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Purpose
To provide evidence-based recommendations to oncology clinicians, patients, family and friend
caregivers, and palliative care specialists to update the 2012 American Society of Clinical Oncology
(ASCO) provisional clinical opinion (PCO) on the integration of palliative care into standard oncology
care for all patients diagnosed with cancer.
Methods
ASCO convened an Expert Panel of members of the ASCO Ad Hoc Palliative Care Expert Panel to
develop an update. The 2012 PCO was based on a review of a randomized controlled trial (RCT) by
the National Cancer Institute Physicians Data Query and additional trials. The panel conducted an
updated systematic review seeking randomized clinical trials, systematic reviews, and metaanalyses, as well as secondary analyses of RCTs in the 2012 PCO, published from March 2010 to
January 2016.
Results
The guideline update reﬂects changes in evidence since the previous guideline. Nine RCTs, one
quasiexperimental trial, and ﬁve secondary analyses from RCTs in the 2012 PCO on providing
palliative care services to patients with cancer and/or their caregivers, including family caregivers, were found to inform the update.
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Recommendations
Inpatients and outpatients with advanced cancer should receive dedicated palliative care services,
early in the disease course, concurrent with active treatment. Referral of patients to interdisciplinary
palliative care teams is optimal, and services may complement existing programs. Providers may
refer family and friend caregivers of patients with early or advanced cancer to palliative care services.
J Clin Oncol 34. © 2016 by American Society of Clinical Oncology

INTRODUCTION

The purpose of this version of the American
Society of Clinical Oncology (ASCO) guideline
is to update the 2012 ASCO provisional clinical
opinion (PCO) 1 on the integration of palliative
care into standard oncology care and transition
the content into a guideline. The 2012 PCO was
based on a review of the 2010 study by Temel
et al2 conducted by the National Cancer Institute
Physicians Data Query and additional randomized
controlled trials (RCTs) chosen by ASCO, showing
the beneﬁts of early palliative care when added
to usual oncology care. As in the 2012 PCO, this
document uses the deﬁnition of palliative care

from the National Consensus Project3 (provided in
Bottom Line Box). Patients with advanced cancer
are deﬁned as those with distant metastases, late-stage
disease, cancer that is life limiting, and/or with
prognosis of 6 to 24 months. This update includes
nine RCTs, as well as one quasiexperimental study
and ﬁve secondary publications from previously
reviewed RCTs. It reviews and analyzes new and
updated evidence on early palliative care, including
evidence on patients in both inpatient and outpatient settings, components of and triggers for
offering patients palliative care, palliative care
services for family caregivers, and how oncology
professionals and other clinicians can provide
palliative care, in addition to palliative care
specialists. In this guideline, a family caregiver
© 2016 by American Society of Clinical Oncology

Downloaded from ascopubs.org by 177.16.83.238 on November 22, 2016 from 177.016.083.238
Copyright © 2016 American Society of Clinical Oncology. All rights reserved.

1

Ferrell et al

THE BOTTOM LINE
Integration of Palliative Care Into Standard Oncology Care: American Society of Clinical Oncology Clinical Practice
Guideline Update
Guideline Question
Should palliative care concurrent with oncology care be standard practice?
Target Population
Patients with advanced cancer and their caregivers
Target Audience
Oncology clinicians, patients, caregivers, and palliative care specialists
Methods
An Expert Panel was convened to update clinical practice guideline recommendations based on a systematic review of the medical
literature.
Key Recommendation
Patients with advanced cancer, whether patient or outpatient, should receive dedicated palliative care services, early in the disease
course, concurrent with active treatment. Referring patients to interdisciplinary palliative care teams is optimal, and services may
complement existing programs. Providers may refer caregivers of patients with early or advanced cancer to palliative care services.
Specific Recommendations
Patients with advanced cancer should be referred to interdisciplinary palliative care teams (consultation) that provide inpatient and
outpatient care early in the course of disease, alongside active treatment of their cancer (type: evidence based, beneﬁts outweigh harms;
evidence quality: intermediate; strength of recommendation: strong).
Palliative care for patients with advanced cancer should be delivered through interdisciplinary palliative care teams with consultation
available in both outpatient and inpatient settings (type: evidence based, beneﬁts outweigh harms; evidence quality: intermediate;
strength of recommendation: moderate).
Patients with advanced cancer should receive palliative care services, which may include referral to a palliative care provider. Essential
components of palliative care may include:
•
•
•
•
•
•
•
•

Rapport and relationship building with patients and family caregivers
Symptom, distress, and functional status management (eg, pain, dyspnea, fatigue, sleep disturbance, mood, nausea,
or constipation)
Exploration of understanding and education about illness and prognosis
Clariﬁcation of treatment goals
Assessment and support of coping needs (eg, provision of dignity therapy)
Assistance with medical decision making
Coordination with other care providers
Provision of referrals to other care providers as indicated

For newly diagnosed patients with advanced cancer, the Expert Panel suggests early palliative care involvement within 8 weeks of diagnosis
(type: informal consensus, beneﬁts outweigh harms; evidence quality: intermediate; strength of recommendation: moderate).
Among patients with cancer with high symptom burden and/or unmet physical or psychosocial needs, outpatient cancer care programs
should provide and use dedicated resources (palliative care clinicians) to deliver palliative care services to complement existing program tools
(type: evidence based, beneﬁts outweigh harms; evidence quality: intermediate; strength of recommendation: moderate).
For patients with early or advanced cancer for whom family caregivers will provide care in the outpatient setting, nurses, social workers,
or other providers may initiate caregiver-tailored palliative care support, which could include telephone coaching, education, referrals,
and face-to-face meetings. For family caregivers who may live in rural areas and/or are unable to travel to clinic and/or longer distances,
telephone support may be offered (type: evidence based; evidence quality: low; strength of recommendation: weak).
(continued on following page)
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THE BOTTOM LINE (CONTINUED)
Qualifying Statement
This guideline uses the National Consensus Project deﬁnition of palliative care: “Palliative care means patient and family-centered care
that optimizes quality of life by anticipating, preventing, and treating suffering. Palliative care throughout the continuum of illness
involves addressing physical, intellectual, emotional, social, and spiritual needs and to facilitate patient autonomy, access to
information, and choice.”3(p9)
ASCO believes that cancer clinical trials are vital to inform medical decisions and improve cancer care and that all patients should have
the opportunity to participate. Patients in clinical trials may beneﬁt from the support of palliative care.
Additional Resources
More information, including a Data Supplement with additional evidence tables, a Methodology Supplement with information about
evidence quality and strength of recommendations, slide sets, and clinical tools and resources, is available at www.asco.org/palliativecare-guideline and www.asco.org/guidelineswiki. Patient information is available at www.cancer.net.

is deﬁned as either a friend or a relative whom the patient
describes as the primary caregiver; it may be someone who is
not biologically related.4 The guideline also presents discussions on
health disparities and on the business case for palliative care. This
update complements discussions on palliative care in recent ASCO
guidelines on the treatment of patients with stage IV non–small-cell
lung cancer (NSCLC)5 and the treatment of patients with pancreatic
cancer.6-8 We also suggest readers refer to the ASCO suite of supportive care guidelines (at http://www.asco.org/practice-guidelines/
quality-guidelines/guidelines/supportive-care-and-treatment-relatedissues) as well as the recently published ASCO chronic pain guideline.9

GUIDELINE QUESTIONS

This clinical practice guideline addresses six overarching clinical
questions: What is the most effective way to care for patients with
advanced-cancer symptoms? What are the most practical models
of palliative care? How is palliative care in oncology deﬁned or
conceptualized? How can palliative care services relate in practice
to other existing or emerging services? Which interventions are
helpful for family caregivers (as described in Introduction)? Which
patients should be offered or referred to palliative care services, and
when in their disease trajectory; are there triggers that should be
used to prompt specialty palliative care referrals?

METHODS
Guideline Update Development Process
The Expert Panel met via teleconference and Webinar and corresponded through e-mail (Appendix Table A1, online only). On the basis of
the consideration of the evidence, the authors were asked to contribute to
the development of the guideline, provide critical review, and ﬁnalize the
guideline recommendations. Members of the Expert Panel were responsible
for reviewing and approving the penultimate version of the guideline, which
was then circulated for external review and submitted to Journal of Clinical
Oncology for editorial review and consideration for publication. All ASCO
guidelines are ultimately reviewed and approved by the Expert Panel and the
ASCO Clinical Practice Guideline Committee before publication.
www.jco.org

The recommendations were developed by an Expert Panel with
multidisciplinary representation. ASCO guidelines staff supplemented and
updated the literature search that was conducted to inform its recommendations on palliative care. PubMed was searched from March 2010 to
January 2016. The panel based its recommendations on phase III RCTs,
secondary analyses of RCTs discussed in 2012, and clinical experience. In
some selected cases where evidence was lacking, but there was a high level
of agreement among Expert Panel members, informal consensus was used
(as noted with the Recommendations). Articles were selected for inclusion
in the systematic review of the evidence based on the following criteria: the
population discussed in the articles was patients diagnosed with cancer,
and articles were fully published English-language reports of phase III
RCTs or published secondary analyses of RCTs in the 2012 PCO, rigorously
conducted systematic reviews, or meta-analyses.
Articles were excluded from the systematic review if they were:
meeting abstracts not subsequently published in peer-reviewed journals;
editorials, commentaries, letters, news articles, case reports, or narrative
reviews; or published in a non-English language. The guideline recommendations were crafted, in part, using the Guidelines Into Decision Support (GLIDES)
methodology and accompanying BRIDGE-Wiz software.10 Ratings for the type
and strength of recommendation, evidence, and potential bias are provided
with each recommendation (Methodology Supplement).
Detailed information about the methods used to develop this guideline
update is available in the Methodology Supplement at www.asco.org/
palliative-care-guideline, including an overview (eg, panel composition,
development process, and revision dates), literature search and data extraction
results, recommendation development process (GLIDES and BRIDGE-Wiz),
and quality assessment.
The ASCO Expert Panel and guidelines staff will work with panel cochairs to keep abreast of any substantive updates to the guideline. On the
basis of a formal review of the emerging literature, ASCO will determine
the need to update.
This is the most recent information as of the publication date. Visit
the ASCO Guidelines Wiki at www.asco.org/guidelineswiki to submit new
evidence.

Guideline Disclaimer
The clinical practice guidelines and other guidance published herein
are provided by the American Society of Clinical Oncology, Inc. (ASCO) to
assist providers in clinical decision making. The information herein should
not be relied upon as being complete or accurate, nor should it be considered
as inclusive of all proper treatments or methods of care or as a statement of
the standard of care. With the rapid development of scientiﬁc knowledge,
new evidence may emerge between the time information is developed and
© 2016 by American Society of Clinical Oncology

Downloaded from ascopubs.org by 177.16.83.238 on November 22, 2016 from 177.016.083.238
Copyright © 2016 American Society of Clinical Oncology. All rights reserved.

