice Palliative Care, CHPCA, 2002  



Who should get early palliative care? 

 

• Eligibility: All patients with a chronic, complex, life-threatening 

illness   

That’s a lot of people!! 

• There is a need for 

• Referral criteria 

• Symptom screening 

• Training for all physicians and other healthcare 

providers to provide primary palliative care 



Organizations supporting early palliative care 

• Canadian Hospice Palliative Care Association: “Palliative care services are 

helpful not only when a person is approaching death but also during the earlier stages of 

an illness. Palliative care may be combined with other treatments aimed at reducing or 

curing the illness, such as chemotherapy.” 

• American Society of Clinical Oncology: “combined standard oncology care and 

palliative care should be considered early in the course of illness for any patient with 

metastatic cancer and/or high symptom burden.” 

• ” European Society for Medical Oncology: “the ESMO Designated Centres of 

Integrated Oncology and Palliative Care accreditation programme… recognises that 

centres have achieved a high standard of integration of medical oncology and palliative 

care.” 

• Canadian Cancer Society: “palliative care can and should be provided throughout 

the cancer journey.” 

• College of Family Physicians of Canada: “As a matter of social justice, all 

Canadians—regardless of age, disease, stage of disease, and geographical location—

should have access to palliative care that meets national standards.” 



CCS Booklet –  
Living with Advanced Cancer 

Canadian Cancer Society, 

2010 

 

“Everyone says, ‘Oh, how can you do this?’ I think most 
people can do it, it’s just they’re not faced with it. And 
when you are faced with it, it depends on how you 
choose to cope”  

 

(Jasmin, 53, discusses living with advanced ovarian 
cancer) 



Conclusion 

• Early referral to palliative care improves satisfaction with 

care, and helps prevent the usual decline in quality of life that 

occurs with advancing illness 

 

• RCTs are particularly challenging in this population of 

patients, but can be overcome 

 

• The model of care for this trial can be modified for other 

settings and populations 