3

Ferrell et al

when it is published or read. The information is not continually updated and
may not reﬂect the most recent evidence. The information addresses only the
topics speciﬁcally identiﬁed herein and is not applicable to other interventions, diseases, or stages of disease. This information does not
mandate any particular course of medical care. Further, the information is
not intended to substitute for the independent professional judgment of
the treating provider, because the information does not account for individual variation among patients. Recommendations reﬂect high, moderate, or low conﬁdence that the recommendation reﬂects the net effect of a
given course of action. The use of words like “must,” “must not,” “should,”
and “should not” indicates that a course of action is recommended or not
recommended for either most or many patients, but there is latitude for the
treating physician to select other courses of action in individual cases. In all
cases, the selected course of action should be considered by the treating
provider in the context of treating the individual patient. Use of the information is voluntary. ASCO provides this information on an “as is” basis
and makes no warranty, express or implied, regarding the information.
ASCO speciﬁcally disclaims any warranties of merchantability or ﬁtness for
a particular use or purpose. ASCO assumes no responsibility for any injury
or damage to persons or property arising out of or related to any use of this
information or for any errors or omissions.

Guideline and Conflicts of Interest
The Expert Panel was assembled in accordance with the ASCO Conﬂict
of Interest Policy Implementation for Clinical Practice Guidelines (“Policy,”
found at http://www.asco.org/rwc). All members of the Expert Panel
completed ASCO’s disclosure form, which requires disclosure of ﬁnancial
and other interests, including relationships with commercial entities that are
reasonably likely to experience direct regulatory or commercial impact as
a result of promulgation of the guideline. Categories for disclosure include
employment; leadership; stock or other ownership; honoraria; consulting or
advisory role; speaker’s bureau; research funding; patents, royalties, other intellectual property; expert testimony; travel, accommodations, expenses; and
other relationships. In accordance with the Policy, the majority of the members
of the Expert Panel did not disclose any relationships constituting a conﬂict
under the Policy.

RESULTS

A total of nine new RCTS,11-19 two publications reporting on one large
quasiexperimental trial,4,20 and ﬁve secondary publications based on
prior published RCTs21-25 met eligibility criteria and/or were
suggested by the Expert Panel and form the evidentiary basis for
the guideline recommendations. The identiﬁed trials were published
between 2011 and 2016; three were speciﬁcally on family caregivers.4,13,17
The studies included patients with advanced or metastatic disease;
the Ferrell et al20 study also included patients with early-stage
NSCLC. The Higginson et al15 trial included patients with lung
cancer who had refractory breathlessness, as well as patients with
diseases other than cancer, as the main criteria for entry. One study
compared early with delayed palliative care.11,13 All of the studies
included nurses in the intervention, and ﬁve included palliative
care specialists.4,11,15,16,19,20 All of the studies included outpatients. The
trial by Grudzen et al16 identiﬁed patients with cancer presenting to the
emergency department, who were subsequently randomly assigned,
and provided inpatient palliative care services. In addition, palliative
care services were provided to patients enrolled in the clinical trial by
Zimmermann et al19 and the previously reviewed Temel et al2 study
when they became inpatients. The authors emphasize that the evidence
supporting this guideline is from patients with advanced cancers. There
are emerging data on the potential beneﬁts of palliative care to patients
4

with earlier-stage disease; however, more data are needed to consider
a strong, evidence-based recommendation.
The primary outcomes for the studies included quality of life
(QOL), symptom relief, psychological outcomes, survival, and satisfaction. The primary outcome for ﬁve of the trials for Clinical Question
1 was QOL,11,15,16,19,20 as it was in three of the trials for Clinical
Questions 4, 5, and 6.4,13,18 In two of the studies relevant to Clinical
Question 5, the primary outcomes included psychological distress
and well-being or mood, although they were framed in a variety of
ways,13,17 as they were for two studies informing Clinical Question
1.11,20 One study with these outcomes informed Clinical Questions
3 and 4.12 Several studies had more than one primary outcome.
Table 1 lists the RCTs that were particularly pertinent to the
development of the recommendations (characteristics of secondary
analyses are included in the Data Supplement). The identiﬁed trials
were published between 2011 and 2016 (characteristics of the
participants in the studies are listed in the Data Supplement).
Study quality was formally assessed for the nine RCTs and one
quasiexperimental study identiﬁed (Table 2). An assessment of study
quality was performed for included evidence by one methodologist.
Study design aspects related to individual study quality, such as
randomization method and allocation concealment, and risk of
bias were evaluated. The assessment generally indicated low potential risk of bias for most of the identiﬁed evidence. Refer to the
Methodology Supplement for deﬁnitions of ratings for overall
potential risk of bias and the Data Supplement for ratings of
individual studies and assessment instruments for QoL measurement (studies used).

FINAL RECOMMENDATIONS

CLINICAL QUESTION 1
What is the most effective way to care for patients with advancedcancer symptoms (palliative care services in addition to usual care
compared with usual care alone)?
Recommendation 1
Patients with advanced cancer should be referred to interdisciplinary
palliative care teams (consultation) that provide inpatient and outpatient
care early in the course of disease, alongside active treatment of their
cancer (type: evidence based, beneﬁts outweigh harms; evidence quality:
intermediate; strength of recommendation: strong).
Literature review update and analysis. Trials that serve as the
foundation for much of the research described in this update include
the Temel et al2 study and the ENABLE (Educate, Nurture, Advise
Before Life Ends) II study,26 both described in the 2012 PCO.1
Brieﬂy, the Temel et al phase III RCT in patients with newly diagnosed
NSCLC compared early palliative care with standard care in an
outpatient setting. Patients in the intervention arm had higher QOL,
less aggressive end-of-life (EOL) care, lower rates of depression, and
longer survival of 2.7 months. The ENABLE II study randomly
assigned patients with advanced cancer to an advanced practice
nursing palliative care intervention versus usual care and found
higher QOL and lower depressed mood with the intervention. Subsequent studies by these investigators and others attempted to tease out
which elements of palliative care contributed to the positive results. The
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Randomized pilot
study

Prospective,
quasiexperimental
study

RCT

Single-blind
randomized trial

RCT

Dyar14

Ferrell20

Grudzen16

Higginson15

Hudson17

Two-group,
prospective,
sequential,
quasiexperimental
study

RCT

DionneOdom13

Sun4

RCT

Chochinov12

Study Design

Fast-track RCT

Reference

Bakitas11

Study Population

Cancer Type

Breast, CRC, lung,
Patients with
or other cancer
advanced cancer
presenting to
emergency
department
Adults with
Multiple; primarily
refractory
lung cancer
breathlessness
and advanced
disease (not
100% cancer)*
Primary family
caregivers of
patients with
advanced cancer
receiving homebased palliative
care
Family caregivers
Patients with stage
I to IV NSCLC

Patients with stage NSCLC
I to IV NSCLC

Advanced-stage
Patients with
solid tumor or
advanced cancer
hematologic
at NCI cancer
malignancy
centers, VA
medical centers,
and community
outreach clinics
Patients (age $ 18 Lung, breast, GI,
GU, gynecologic,
years) with
hematologic,
terminal
brain, or other
prognosis (life
cancer
expectancy # 6
months)
Advanced-stage
Caregivers of
solid tumor or
patients with
hematologic
advanced cancer
malignancy
Patients with
Breast, lung,
metastatic
prostate, or other
cancer
cancer

1: PC Intervention

Standard palliative
care

3: Intervention

Client-centered
care

NA

Standard care

Usual
pulmonologist
specialty care

Standard care

Usual care

Usual care
Presented at
interdisciplinary care
meetings, four
educational sessions
(organized in
physical,
psychological, social,
and spiritual
domains), self-care
plans
(continued on following page)

One face-to-face visit

Breathlessness
support service

Palliative care
intervention

Interdisciplinary
palliative care
intervention

Two face-to-face
visits

Delayed initiation of NA
Early initiation of
palliative care
palliative care (within
(3 months
30 to 60 days
postdiagnosis)
postdiagnosis)
ARNP-directed
Standard care
NA
intervention

Dignity therapy

Delayed initiation
Early initiation of
of palliative care
palliative care (within
(3 months
30 to 60 days
postdiagnosis)
postdiagnosis)

2: Comparator or
Control

Study Arm

Table 1. Study Characteristics

Usual Care
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157 (153 pairs)

148

One visit, n 5 57; two
visits, n 5 93

67

52

197 (191 pairs)

Study Duration

October 2010 to
March 2013

April 2005 to
October 2008

October 2010 to
March 2013

July 2011 to
August 2014

12 weeks
Recruitment:
12 weeks
(June 2011 to
April 2014)
6-week
intervention

Accrual:
November 13,
2008, to July
28, 2009
219 (early,
Primary outcome
n 5 105; late,
analysis:
12 weeks
n 5 114)

14

Caregivers
delayed,
n 5 61

Arm 2,
n 5 111;
arm 3,
n 5 107

Delayed,
n 5 -103

53

272 (early-stage
disease, n 5 130;
late-stage disease,
n 5 142)
69

12

Caregivers early,
n 5 61

108

Early, n 5 104

Palliative Care

Sample Size Analyzed

Integration of Palliative Care Into Standard Oncology Care
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RCT

Study Design

Cancer Type

Upper GI cancer
Consecutive
patients with
unresectable or
recurrent upper
GI cancer
Patients with stage Lung, GI, GU,
breast, or
IV or III cancer
gynecologic
with poor clinical
cancer
prognosis and
estimated
survival of 6 to 24
months

Study Population

Early palliative care
intervention

Nurse-led follow-up at
home

1: PC Intervention

Standard care

Conventional
medical followup in outpatient
clinic

2: Comparator or
Control
3: Intervention

NA

NA

228

36

Palliative Care

233

30

Usual Care

Sample Size Analyzed
Study Duration

4 months
(recruitment
over 3.8 years:
December 1,
2006, to
February 28,
2011)

# 13 months

Abbreviations: ARNP, advanced registered nurse practitioner; CRC, colorectal; GU, genitourinary; NA, not applicable; NCI, National Cancer Institute; NSCLC, non–small-cell lung cancer; RCT, randomized clinical trial;
VA, Veterans Administration.
*“Participants were identiﬁed from respiratory medicine (50 [48%]), palliative care services (23 [22%]), general practices (15 [14%]), physiotherapy services (13 [12%]), and heart failure services [4%]).”16, p982

Zimmermann19 Cluster RCT

Uitdehaag18

Reference

Study Arm

Table 1. Study Characteristics (continued)

Ferrell et al
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Table 2. Study Quality Assessment
Adequate
Randomization

Concealed
Allocation

11

√

√

Chochinov12
Dionne-Odom13

√
√

√
√

Dyar14

?

?

Reference
Bakitas

Ferrell20
Grudzen16
Higginson15
Hudson17
Sun4
Uitdehaag

18

Zimmermann19

Sufﬁcient
Sample
Size
— (did not
meet
target
because
of slow
accrual)
√
— (see
Bakitas)
—

√
√
√

—
Partial
√

√
?
√
√

—

NR

?

NA

NA

√

√

√

√

— (below
target)
√

Overall
Potential
Risk of Bias*

Validated and
Reliable Measures

Adequate
Follow-Up

Insigniﬁcant
COIs

Partial (not
patients)

√

√

√

Low

√

—
Partial

√
√

√
√

√
√

Low
Low

√

—

√

√

Intermediate

—
√
√
√

—
Partial
Partial
Partial

√
√
√
√?

√
√
√
√

Intermediate?
Low
High
Low?

NR

√

— (by report of
authors)
√
√
?
? (shorter than
others)
√ (comparable
to others)
√ (longer than
most)
√

√

?

√

Intermediate
to high
Low

Similar Groups
Partial

Partial

Partial

Blinded

√

—

√

√ (with
exception
of prevalence
of GU
cancers)

—

√

√

NOTE. Study quality was formally assessed for nine RCTs and one quasiexperimental study identiﬁed. Assessment of study quality was performed for included
evidence by one methodologist. Study design aspects related to individual study quality (eg, randomization method and allocation concealment) and risk of bias were
evaluated. Assessment generally indicated low potential risk of bias for most identiﬁed evidence. Methodology Supplement provides deﬁnitions of ratings for overall
potential risk of bias; Data Supplement provides ratings of individual studies. √ indicates criteria were met; — indicates criteria were not met; ? indicates insufﬁcient
detail, not reported, and/or uncertain if criteria were met.
Abbreviations: COI, conﬂict of interest; GU, genitourinary; NA, not applicable; NR, not reported.
*Ratings are based on estimation of whether criterion was met and extent of potential bias, not simply on reporting.

studies that this guideline discusses were published after the 2012 PCO
and build on the evidence it reviewed.
Zimmermann et al19 performed a cluster randomized trial of
medical oncology clinics with 461 patients with stage IV or III solid
tumors with clinical prognoses of 6 to 24 months, comparing standard
care versus early palliative care in a free-standing palliative care clinic
within a cancer center. The 4-month intervention included multidisciplinary assessment in a palliative care clinic, routine telephone
and outpatient contacts, and an on-call service provided by palliative
care clinicians. The primary outcome was change in QOL (Functional
Assessment of Chronic Illness Therapy–Spiritual Well-Being [FACIT-Sp])
at 3 months. The study also measured other QOL outcomes and
satisfaction with care. At 3 months, there was a nonsigniﬁcant trend
toward a difference in FACIT-Sp (see Table 4 in the Data Supplement), whereas improvements in the Quality of Life at the End of
Life (QUAL-E) QOL outcome and patient satisfaction were
statistically signiﬁcant. At 4 months, almost all measures favored
the intervention with statistical signiﬁcance, including FACIT-Sp
and symptom intensity (which was not statistically signiﬁcantly
different at 3 months) measures. Strengths of the study included its
power and the inclusion of patients with multiple types of cancer,
widening the evidence base beyond patients with lung cancer. Limitations
included the setting in a single cancer center and selection bias resulting
from cluster randomization, which favored the standard care group.19
Another study found in the systematic review, by Dyar et al,14
compared a nurse practitioner–directed palliative care intervention
versus usual care for patients with metastatic solid tumors. This was a
www.jco.org

pilot study of 26 participants, and hospice referral was the primary
outcome. The study was closed early after the publication of ENABLE
II.26 One QOL score improved with intervention (statistically signiﬁcant; change from baseline mental QOL), as did the Functional
Assessment of Cancer Therapy–General Measure (FACT-G) emotional score. As a result of several factors, such as follow-up and
sample size, the investigators found it hard to assess the primary
outcome. The primary limitation was small sample size.
Since the 2012 PCO,1 other studies have involved participants
with NSCLC (as did the 2010 Temel et al2 study). Ferrell et al20
performed a prospective, sequential, quasiexperimental study with
491 participants. The usual care group was recruited ﬁrst, followed
by recruitment of an intervention group. The intervention included
baseline assessment, palliative care plan, interdisciplinary care
meetings, palliative and/or supportive care referrals, and education
sessions. The primary outcomes were QOL, symptom relief, and
psychological distress at 12 weeks, with no speciﬁed primary outcome. The Ferrell et al study included patients with stage I to IV
NSCLC (patients with early-stage NSCLC were not included in
earlier trials). Stage differences were analyzed (early v late). QOL
measures (FACT-Lung [FACT-L], Lung Cancer Subscale, Trial
Outcome Index, spiritual well-being and psychological distress,
FACIT-Sp, and Distress Thermometer) showed statistically signiﬁcant differences favoring the palliative care group. Intervention participants received signiﬁcantly more referrals, including to social work,
chaplaincy, nutrition, and pain services, and more advanced EOL
planning (all four measures). There were no statistically signiﬁcant
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differences in hospice use, EOL chemotherapy use, or survival. One
strength of this study was its inclusion of participants with early-stage
disease. A multivariable analysis found that patients with early-stage
NSCLC had signiﬁcantly higher QOL outcomes than those with latestage disease. A limitation was that the study was a sequential trial, not
an RCT, leading to possible selection bias.
The ENABLE III study by Bakitas et al11 compared early versus
delayed palliative care in 207 patients with new, progressive, or
relapsed solid tumors or hematologic malignancies with prognoses
of 6 to 24 months. The intervention included an in-person palliative
care consultation, nurse-led telephone coaching sessions, and followup. Outcomes included QOL, 1-year survival, and resource use; no
primary outcome was selected. As mentioned, the 2012 PCO1
discussed the ENABLE II study. In ENABLE III, 4.8% of patients
had hematologic malignancies, a group not included in many palliative
care studies. Approximately 60% of the participants lived in rural areas.
One-year survival was signiﬁcantly improved (P 5 .04), although
overall survival was not. The authors noted that regional palliative
care quality improvement projects and growing acceptance of early
palliative care as a standard of care may have affected recruitment
and reduced the ability to reach the accrual target. In addition, half of
the patients in the delayed group received palliative care consults
earlier than speciﬁed in the protocol.
Grudzen et al16 randomly assigned 136 patients with cancer
presenting to the emergency department at an academic urban center
to usual care versus usual care plus a palliative care consultation that
included symptom, spiritual, social need, and goals-of-care assessments.
QOL, the primary outcome, was substantially improved. Median
survival increased from 132 to 289 days, but this was not statistically
signiﬁcant. Health care use was not changed, and hospice use remained
low, at 25% for both groups.
Higginson et al15 at Kings College London randomly assigned
105 patients with refractory breathlessness (of whom 20% had
cancer) to usual pulmonologist specialty care versus the same plus
a palliative care intervention. The intervention included a palliative
care team, home physical therapy visits to teach energy conservation,
a hand-held fan, and use of a poem as a mantra to help breathing and
relaxation during crises. The main end point, the mastery domain of
the Chronic Respiratory Disease Questionnaire, was signiﬁcantly
improved in the palliative care group, with a 16% improvement in
breathlessness. The 6-week mean cost was £14 greater in the breathlessness support service group than the control group, despite the cost of
the intervention. The same intervention was applied to 67 participants
with advanced cancer who were referred to the breathless service
(100%), either at presentation or after a 2-week delay, in a separate
and smaller trial.27 The service was judged effective, because breathlessness decreased by 1.29 (adjusted difference: 95% CI, 22.57
to 20.05; P 5 .05; scale, 0 to 10) and helpful; 68% of participants
reported a signiﬁcant impact in qualitative analyses. The service was
judged cost effective, with total cost (including informal care) £354
less for the intervention group, combined with a small improvement
in quality-adjusted life-years.
Greer et al22 reported on secondary outcomes of chemotherapy and hospice use in the 151 patients in the Temel et al2 study.
The outcomes of the secondary analysis included the total number of
chemotherapy regimens for all participants, timing of chemotherapy
administration, and hospice enrollment at EOL. Chemotherapy use
at EOL was an exploratory outcome, not the primary outcome.
8

There was no difference in overall number of chemotherapy regimens. However, participants receiving early palliative care had lower
chemotherapy use at EOL, with half the odds of receiving chemotherapy within 60 days of death (52.5% v 70.1%; P 5 .05; adjusted odds ratio, 0.47; 95% CI, 0.23 to 0.99; P 5.05). There was also
lower use of intravenous chemotherapy, but not of oral chemotherapy, during the last 60 days of life.
Another secondary analysis of the study by Temel et al2 showed
prognostic awareness is important and inﬂuences the care patients
receive; just 9% of the patients in the palliative care plus usual care
group received intravenous chemotherapy near EOL, versus 50% of
those in the usual care group. Fourth- and ﬁfth-line chemotherapy
treatments have no proven beneﬁt; however, they have the same
adverse effects as earlier-line chemotherapy.28,29 There were similar
rates of hospice referral in the two arms; intervention participants
had earlier referrals for hospice services and longer stays than
control participants. Limitations of these analyses included nongeneralizability of beneﬁts to other clinicians and patients, because
the analyses were performed at an academic center with only patients with lung cancer.22
Clinical interpretation. The review presented evidence supplementary to that reported in the ASCO PCO1 and supports the
integration of interdisciplinary palliative care services into the routine
care of patients with advanced cancer. There is now robust evidence
from multiple large clinical trials that early palliative care improves
QOL, reduces depression, and improves satisfaction with care.2,11,19
Early palliative care also reduced the use of chemotherapy near EOL
for patients with lung cancer and increased enrollment and length of
stay in hospice,22 while improving survival.2 In the quasiexperimental
study in patients with lung cancer, beneﬁts were noted primarily for
patients with stage I to IIIB disease rather than stage IV disease.20
Although the ENABLE III trial did not demonstrate a beneﬁt in
patient-reported outcomes, the study had limited power, and a substantial proportion of patients in the delayed group received palliative
care early.11 It is noteworthy that there were no adverse outcomes
reported from early palliative care involvement in any of the trials.

CLINICAL QUESTION 2
What are the most practical models of palliative care? Who should
deliver palliative care (external consultation, internal consultations with
palliative care practitioners in the oncology practice, or performed by
the oncologist him- or herself)?
Recommendation 2
Palliative care for patients with advanced cancer should be
delivered through interdisciplinary palliative care teams, with
consultation available in both outpatient and inpatient settings (type:
evidence based, beneﬁts outweigh harms; evidence quality: intermediate; strength of recommendation: moderate).
Literature review update and analysis. Literature relevant to
this recommendation includes the Bakitas et al,11 Ferrell et al,20
Grudzen et al,16 Higginson et al,15 and Zimmermann et al19 studies
described under Recommendation 1. There were no comparative
health services delivery studies found, reﬂecting that alternative
palliative care delivery has not been well studied. All the studies
found were palliative care interventions (variable components)
versus standard oncology care or early palliative care versus delayed
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palliative care. Studies have demonstrated the value of outpatient
multidisciplinary teams and telephone-based specialized palliative
care interventions alongside standard care by the oncology team.
Whether improved outcomes can be achieved through changes in
health care delivery and training by oncology care providers has
not been studied.
Clinical interpretation. Although palliative care delivery models
for oncology patients are varied, the unifying elements among
successful models include a palliative care provision by an
interdisciplinary team available as a consultation service, with
a presence in the outpatient as well as inpatient setting. In the
primary studies, the providers were usually palliative care
physicians (and advanced practice providers in some models)
and/or palliative care nurses, at minimum.2,11,19 Some of the teams
in the studies also included a social worker, chaplain, and/or rehabilitation specialist (physical therapy, occupational therapy, or
rehabilitation medicine). Successful palliative care consultations provide
comprehensive baseline and ongoing assessments that include evaluation of QOL and physical, psychological, spiritual, and social domains
and prognostic disclosure (Appendix Table A2, online only).30 A
majority of successful palliative care models demonstrated in the
literature operate as integrated consultants within the oncology
clinic, which may enhance communication with oncology providers.
Everyone who is involved with the care of patients and caregivers
should be aware of the structure and importance of palliative care
and have general knowledge and skill in palliative care practices.
Although most palliative care studies focus on referral of
patients with advanced malignancy, one study discussed here, by
Zimmermann et al,19 included patients with all stages of NSCLC and
demonstrated that patients with earlier-stage disease received greatest
beneﬁt; however, further study is needed on this population.20 The
potential impact of palliative care interventions for patients with
multiple types of earlier-stage cancer requires further study.
Oncologists may note that they are providing palliative care
themselves. The palliative care studies have all use standardized
symptom, spiritual, and psychosocial assessments, with an emphasis on early discussion of prognosis and treatment options to
discern prognostic awareness and early discussion of hospice. On
the basis of the current literature, it seems that the most practical means of providing the demonstrated beneﬁts of palliative care for oncology patients is through a multidisciplinary palliative
care team. It is possible that the beneﬁcial elements of palliative care
could also be provided by the primary oncology team. However, to
achieve similar results in practice, clinicians should use the structured
approach described in the studies. If this model is considered impractical because of workforce issues or other resource constraints, it
is important to ensure that the important elements of palliative care
discussed under Clinical Question 3 can be provided.

CLINICAL QUESTION 3
How is palliative care in oncology deﬁned or conceptualized?
Recommendation 3
Patients with advanced cancer should receive palliative care
services, which may include a referral to a palliative care provider.
Essential components of palliative care include: rapport and relationship
building with patient and family caregivers; symptom, distress, and
www.jco.org

functional status management (eg, pain, dyspnea, fatigue, sleep
disturbance, mood, nausea, or constipation); exploration of understanding and education about illness and prognosis; clariﬁcation
of treatment goals; assessment and support of coping needs (eg,
provision of dignity therapy); assistance with medical decision
making; coordination with other care providers; and provision of
referrals to other care providers as indicated. For newly diagnosed
patients with advanced cancer, the Expert Panel suggests early
palliative care involvement, starting early in the diagnosis process
and ideally within 8 weeks of diagnosis (type: informal consensus;
evidence quality: intermediate; strength of recommendation: moderate).
Literature review update and analysis. All of the palliative case
intervention arms in the trials underwent standardized symptom,
psychosocial, and spiritual assessments, although the exact instruments varied (Data Supplement). The goal of providing palliative care within 8 weeks is based on the 2010 Temel et al2 report in
which patients in the palliative care arm received palliative care
within 8 weeks of diagnosis of metastatic disease (Clinical Question 6).
The Jacobsen et al23 secondary analysis of the Temel et al study
involved only those in the intervention arm of the primary RCT;
67 of those participants were analyzed. Outcomes measured included health-related QOL (HRQOL) and mood, as well as time
clinicians spent with patients and the elements of consultation.
When patients’ QOL and mood were lower, clinicians spent more
time with them. A majority of the visits occurring soon after diagnosis and intervention were mainly devoted to symptom management (median time, 20 of 55 minutes on symptom management,
10 of 55 minutes on illness understanding, and 15 of 55 on coping;
0 minutes on decision making and planning or referrals). There were
limitations to this analysis; most of the patient were white, there were
risks of a lack of generalizability outside of a major academic cancer
center, potential recall bias, and some overlap in domains of care;
also, the analysis measured the length of time of the ﬁrst visit only.
A qualitative substudy of the 2010 Temel et al2 report by Yoong
24
et al included 77 participants and aimed to identify the content
and key elements of early palliative care for outpatients and look
for variation in elements over time. The methods included analyzing and coding documentation to look for themes. The following
major themes were identiﬁed: relationship and rapport building,
addressing symptoms, addressing coping, establishing illness
understanding, discussing cancer treatments, EOL planning, and
engaging family members; initial visits emphasized the ﬁrst, fourth,
and ﬁfth themes, and later visits emphasized the ﬁfth and sixth
themes. Visits throughout the trajectory included the second,
third, fourth, and seventh themes. Another substudy of the Temel
et al report by Back et al21 was a qualitative study suggesting that
these timings are a result of deliberate strategies of palliative care
clinicians. In the small randomized trial of the Breathlessness
Intervention Service for patients with lung cancer described under
Clinical Question 1, additional support, personal touch, and the
way information was presented over time were highly valued
because they increased patient and caregiver conﬁdence.15
Chochinov et al12 conducted the ﬁrst RCT of dignity therapy.
This three-arm RCT randomly assigned 326 participants with
prognoses of 6 months or less to dignity therapy (deﬁned as a form
of psychotherapy “enhancing the end-of-life experiences of terminally
ill patients”12(p753)), standard palliative care, or client-centered care
(deﬁned as a supportive psychotherapeutic approach, in which
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a “research nurse therapist guides the patient through discussions
that focus on here-and now issues—ie, participants are asked about
their illness, associated symptoms, and what is being done to address
their distress”12(p755)). Dignity therapy is intended to generate
“a sense of meaning, purpose, continued sense of self, and overall
sense of dignity.”12(p754) The primary outcomes were in the domain
of distress (psychosocial, emotional, and spiritual), which were
measured before and after the interventions. No statistically signiﬁcant
differences were found among the three arms. In a poststudy survey,
there were statistically signiﬁcant improvements in QOL with dignity
therapy versus the two other arms, as there were in mental health.
There were no such differences in symptoms or survival. There was
statistically signiﬁcant improvement in dignity with regard to family
relationships. In the comparison of the three arms, senses of sadness
and depression and satisfaction outcomes were statistically signiﬁcantly higher with dignity care than with palliative care. Spiritual wellbeing was also statistically signiﬁcantly improved compared with
client-centered care.
Clinical interpretation. Palliative care in oncology is conceptualized as a critical component of care that addresses the QOL
needs of the patient and his or her family and helps the patient to
establish his or her goals and preferences for care (Clinical Question 5
describes relevant literature on families). Palliative care is complementary to traditional oncology care that focuses on disease-directed
therapy to reduce symptom burden from disease and prolong life. The
integration of palliative care into standard oncology care soon after
diagnosis is of beneﬁt to patients and families (Special Commentary
provides further discussion on timing). Early involvement of palliative
care does not hinder the provision of oncology services or ask that
patients and families discuss and make decisions about EOL care
before they are ready (emotionally or from a treatment standpoint) to discuss these topics. Rather, palliative care can complement
oncologic plans, helping to ensure patients’ goals are met. To accomplish these aims, palliative care services are individually tailored
and have distinct elements that complement the services provided in
standard oncology care. These features include an emphasis on the
psychosocial challenges of worsening disease and additional time
spent in assisting with decision making. Initial palliative care
appointments are time intensive, often focused on building rapport
with patients and families, establishing illness understanding, and
discussing symptoms. Later visits may focus on discussing changes
to cancer treatments and EOL issues. Throughout the illness trajectory,
palliative care visits address symptom management, patient and family
coping, and assessment of illness understanding and seek to engage the
patient’s family.

CLINICAL QUESTION 4
How can palliative care services relate in practice to other
existing or emerging supportive care services (including nurse navigation, lay navigation, community and home health care, geriatric
oncology, psycho-oncology, and pain services)?
Recommendation 4
Among patients with cancer with high symptom burden and/or
unmet physical or psychosocial needs, outpatient programs of cancer
care should provide and use dedicated resources (palliative care clinicians) to deliver palliative care services to complement existing program
10

tools (type: informal consensus, beneﬁts outweigh harms; evidence
quality: intermediate; strength of recommendation: moderate).
Literature review update and analysis. Back et al21 conducted
a qualitative substudy of the Temel et al2 study with physicians
and advanced practice nurses involved in the palliative care of the
participants to characterize their approaches (mentioned under
Clinical Question 3). The participants identiﬁed three primary
areas: managing symptoms, emotional work, and serving as an
interpreter between the patient and oncologist. This study extends the ﬁndings of the Yoong et al24 study, also discussed under
Clinical Question 2. One strength of the Back et al study was
that the data analysts were not involved in the clinical trial or
qualitative study. Limitations included some similar to those in
the RCT (eg, single-institution study). In addition, the sample
size was small.
Uitdehaag et al18 performed an RCT of 66 patients with incurable upper GI cancer in the Netherlands and their relatives. The
authors compared monthly nurse-led follow-up at home with followup at a clinic. Patients were eligible if a panel had determined that cure
was not possible and if they were not eligible for (further) antitumor
treatment. The primary outcome was HRQOL, and additional
outcomes included satisfaction and cost. The study found some
statistically signiﬁcant differences in the satisfaction items, including
advice and information given by the care provider and patient
involvement in care planning. The HRQOL results were similar
between the two groups. Satisfaction and lower burden were reported by patients and their relatives in the intervention arm. Costs
per patient with the nurse-led intervention were 38% lower than
with clinic visits; however, there were more visits in this group.
Although the services were available for up to 13 months, most
data were analyzed at 4 months because of participant dropout (at
4 months: intervention, 70% dropout; control, 75%). The authors
discussed several limitations, including participant dropout and
a potential lack of generalizability. The Chochinov et al12 study
discussed under Clinical Question 3 is also relevant to this section.
However, there is a paucity of comparative health research studies
to inform how palliative should work with other existing or
emerging supportive care services, and the panel suggests research be
conducted on these topics.
Clinical interpretation. As of the most recent guideline, new
literature has emerged to better understand the importance of service
delivery provided by palliative care clinicians. Among most studies,
the most frequent clinicians providing service delivery or palliative
care intervention were nurses. However, despite two randomized
trials outlining palliative care interventions speciﬁcally delivered
by nurses,12,18 some results show limited beneﬁts, either because
of noncompletion by patients or early dropout. Trials did identify
improved QOL beneﬁts as a direct result of palliative care interventions,
but none of the trials compared whether palliative care programmatic
interventions differed from other service program tools or whether they
were superior. The data are clear that added palliative care services
complement usual oncology care and enhance beneﬁts to patients
across the continuum.
Outpatient programs of cancer care often deliver services to address high symptom burden or unmet current or anticipated physical or
psychosocial needs through program tools such as nurse navigation,
geriatric oncology, or pain services during early phases of care and
transition patients to palliative care programs in late phases of care
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(EOL care planning). Other professionals serving these patients and
their caregivers include social workers, mental health professionals,
clergy members, integrative oncology providers, and more. Offering
palliative care across the continuum should complement existing supportive care programs (eg, social work, pain management, pastoral care)
and may serve to ensure coordination and communication across these
services.

CLINICAL QUESTION 5
Which interventions are helpful for family caregivers?
Recommendation 5
For patients with early or advanced cancer for whom family
caregivers will provide care in outpatient, home, or community settings,
nurses, social workers, or other providers may initiate caregiver-tailored
palliative care support, which could include telephone coaching, education, referrals, and face-to-face meetings. For family caregivers who
may live in rural areas and/or are unable to travel to clinic and/or longer
distances, telephone support may be offered (type: evidence based;
evidence quality: low; strength of recommendation: weak).
Literature review update and analysis. The Dionne-Odom
et al13 study was part of the ENABLE III RCT of early versus
delayed initiation of palliative care in a rural area. Dionne-Odom et al
included 122 caregivers of patients with advanced cancer. The family
caregiver intervention consisted of telephone coaching sessions and
included education and coaching by nurses. The primary outcomes
studied were QOL, depressed mood, and burden of caregivers. There
was a signiﬁcant beneﬁt in the depression end point with early
palliative care. The investigators conducted an intention-to-treat
analysis with a terminal-decline model (data from last 36 weeks of
life). This analysis also found a beneﬁt in depression and stress but
not in QOL or objective or demand burden scores. Limitations
included a lower sample size than planned, in addition to an attrition
rate greater than 30%. Therefore, the results may not be generalizable
to other populations.
Hudson et al17 reported the results of a 4-week, three-arm
RCT of family caregivers caring for their loved ones with advanced
cancer at home. It compared face-to-face visits (one or two) by nurses
with standard care and included 148 participants. The intervention
involved assessment, a guidebook, telephone or home visit(s), a care
plan, and bereavement preparation. The primary outcome was psychological well-being at three time points, and secondary outcomes
included preparedness for and positive aspects of caregiving and
caregiver competence at the same time points. Most of the effects
were small and nonsigniﬁcant, including for the primary outcome
(General Health Questionnaire). There was a small and signiﬁcant
change in the preparedness scale with two visits, and caregiver competence was signiﬁcantly better for both one and two visits. Limitations
included a small sample size and short intervention time.
The Sun et al4 study was a nonrandomized, sequential quasiexperimental study of patients with stage I to IV NSCLC along
with the patients’ family caregivers (accompanying the corresponding
study reporting on patient outcomes by Ferrell et al20). Data from 366
family caregivers were analyzed. The intervention included professionals
from multiple professions who, after multidisciplinary team meetings,
provided referrals, educational sessions, and self-care plans to family
caregivers. The outcomes were primarily QOL outcomes, as well as
www.jco.org

psychological distress, caregiver burden, and caregiving skills preparedness; the participants were observed for 6 months. The 12-week
measurement was the primary outcome. Those who received the intervention had signiﬁcantly lower caregiver burden (for some subscales;
P , .001) and stress (P 5 .008) than the comparator group. Total QOL
and two of the subdomains were not statistically signiﬁcantly different.
There were statistically signiﬁcant differences in the social and spiritual
well-being and psychological distress measurements. There were no
statistically signiﬁcant differences in caregiver skills preparedness.
Summary of outcomes. Only one published study found
statistically signiﬁcant differences for family caregivers in the QOL
outcomes for the palliative care group. Published studies found
statistically signiﬁcant differences in some mental health outcomes,
including depression (one study), stress (three studies), caregiver
burden (three studies), and psychological distress. There were varying
ﬁndings in preparedness outcomes.
Clinical interpretation. Early palliative care involvement may
beneﬁt family caregivers emotionally and psychologically by lowering
levels of depression, stress, caregiver burden, and psychological
distress. Nurses and other members of the health care team may
offer support and education through structured, face-to-face, and
telephone sessions. Contents of these sessions could include education
and the development of self-care plans. The decision to offer face-toface versus telephone encounters can take into account the family
caregivers’ unique situations (eg, distance from clinic). FGCs may also
beneﬁt from referrals to supportive care services and community
resources. Outcomes in studies were attained in three to four sessions,
making these feasible interventions to implement. There is insufﬁcient
evidence on the long-term effects of these interventions. There is
stronger evidence supporting the beneﬁt of these interventions
for family caregivers of patients with advanced cancer4,13,17 than
for those of patients with early-stage cancer.4

CLINICAL QUESTION 6
Which patients should be offered or referred to palliative care
services, and when in their disease trajectory; are there triggers that
should be used to prompt specialty palliative care referrals?
Special Commentary
The patient populations in the palliative care intervention
studies that have demonstrated improvements in patient and family
outcomes may help identify appropriate triggers to specialty
palliative care referrals. Most studies have been conducted among
outpatients with advanced-stage malignancies and their families,
although the study by Ferrell et al20 included patients with all
stages of NSCLC, with QOL improvements found to be greater
among patients with early- as compared with late-stage disease.
Furthermore, the timing of palliative care interventions provides
guidance regarding optimal timing of referrals. The beneﬁts of
palliative care referrals at the time of diagnosis of advanced
malignancies are supported by studies demonstrating improved
outcomes with early palliative care interventions versus usual
care. These include the RCT of early palliative care (ie, at the
time of diagnosis) versus usual care by Temel et al2 in patients
with advanced-stage lung cancer in the outpatient setting and
the cluster randomized trial by Zimmermann et al19 of early
palliative care versus standard care for patients advanced solid
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tumors as outpatients with a physician-assessed limited prognosis (ie, 6 to 24 months). Additionally, some studies comparing
early versus delayed palliative care referrals in the setting of advancedstage malignancies suggest that beneﬁts may be greater when referrals
occur earlier.13,14 Notably, the study by Bakitas et al11 of early (30 to
60 days within diagnosis) versus delayed specialty palliative care
referrals (3 months after the early group) did not ﬁnd differences
between arms in patient QOL outcomes or resource use, but it
observed signiﬁcantly improved 1-year survival in the early palliative
care group. A retrospective cohort study published after the closing
data parameter of the systematic review conducted for this guideline
compared matched patients with cancer who received early (80%
outpatient) versus late (80% inpatient) palliative care consultation
and found early palliative care was associated with less intensive
medical care, improved quality outcomes, and approximately $6,000
in cost savings per person at EOL for patients.31
Investigations of speciﬁc triggers for palliative care referrals
are limited, especially regarding outpatient palliative care (where
the studies showing beneﬁt were conducted).2,11,19,20 One study,
which did not meet the ASCO systematic review criteria, piloted
a checklist and used it to prompt palliative care referrals among
patients who were hospitalized, including those with cancer.32 In
this study, palliative care referrals were triggered for hospitalized
inpatients meeting one or more of the following criteria: stage IV
disease or stage III lung or pancreatic cancer, prior hospitalization
in the last 30 days, hospitalization longer than 7 days, and uncontrolled
symptoms. The pilot population, compared with an inpatient population meeting those criteria in the year before the intervention, had
improvements in 30-day readmission rates and mortality index32
(mortality index is observed v expected deaths33).
However, these criteria for palliative care referral alone would
likely overwhelm current palliative care resources and point to the
need for improved generalist palliative care competencies among
oncologists to ensure basic palliative care needs are addressed.
Additionally, as suggested by the ﬁndings of Ferrell et al,20 these
criteria would not identify patients with earlier-stage cancer in
need of palliative care referrals. This implies the need for triggers
for specialty palliative care referrals to be assessed early and regularly among all patients with cancer, regardless of disease stage,
although most prominently among patients with advanced-stage
cancer and their families, and for oncologists to learn primary
palliative care skills.34
The Center to Advance Palliative Care,35 in recognition of the
critical need for identifying patients in need of subspecialty palliative care referrals, convened a consensus panel in 2010 to aid in
deﬁning key triggers for palliative care referrals for patients who are
hospitalized. In its statement, the consensus panel ﬁrst noted that it
is “neither sustainable nor desirable that palliative care specialists
manage all the palliative care needs of all seriously ill patients.”35(p1)
The panel statement pointed to the “urgent need to improve basic
palliative care assessment and treatment skills among clinicians
caring for patients with serious illness, with the goal of reserving
specialty-level palliative care services for problems beyond their
capabilities.”35(p1) In addition to promoting primary palliative care
through provider education, the consensus panel promoted the application of checklists for palliative care referrals to be used by those
caring for patients with serious illness. Criteria that the consensus
panel identiﬁed, based on review of the literature and Expert Panel
12

consensus, are intended to apply to the inpatient setting across seriously ill populations, but they are informative to the populations of
patients with cancer in both outpatient and inpatient settings (Table 3).
In summary, interventional studies support early specialty
palliative care referrals among patients with advanced-stage malignancies and their caregivers. However, additional triggers should
be considered among all patients with cancer to ensure prompt
referrals to specialty palliative care services for patients at high risk
for specialty palliative care needs. Furthermore, oncologists should
be educated in primary palliative care competencies and regularly
assess triggers for palliative care specialty services as part of their
care of patients with cancer and their family caregivers. Additional
studies are needed to better deﬁne triggers for meeting unmet
specialty palliative care needs in the population of patients with
cancer.

PATIENT AND CLINICIAN COMMUNICATION

Patient, caregiver, and clinician communication is a foundation of
palliative care. Research on patient and clinician communication
speciﬁc to patients with advanced cancer, including on EOL issues,
and other aspects related to palliative care has been performed;
however, the scope of this guideline did not include reviewing that
literature. However, a key component in retrospective analyses has
been the performance of a goals-of-care discussion that entails
asking about knowledge of the illness, realistic options for treatment, and planning for the future; if such discussions are held, care
at EOL improves and is more consonant with patient preferences.
ASCO is developing a future guideline on patient–physician
communication. In addition, several previous versions of the
ASCO guideline on the treatment of patients with stage IV NSCLC
reviewed literature relevant to that population and provided concrete
communication tips for clinicians, including to discuss the risks
and beneﬁts of antitumor treatment and palliative care with
patients and to talk over prognosis, clinical trials, and advanced
care planning.5 The stage IV NSCLC guideline also suggests inquiry
about psychological and spiritual care, social support, assessing
family caregiver needs, and physician self-care. Please see the
Palliative Care and Patient and Clinician Communications sections of the 2015 guideline, as well as its Data Supplement, which
includes sample talking points.5

HEALTH DISPARITIES

Although ASCO clinical practice guidelines represent expert recommendations on the best practices in care to provide the highest
level of cancer care, it is important to emphasize that many patients
have limited access to palliative care. Racial and ethnic disparities in
health care contribute signiﬁcantly to this problem in the United
States. Patients with cancer who are members of racial or ethnic
minorities disproportionately experience comorbidities, encounter
more substantial obstacles to receiving care, are more likely to be
uninsured, and are at greater risk of receiving care of poorer quality
than other Americans.36-39 Many other patients lack access to care
because of their geographic location or distance from appropriate
treatment facilities.
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Table 3. Criteria for Palliative Care Assessment at Time of Admission35
Criterion*
Primary†
Surprise question: You would not be surprised if patient died within 12 months or before adulthood23-25
Frequent admissions (eg, . one admission for same condition within several months)26-30
Admission prompted by difﬁcult-to-control physical or psychological symptoms (eg, moderate to severe symptom intensity for . 24 to 48 hours)6,31
Complex care requirements (eg, functional dependency; complex home support for ventilator, antibiotics, feedings)6
Decline in function, feeding intolerance, or unintended decline in weight (eg, failure to thrive)6,31
Secondary‡
Admission from long-term care facility or medical foster home§
Elderly patient, cognitively impaired, with acute hip fracture32,34-36
Metastatic or locally advanced incurable cancer37
Chronic home oxygen use§
Out-of-hospital cardiac arrest38,39
Current or past hospice program enrollee§
Limited social support (eg, family stress, chronic mental illness)§
No history of completing advance care planning discussion or document6,31
NOTE. Adapted with permission.35
*In addition to potentially life-limiting or life-threatening condition.
†Primary criteria are global indicators that represent minimum that hospitals should use to screen patients at risk for unmet palliative care needs.
‡Secondary criteria are more-speciﬁc indicators of high likelihood of unmet palliative care needs and should be incorporated into systems-based approach to
patient identiﬁcation if possible.
§These indicators are included based on panel consensus opinion.

As discussed in a review by Johnson et al40 from 2013, there is
a paucity of health disparities research on palliative care, and
several limitations exist to the research that has been conducted. Of
a limited number of publications, some indicate similar beneﬁts for
people of color and whites, and others show that disparities exist, as
in other aspects of cancer care (described in the ASCO stage IV
NSCLC guideline5). In addition to race, poverty and low socioeconomic and/or immigration status are determinants of barriers to
palliative care; in both areas, clinician–patient communication gaps
occur.41,42 One example of a disparity was found in a 2010 prospective
longitudinal cohort study of black and white patients with advanced
cancer conducted by Mack et al,43 who examined the differences in
how patients and physicians communicate about EOL care by
race. The investigation was based on the observation that some
black patients receive more life-prolonging EOL care than some
white patients. The study conﬁrmed this observation; despite the
same rates of communication, there was an association between
lower rates of life-prolonging care among white patients and discussions about life-prolonging care, suggesting there are contributing
factors occurring in both communication and the health system. An
exception was improvement in discussions leading to increased use of
hospice among some black patients.
Another study showed dissemination of information about
palliative and EOL care may not reach some black audiences in the
United States at all. Fishman et al44 performed a content analysis of
cancer news intended for black audiences or nonspeciﬁc audiences
to ﬁnd discussions of palliative care–related topics, including
adverse events, EOL care, or palliative or hospice care. The authors
found statistically signiﬁcantly lower reporting on adverse events,
treatment failure, and death and dying in black American media.
The authors found zero articles on palliative care or hospice in the
media directed at black audiences.
Studies have shown that patients covered by Medicaid in the
United States have not received guideline- or quality-adherent palliative care (eg, receipt of chemotherapy at EOL; v those with
Medicare).45,46 Geographic disparities in the receipt of palliative
www.jco.org

care also occur, including in rural versus urban or metropolitan
areas, as shown in studies from multiple countries.47-49 One pilot
study found a possible beneﬁcial intervention (ie, using videoconferencing to provide palliative care).48 Recent work has shown
that African Americans are at least as likely as whites to be referred for inpatient palliative care consultation, live longer than
whites after consultation (25 v 17 days), and have a rate of hospice
use that exceeds that of whites (59% v 51%).50 Palliative care
consultation seems to allow providers to bring up advance directives
and do-not-resuscitate status (eg, with 98% of African Americans at
one hospital; 65% agreed to do-not-resuscitate orders).51,52 In
addition, palliative care consultation with speciﬁc emphasis on goals
of care discussion seems to level the playing ﬁeld, with the same
number of African Americans electing hospice as white patients; in
one study, those who discussed code status had twice the rate of
referral to hospice (odds ratio, 2.14).53
In the studies underlying the recommendations in this update,
white participants were primarily overrepresented (ie, 71% to
97%). Clearly, further research involving people of color and/or
with lower socioeconomic status and/or participants from other
under-represented groups is needed. It is not within the scope of
this guideline to examine speciﬁc factors contributing to disparities; however, given the relatively recent publication of research
and guidelines on palliative care, it is likely that dissemination is
occurring slowly, especially in populations already experiencing health
disparities and/or populations with cultures differing from those
included in research to date. Awareness of the disparities in access to
palliative care should be considered in the context of this clinical
practice guideline, and health care providers should strive to deliver
the highest level of cancer care to these vulnerable populations.

MULTIPLE CHRONIC CONDITIONS

Creating evidence-based recommendations to inform treatment of
patients with additional chronic conditions, a situation in which
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a patient may have two or more such conditions—referred to as
multiple chronic conditions (MCCs)—is challenging. Patients with
MCCs comprise a complex and heterogeneous population, making
it difﬁcult to account for all of the possible permutations to develop
speciﬁc recommendations for care. It is important to note that
elderly patients most often have multiple chronic illnesses, and
with the aging population, it is expected that this problem will
increase. In addition, the best available evidence for treating index
conditions, such as cancer, is often from clinical trials, the study
selection criteria of which may exclude these patients to avoid
potential interaction effects or confounding of results associated
with MCCs. As a result, the reliability of outcome data from these
studies may be limited, thereby creating constraints for expert
groups to make recommendations for care in this heterogeneous
patient population. One recently published report noted that palliative
care consultation in the hospital was associated with a marked reduction
in direct costs (14% to 22%, depending on when the consultation
occurred) and that the effect was more pronounced when the patient
had more comorbidities; clinical outcomes were not reported.54
Because many patients for whom guideline recommendations
apply present with MCCs, all treatment plans need to take into
account the complexity and uncertainty created by the presence of
MCCs and highlight the importance of shared decision making
regarding guideline use and implementation. Therefore, in consideration of recommended care for the target index condition,
clinicians should review all other chronic conditions present in
patients and take those conditions into account when formulating
treatment and follow-up plans.
In light of these considerations, practice guidelines should
provide information on how to apply the recommendations for
patients with MCCs, perhaps as a qualifying statement for recommended care. This may mean that some or all of the recommended care options are modiﬁed or not applied, as determined by
best practice in consideration of any MCC.

COST IMPLICATIONS

How Is Palliative Care Reimbursed?
Palliative care is reimbursed as a medical specialty comparable
to oncology or hematology. Hospice and palliative medicine was
made an ofﬁcial medical subspecialty in the United States in 2006
and received a Medicare billing identiﬁer in 2008. Physicians and
advance nurse practitioners can bill for Medicare professional time
and palliative care services, but other members of interdisciplinary
teams, such as chaplains and social workers, cannot bill for palliative care services directly, so some other provision must be made
for them.
What Other Resources Are Available to Support
Palliative Care? What Is the Business Case for Palliative
Care?
The primary impetus for hospice and subsequently palliative
care was to improve QOL and symptom management. Hospice has
been proven over many years to improve symptoms, reduce patient
and caregiver distress, produce equal or even better survival compared with those who do not use hospice, and improve the chance of
14

dying where one desires, usually at home. Putting in place a system
of care that can respond to symptoms produces the positive effect of
reductions in the number of hospitalizations near EOL. The net
result is a savings of more than $8,600 per Medicare beneﬁciary.55
The primary argument for palliative care has always been to
improve care for patients and families. However, a compelling case
can be made that palliative care is better care at a cost we can afford;
palliative care in most studies has actually reduced the total cost of
care, often substantially.56 Not a single study, randomized or observational, has shown that cost is increased.57 The ﬁrst large randomized
trials of usual care versus usual care plus an interdisciplinary palliative
care team were conducted by a vertically integrated health care
organization—Kaiser-Permanente—involving more than 800 patients. Avoided hospital and intensive care unit days in the last
month of life led to equal survival, better satisfaction and
communication, and cost savings of 2$7,55058 and 2$4,88559; the
savings were sufﬁcient to convince Kaiser-Permanente to have interdisciplinary palliative care teams at all its major sites. Similar
savings were observed at eight centers, with 14% direct cost savings
in discharges of living patients (2$2,374 in 2014 dollars) and 22%
direct cost savings for decedent discharges (2$6,871 in 2014
dollars).60,61 The Veterans Administration also observed 38% direct
cost savings for patients receiving palliative care, overall, compared
with matched patients who did not receive palliative care, which led
it to emphasize palliative care across its systems.61
It is important to consider the type of palliative care intervention. Inpatient palliative care consultation, often conducted
when a patient has a short time to live and many symptoms, improves care and reduces costs. If palliative care consultation occurs
while the patient is an inpatient, the 30-day readmission rate is cut
from 15% to 10%. If, during that consultation, a goals-of-care
discussion is conducted, the 30-day readmission rate risk is 36%
of that if the discussion is not held.62
One way that costs are reduced is through increased and
earlier referrals to hospice. If the palliative care team saw patients
who were hospice eligible at Johns Hopkins Hospital, 57% of them
went home with hospice; if the palliative care team did not see
them, only 27% went home with hospice.63 Similar results were
seen in a hospital–hospice partnership, with a ﬁve-fold reduction in
30-day readmissions (1% v 5%).64 Patients who received a palliative
care team consultation were 3.24 times more likely to be discharged to
hospice (P , .001), 1.52 times more likely to be discharged to
a nursing facility, and 1.59 times more likely to be discharged
home with services (P , .001).65 Among patients in New York
with Medicaid, referrals to hospice increased more than 10-fold if
the palliative care team saw the patient.66
Going home with hospice meant a 5% 30-day readmission
rate versus a 25% rate for matched patients who did not go home
with hospice.67 Palliative care for those with life-limiting illnesses
should help make the transition to hospice easier and sooner before
death. It is important to point out that patients who use hospice,
compared with those who do not use hospice, have markedly improved
symptoms, less caregiver distress, reduced costs of approximately $8,700
per Medicare beneﬁciary,55 and, according to two published reports,
actually live longer.68,69
Inpatient palliative care also reduces costs directly by reducing
the length of stay in hospital and the services that are provided,
again with no impact on survival. Inpatient palliative care during
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hospitalization reduces direct hospital costs by 14% to 24%. The
earlier the palliative care consultation occurs, the larger the cost
savings.54,70 The economic impact of concurrent outpatient care
has been less marked, but it is notable that no study has shown
increased costs for patients with cancer.
In the 2010 Temel et al2 lung cancer study, costs for the two
arms were essentially equal; the early palliative care group had
a lower mean cost per day of $117, but patients in this arm lived
98 days longer.71 The palliative care breathlessness study involving
patients with advanced cancer showed both less dyspnea and lower
costs with palliative care, with a 66% to 81% chance of palliative
care being cost saving.27 The recent announcement of the Medicare
Choices program that allows concurrent hospice care and usual
cancer care for patients who are hospice eligible is an endorsement
of these potential cost savings. This program is based on the Aetna
Compassionate Care program that showed increased hospice referrals and a 22% savings in the last 40 days of life for patients with
cancer, with no obvious effect on survival.72 In contrast, the outpatient
concurrent care models here have shown a more limited impact on
the cost of care. Farquhar et al27 showed that early palliative care for
patients with cancer was not only effective but reduced costs. All the
studies reported here have shown improved care, but not a single one
has reported increased costs.

and most often published in Journal of Clinical Oncology and
Journal of Oncology Practice.
LIMITATIONS OF THE RESEARCH

Research to date has made great strides, but some of the studies
faced limitations, such as:

• The ﬁeld of palliative care research began relatively recently.
• Research funding for palliative care has been limited;
therefore, outcome data are limited (90% of hospitals have
funding for palliative care services, but few have funding for
research).
• The majority of the research has been in patients with solid
tumors, and more research is needed across tumor types and
in hematology.
• Research in health disparities in palliative care is lacking.
• Some studies were conducted at single sites, which can limit
generalizability, and/or had small sample sizes and/or short
follow-up.
ASCO believes that cancer clinical trials are vital to informing
medical decisions and improving cancer care and that all patients
should have the opportunity to participate. Patients in clinical trials
may beneﬁt from the support of palliative care.

EXTERNAL REVIEW AND PUBLIC COMMENT

The draft recommendations were released to the public for open
comment from July 6 to 20, 2016. A total of 94% of the 28 respondents either agreed or agreed with slight modiﬁcations to the
recommendations, whereas 6% of the respondents disagreed.
Comments received were reviewed by the Expert Panel and integrated into the ﬁnal draft before approval by the ASCO Clinical
Practice Guideline Committee.

GUIDELINE IMPLEMENTATION

ASCO guidelines are developed for implementation across health settings. Barriers to implementation include the need to increase awareness
of the guideline recommendations among front-line practitioners and
patients with cancer and their caregivers, as well as the need to provide
adequate services in the face of limited resources. A retrospective qualityof-care survey of caregivers by Teno et al73 found that between 2000 and
2011 to 2013, caregivers’ reports of their deceased loved ones’ needs for
many aspects of palliative and EOL care showed perceptions worsening
or staying the same over time, regardless of large policy changes. The
only improvement was seen in religious and spirituality needs among all
respondents, and in a subanalysis of one of three survey rounds, 61% of
those in hospice in their last month of life rated care as excellent versus
47% of those not in hospice. The authors conclude that opportunities
for better pain management, better care for dyspnea and anxiety or
depression, and better communication remain. Continued focus on
implementation and quality measurement in palliative care is crucial.73
This guideline will be distributed widely through the ASCO Practice
Guideline Implementation Network (PGIN). The guideline Bottom Line Box is designed to facilitate implementation of recommendations. ASCO guidelines are posted on the ASCO Web site
www.jco.org

LIMITATIONS OF THE LITERATURE AND FUTURE DIRECTIONS

To enhance and strengthen the evidence base on palliative care, the
dissemination of research results, and the quality and equity of
palliative care, more research is needed; speciﬁc areas include:

• Identiﬁcation of the speciﬁc elements, such as skills and
personnel, resulting in the difference seen in research.
• Identiﬁcation of triggers for palliative care.
• Inclusion of patients with cancers of types not represented in
earlier trials, especially hematologic cancers.
• More research on the role of palliative care for patients with
early-stage disease.
• Elucidation of health disparities speciﬁc to palliative care to
identify disparities, barriers, determinants in receipt and
quality of palliative care, and evidence-based interventions to
address disparities.
• More research on family caregivers.
• Inclusion of patients with advanced cancer in early-phase
clinical trials.

ADDITIONAL RESOURCES

More information, including a Data Supplement with additional
evidence tables, a Methodology Supplement with information
about evidence quality and strength of recommendations, slide
sets, and clinical tools and resources, is available at www.asco.org/
palliative-care-guideline and www.asco.org/guidelinswiki. Patient
information is available at www.cancer.net. Visit www.asco.org/
guidelineswiki to provide comments on the guideline or to submit
new evidence.
© 2016 by American Society of Clinical Oncology

Downloaded from ascopubs.org by 177.16.83.238 on November 22, 2016 from 177.016.083.238
Copyright © 2016 American Society of Clinical Oncology. All rights reserved.

15

Ferrell et al

AUTHORS’ DISCLOSURES OF POTENTIAL CONFLICTS
OF INTEREST
Disclosures provided by the authors are available with this article at
www.jco.org.

REFERENCES
1. Smith TJ, Temin S, Alesi ER, et al: American
Society of Clinical Oncology provisional clinical
opinion: The integration of palliative care into standard oncology care. J Clin Oncol 30:880-887, 2012
2. Temel JS, Greer JA, Muzikansky A, et al: Early
palliative care for patients with metastatic non-smallcell lung cancer. N Engl J Med 363:733-742, 2010
3. Dahlin C: Clinical Practice Guidelines for
Quality Palliative Care (ed 3). Pittsburgh, PA, National
Consensus Project for Quality Palliative Care, 2013
4. Sun V, Grant M, Koczywas M, et al: Effectiveness of an interdisciplinary palliative care intervention for family caregivers in lung cancer.
Cancer 121:3737-3745, 2015
5. Masters GA, Temin S, Azzoli CG, et al: Systemic therapy for stage IV non–small-cell lung cancer:
American Society of Clinical Oncology clinical practice
guideline update. J Clin Oncol 33:3488-3515, 2015
6. Sohal DP, Mangu PB, Khorana AA, et al:
Metastatic pancreatic cancer: American Society of
Clinical Oncology clinical practice guideline. J Clin
Oncol 34:2784-2796, 2016
7. Khorana AA, Mangu PB, Berlin J, et al: Potentially curable pancreatic cancer: American Society
of Clinical Oncology clinical practice guideline. J Clin
Oncol 34:2541-2556, 2016
8. Balaban EP, Mangu PB, Khorana AA, et al:
Locally advanced, unresectable pancreatic cancer:
American Society of Clinical Oncology clinical practice guideline. J Clin Oncol 34:2654-2668, 2016
9. Paice JA, Portenoy R, Lacchetti C, et al:
Management of chronic pain in survivors of adult
cancers: American Society of Clinical Oncology
clinical practice guideline. J Clin Oncol 34:3325-3345,
2016
10. Shiffman RN, Michel G, Rosenfeld RM, et al:
Building better guidelines with BRIDGE-Wiz: Development and evaluation of a software assistant to
promote clarity, transparency, and implementability.
J Am Med Inform Assoc 19:94-101, 2012
11. Bakitas MA, Tosteson TD, Li Z, et al: Early
versus delayed initiation of concurrent palliative oncology care: Patient outcomes in the ENABLE III
randomized controlled trial. J Clin Oncol 33:
1438-1445, 2015
12. Chochinov HM, Kristjanson LJ, Breitbart W,
et al: Effect of dignity therapy on distress and end-oflife experience in terminally ill patients: A randomised
controlled trial. Lancet Oncol 12:753-762, 2011
13. Dionne-Odom JN, Azuero A, Lyons KD, et al:
Beneﬁts of early versus delayed palliative care to
informal family caregivers of patients with advanced
cancer: Outcomes from the ENABLE III randomized
controlled trial. J Clin Oncol 33:1446-1452, 2015
14. Dyar S, Lesperance M, Shannon R, et al: A
nurse practitioner directed intervention improves the
quality of life of patients with metastatic cancer:
Results of a randomized pilot study. J Palliat Med 15:
890-895, 2012
15. Higginson IJ, Bausewein C, Reilly CC, et al: An
integrated palliative and respiratory care service for

16

AUTHOR CONTRIBUTIONS
Administrative support: Sarah Temin
Manuscript writing: All authors
Final approval of manuscript: All authors

patients with advanced disease and refractory
breathlessness: A randomised controlled trial. Lancet
Respir Med 2:979-987, 2014
16. Grudzen CR, Richardson LD, Johnson PN,
et al: Emergency department-initiated palliative care
in advanced cancer: A randomized clinical trial. JAMA
Oncol [epub ahead of print on January 14, 2016]
17. Hudson P, Trauer T, Kelly B, et al: Reducing
the psychological distress of family caregivers of
home-based palliative care patients: Short-term effects
from a randomised controlled trial. Psychooncology 22:
1987-1993, 2013
18. Uitdehaag MJ, van Putten PG, van Eijck CH,
et al: Nurse-led follow-up at home vs. conventional
medical outpatient clinic follow-up in patients with
incurable upper gastrointestinal cancer: A randomized study. J Pain Symptom Manage 47:518-530,
2014
19. Zimmermann C, Swami N, Krzyzanowska M,
et al: Early palliative care for patients with advanced
cancer: A cluster-randomised controlled trial. Lancet
383:1721-1730, 2014
20. Ferrell B, Sun V, Hurria A, et al: Interdisciplinary palliative care for patients with lung
cancer. J Pain Symptom Manage 50:758-767, 2015
21. Back AL, Park ER, Greer JA, et al: Clinician
roles in early integrated palliative care for patients
with advanced cancer: A qualitative study. J Palliat
Med 17:1244-1248, 2014
22. Greer JA, Pirl WF, Jackson VA, et al: Effect of
early palliative care on chemotherapy use and end-oflife care in patients with metastatic non–small-cell
lung cancer. J Clin Oncol 30:394-400, 2012
23. Jacobsen J, Jackson V, Dahlin C, et al:
Components of early outpatient palliative care consultation in patients with metastatic nonsmall cell
lung cancer. J Palliat Med 14:459-464, 2011
24. Yoong J, Park ER, Greer JA, et al: Early palliative care in advanced lung cancer: A qualitative
study. JAMA Intern Med 173:283-290, 2013
25. Pirl WF, Greer JA, Traeger L, et al: Depression
and survival in metastatic non–small-cell lung cancer:
Effects of early palliative care. J Clin Oncol 30:
1310-1315, 2012
26. Bakitas M, Lyons KD, Hegel MT, et al: Effects
of a palliative care intervention on clinical outcomes in
patients with advanced cancer: The Project ENABLE II
randomized controlled trial. JAMA 302:741-749, 2009
27. Farquhar MC, Prevost AT, McCrone P, et al: Is
a specialist breathlessness service more effective
and cost-effective for patients with advanced cancer
and their carers than standard care? Findings of
a mixed-method randomised controlled trial. BMC
Med 12:194, 2014
28. Temel JS, Greer JA, Admane S, et al: Longitudinal perceptions of prognosis and goals of therapy
in patients with metastatic non–small-cell lung cancer: Results of a randomized study of early palliative
care. J Clin Oncol 29:2319-2326, 2011
29. Roeland E, Loprinzi C, Moynihan TJ, et al: In
chemotherapy for lung cancer, sometimes less is
more. J Natl Compr Canc Netw 11:232-235, 2013
30. Enzinger AC, Zhang B, Schrag D, et al: Outcomes of prognostic disclosure: Associations with

prognostic understanding, distress, and relationship
with physician among patients with advanced cancer. J Clin Oncol 33:3809-3816, 2015
31. Scibetta C, Kerr K, Mcguire J, et al: The costs of
waiting: Implications of the timing of palliative care
consultation among a cohort of decedents at a comprehensive cancer center. J Palliat Med 19:69-75, 2016
32. Adelson K, Paris J, Smith CB, et al: Standardized criteria for required palliative care consultation on the solid tumor oncology service. J Clin
Oncol 31, 2013 (suppl; abstr 37)
33. Mayo Clinic: Mortality ratio. http://www.
mayoclinic.org/about-mayo-clinic/quality/qualitymeasures/mortality-ratio
34. Quill TE, Abernethy AP: Generalist plus specialist palliative care: Creating a more sustainable
model. N Engl J Med 368:1173-1175, 2013
35. Weissman DE, Meier DE: Identifying patients
in need of a palliative care assessment in the hospital
setting: A consensus report from the Center to Advance Palliative Care. J Palliat Med 14:17-23, 2011
36. Mead H, Cartwright-Smith L, Jones K, et al:
Racial and Ethnic Disparities in U.S. Health Care: A
Chartbook. New York, NY, The Commonwealth
Fund, 2008
37. American Cancer Society: Cancer Facts and
Figures for African Americans: 2016-2018. Atlanta,
GA, American Cancer Society, 2016. http://www.
cancer.org/acs/groups/content/@editorial/documents/
document/acspc-047403.pdf
38. US Cancer Statistics Working Group: United
States Cancer Statistics: 1999-2012 Incidence and
Mortality Web-Based Report. Atlanta, GA, US Department of Health and Human Services, Centers for
Disease Control and Prevention and National Cancer
Institute, 2015. https://nccd.cdc.gov/uscs/
39. Howlader N, Noone AM, Krapcho M, et al (eds):
SEER Cancer Statistics Review, 1975-2013, National
Cancer Institute. http://seer.cancer.gov/csr/1975_2013/
40. Johnson KS: Racial and ethnic disparities in
palliative care. J Palliat Med 16:1329-1334, 2013
41. Lyckholm LJ, Coyne PJ, Kreutzer KO, et al:
Barriers to effective palliative care for low-income
patients in late stages of cancer: Report of a study
and strategies for deﬁning and conquering the barriers. Nurs Clin North Am 45:399-409, 2010
42. Jaramillo S, Hui D: End-of-life care for undocumented immigrants with advanced cancer:
Documenting the undocumented. J Pain Symptom
Manage 51:784-788, 2016
43. Mack JW, Paulk ME, Viswanath K, et al: Racial
disparities in the outcomes of communication on
medical care received near death. Arch Intern Med
170:1533-1540, 2010
44. Fishman JM, Ten Have T, Casarett D: Is public
communication about end-of-life care helping to inform
all? Cancer news coverage in African American versus
mainstream media. Cancer 118:2157-2162, 2012
45. Mack JW, Chen K, Boscoe FP, et al: Underuse
of hospice care by Medicaid-insured patients with
stage IV lung cancer in New York and California. J Clin
Oncol 31:2569-2579, 2013
46. Guadagnolo BA, Liao KP, Giordano SH, et al:
Variation in intensity and costs of care by payer and

© 2016 by American Society of Clinical Oncology

Downloaded from ascopubs.org by 177.16.83.238 on November 22, 2016 from 177.016.083.238
Copyright © 2016 American Society of Clinical Oncology. All rights reserved.

JOURNAL OF CLINICAL ONCOLOGY

Integration of Palliative Care Into Standard Oncology Care

race for patients dying of cancer in Texas: An analysis
of registry-linked Medicaid, Medicare, and dually eligible claims data. Med Care 53:591-598, 2015
47. Johnson CE, Girgis A, Paul CL, et al: Palliative
care referral practices and perceptions: The divide
between metropolitan and non-metropolitan general
practitioners. Palliat Support Care 9:181-189, 2011
48. Watanabe SM, Fairchild A, Pituskin E, et al:
Improving access to specialist multidisciplinary palliative care consultation for rural cancer patients by
videoconferencing: Report of a pilot project. Support
Care Cancer 21:1201-1207, 2013
49. Brazil K, Kaasalainen S, Williams A, et al:
Comparing the experiences of rural and urban family
caregivers of the terminally ill. Rural Remote Health
13:2250, 2013
50. Sharma RK, Cameron KA, Chmiel JS, et al:
Racial/ethnic differences in inpatient palliative care
consultation for patients with advanced cancer. J Clin
Oncol 33:3802-3808, 2015
51. Sacco J, Deravin Carr DR, Viola D: The effects
of the palliative medicine consultation on the DNR
status of African Americans in a safety-net hospital.
Am J Hosp Palliat Care 30:363-369, 2013
52. Zaide GB, Pekmezaris R, Nouryan CN, et al:
Ethnicity, race, and advance directives in an inpatient
palliative care consultation service. Palliat Support
Care 11:5-11, 2013
53. Enguidanos S, Vesper E, Goldstein R: Ethnic
differences in hospice enrollment following inpatient
palliative care consultation. J Hosp Med 8:598-600,
2013
54. 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) 35:44-53, 2016

55. Obermeyer Z, Makar M, Abujaber S, et al:
Association between the Medicare hospice beneﬁt
and health care utilization and costs for patients
with poor-prognosis cancer. JAMA 312:1888-1896,
2014
56. Cassel JB, Kerr KM, Kalman NS, et al: The
business case for palliative care: Translating research
into program development in the U.S. J Pain Symptom
Manage 50:741-749, 2015
57. Hughes MT, Smith TJ: The growth of palliative
care in the United States. Annu Rev Public Health 35:
459-475, 2014
58. Brumley R, Enguidanos S, Jamison P, et al:
Increased satisfaction with care and lower costs:
Results of a randomized trial of in-home palliative
care. J Am Geriatr Soc 55:993-1000, 2007
59. Gade G, Venohr I, Conner D, et al: Impact of an
inpatient palliative care team: A randomized control
trial. J Palliat Med 11:180-190, 2008
60. Morrison RS, Penrod JD, Cassel JB, et al: Cost
savings associated with US hospital palliative care
consultation programs. Arch Intern Med 168:
1783-1790, 2008
61. Penrod JD, Deb P, Dellenbaugh C, et al:
Hospital-based palliative care consultation: Effects on
hospital cost. J Palliat Med 13:973-979, 2010
62. O’Connor NR, Moyer ME, Behta M, et al: The
impact of inpatient palliative care consultations on
30-day hospital readmissions. J Palliat Med 18:956-961,
2015
63. Highet BH, Hsieh YH, Smith TJ: A pilot trial to
increase hospice enrollment in an inner city, academic emergency department. J Emerg Med 51:
106-113, 2016
64. Tangeman JC, Rudra CB, Kerr CW, et al: A
hospice-hospital partnership: Reducing hospitalization

costs and 30-day readmissions among seriously ill
adults. J Palliat Med 17:1005-1010, 2014
65. Brody AA, Ciemins E, Newman J, et al: The
effects of an inpatient palliative care team on
discharge disposition. J Palliat Med 13:541-548,
2010
66. Morrison RS, Dietrich J, Ladwig S, et al: Palliative care consultation teams cut hospital costs for
Medicaid beneﬁciaries. Health Aff (Millwood) 30:
454-463, 2011
67. Enguidanos S, Vesper E, Lorenz K: 30-day
readmissions among seriously ill older adults. J Palliat
Med 15:1356-1361, 2012
68. Saito H, Watanabe Y, Sato K, et al: Effects of
professional oral health care on reducing the risk of
chemotherapy-induced oral mucositis. Support Care
Cancer 22:2935-2940, 2014
69. Connor SR, Pyenson B, Fitch K, et al: Comparing hospice and nonhospice patient survival
among patients who die within a three-year window.
J Pain Symptom Manage 33:238-246, 2007
70. 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 33:2745-2752, 2015
71. Greer JA, Tramontano AC, McMahon PM,
et al: Cost analysis of a randomized trial of early
palliative care in patients with metastatic nonsmallcell lung cancer. J Palliat Med 19:842-848, 2016
72. Krakauer R, Spettell CM, Reisman L, et al: Opportunities to improve the quality of care for advanced
illness. Health Aff (Millwood) 28:1357-1359, 2009
73. Teno JM, Freedman VA, Kasper JD, et al: Is
care for the dying improving in the United States?
J Palliat Med 18:662-666, 2015

n n n

www.jco.org

© 2016 by American Society of Clinical Oncology

Downloaded from ascopubs.org by 177.16.83.238 on November 22, 2016 from 177.016.083.238
Copyright © 2016 American Society of Clinical Oncology. All rights reserved.

17

Ferrell et al

AUTHORS’ DISCLOSURES OF POTENTIAL CONFLICTS OF INTEREST

Integration of Palliative Care Into Standard Oncology Care: American Society of Clinical Oncology Clinical Practice Guideline Update
The following represents disclosure information provided by authors of this manuscript. All relationships are considered compensated. Relationships are
self-held unless noted. I 5 Immediate Family Member, Inst 5 My Institution. Relationships may not relate to the subject matter of this manuscript. For more
information about ASCO’s conﬂict of interest policy, please refer to www.asco.org/rwc or jco.ascopubs.org/site/ifc.
Betty R. Ferrell
No relationship to disclose

Judith A. Paice
No relationship to disclose

Jennifer S. Temel
Research Funding: Helsinn Therapeutics (Inst), Pﬁzer (Inst)
Travel, Accommodations, Expenses: Helsinn Therapeutics

Jeffrey M. Peppercorn
Employment: GlaxoSmithKline (I)
Stock or Other Ownership: GlaxoSmithKline (I)
Research Funding: Pﬁzer

Sarah Temin
No relationship to disclose

Tanyanika Phillips
No relationship to disclose

Erin R. Alesi
No relationship to disclose

Ellen L. Stovall
No relationship to disclose

Tracy A. Balboni
No relationship to disclose

Camilla Zimmermann
Honoraria: Teva Innovation Canada
Travel, Accommodations, Expenses: Teva Innovation Canada

Ethan M. Basch
No relationship to disclose

Thomas J. Smith
Employment: UpToDate

Janice I. Firn
No relationship to disclose

© 2016 by American Society of Clinical Oncology

Downloaded from ascopubs.org by 177.16.83.238 on November 22, 2016 from 177.016.083.238
Copyright © 2016 American Society of Clinical Oncology. All rights reserved.

JOURNAL OF CLINICAL ONCOLOGY

Integration of Palliative Care Into Standard Oncology Care

Acknowledgment
The Expert Panel thanks American Society of Clinical Oncology (ASCO) Clinical Practice Guideline Committee (CPGC) reviewers Joseph
Mikhael, David R. Spigel, and Carole Seigel, and the CPGC and Yousuf Zafar, MD, for their thoughtful reviews and insightful comments on
this guideline and Shannon McKernin for her assistance. The Expert Panel and ASCO staff dedicate this guideline to the memory of panel
member Ellen Lewis Stovall, 1946 to 2016, former chief executive ofﬁcer of National Coalition for Cancer Survivorship and long-time
ASCO volunteer.
Appendix

Table A1. Expert Panel Membership
Committee Member

Afﬁliation or Location

Betty R. Ferrell, PhD, co-chair
Thomas J. Smith, MD, FACP, FASCO,
FAAHPM, co-chair
Erin R. Alesi, MD

City of Hope Medical Center, Duarte, CA
Sidney Kimmel Comprehensive Cancer Center,
Johns Hopkins University, Baltimore, MD
Virginia Commonwealth University Health
System, Richmond, VA
Dana-Farber Cancer Institute, Boston, MA
University of North Carolina, Chapel Hill, NC
University of Michigan Health System, Ann
Arbor, MA
Northwestern University, Evanston, IL
Massachusetts General Hospital, Boston, MA
CHRISTUS St Frances Cabrini Hospital,
Alexandria, LA
National Coalition for Cancer Survivorship,
Silver Spring, MD
Cantonal Hospital, St Gallen, Switzerland
Massachusetts General Hospital, Boston, MA
Princess Margaret Cancer Centre, Toronto,
Ontario, Canada

Tracy A. Balboni, MD
Ethan M. Basch, MD
Janice I. Firn, PhD, LMSW
Judith A. Paice, PhD, RN
Jeffrey M. Peppercorn, MD, MPH
Tanyanika Phillips, MD, MPH
Ellen L. Stovall, FASCO (deceased)
Florian Strasser, MD
Jennifer S. Temel, MD
Camilla Zimmermann, MD

Role or Expertise
Oncology nursing and palliative care
Medical oncology and palliative care
Medical oncology, hematology, and
palliative care
Radiation oncology
Medical oncology
Palliative care social work
Oncology nursing and pain
Medical oncology and hematology
Medical oncology and Practice Guideline
Implementation Network representative
Patient representative
Medical oncology and palliative care
Thoracic oncology
Palliative care and research

NOTE. ASCO staff: Sarah Temin, MSPH.

Table A2. Palliative Care Organizations With Relevant Assessment Tools
Organization
Palliative Care Research Cooperative Group
National Consensus Project
National Palliative Care Research Center
Center to Advance Palliative Care
Patient Reported Outcomes Measurement Information System

www.jco.org

Web Site
http://www.palliativecareresearch.org
http://www.nationalconsensusproject.org/?
http://www.npcrc.org/content/25/Measurement-and-Evaluation-Tools.aspx
https://www.capc.org/
https://commonfund.nih.gov/promis/index

© 2016 by American Society of Clinical Oncology

Downloaded from ascopubs.org by 177.16.83.238 on November 22, 2016 from 177.016.083.238
Copyright © 2016 American Society of Clinical Oncology. All rights reserved.

