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Review of “Early palliative care for pa-
tients with metastatic non-small-cell
lung cancer,” by Temel et al. (2010), The
New England Journal of Medicine,
363(8), 733-742. For a discussion of the
article and how it relates to the concepts
of scientific rigor, complexity science,
and positive deviance, please see the re-
lated article by Jeannine M. Brant and
Elizabeth L. Ciemins on page 204.

ver the past decade,

numerous studies have

demonstrated that pal-

liative care interven-
tions improve symptom control,
patient and family satisfaction, and
overall quality of life for patients
with advanced diseases. These find-
ings are nothing new to oncology ad-
vanced practitioners (APs), who have
long recognized the value of caring
for our patients and families regard-
less of the ability to cure their dis-
ease. Many key concepts in palliative
care (PC)—such as improved symp-
tom management, skillful communi-
cation, caregiver support, and relief
of spiritual and existential pain—
have their roots in oncology nursing

(Brant, 2010; Ferrell & Coyle, 2010).

Oncology experts have led the way
in patient-centered care and ground-
breaking research that is changing the
care of the dying in America. These
practitioners developed and imple-
mented programs at major institutions
across the country, creating interdisci-
plinary care models as well as educa-
tion and training initiatives (Bakitas
et al., 2009; Coyne et al., 2007; Ferrell,
Virani, Malloy, & Kelly, 2010). Their
important leadership supports and in-
fluences the advancement of palliative
care (National Consensus Project for
Quality Palliative Care, 2009).

Despite these valuable contribu-
tions, barriers remain to integrating
palliative care across the cancer expe-
rience. The American Society of Clini-
cal Oncology (ASCO) has identified
gaps in care and made recommenda-
tions for integrating palliative care
throughout the cancer continuum (Von
Roenn, Strasser, & von Gunten, 2009).
In order to provide high-quality care, it
is important for the oncologist to take a
primary role in providing an individu-
alized approach to symptom manage-
ment, interdisciplinary needs, and care
planning (Peppercorn et al., 2011).
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A study recently published by Temel et al. in
The New England Journal of Medicine validates
this approach, showing for the first time that ear-
ly palliative care, added to standard therapy, ex-
tends survival and improves quality of life for pa-
tients with metastatic non-small cell lung cancer.
This review of the Temel et al. study will explore
the potential implications for oncology APs and
present an interdisciplinary model of palliative
care in a community cancer program.

Overview of Outcomes

This well-conducted study by Temel et al. is
the first large randomized trial to measure the
impact of adding early palliative care to stan-
dard care in patients with newly diagnosed met-
astatic lung cancer, the leading cause of cancer
death worldwide. The median survival time for
patients receiving the concurrent approach was
11.6 months, compared with 8.9 months (p =.02)
for patients randomized to standard oncologic
care alone. Both arms received similar antican-
cer therapy, including chemotherapy, radiation,
oral epidermal growth factor receptor tyrosine
kinase inhibitors, or combination therapy. Pa-
tients in the PC group survived 30% longer than
those in the control group (Dahlin, Kelly, Jack-
son, & Temel, 2010).

A Closer Look at the Study

This trial was conducted at Massachusetts
General Hospital in Boston, which has specialized
departments in both thoracic oncology and
palliative medicine. The palliative medicine
program at Massachusetts General Hospital is
well established, with an interdisciplinary team
of professionals who are experts in palliative
care (Dahlin et al., 2010). Their program has been
instrumental in setting national quality standards.
It provides a fellowship training program and
is associated with the Harvard Medical School
Program in Palliative Care Education and
Practice (http://www.hms.harvard.edu/pallcare/
pcep.htm).

In this study, the medical oncologist in the
thoracic oncology clinic approached, recruited,
and obtained consent for their patients with new-
ly diagnosed metastatic non-small cell lung can-
cer with Eastern Cooperative Oncology Group
performance status (PS) of O to 2. Over 3 years, 151
patients were enrolled and underwent random-

ization in a 1:1 nonstratified fashion. A total of 27
patients died by 12 weeks, and 86% of the remain-
ing patients completed the 12-week assessments.
Patients in the intervention group (PC) met with
a palliative care physician or nurse practitioner
(APN) within 3 weeks of enrollment (within 8
weeks of diagnosis). The average number of PC
visits was 4, with a range of O to 8 visits. The as-
signed provider saw the patient for ongoing care.

This was a longitudinal study that followed
patients across their disease trajectory. Patients
in the PC group were seen monthly for the first
6 months, then on a regular basis as needed. Over
the study period, 70% of the participants had died
before the analysis of the end-of-life data was
conducted. The PC intervention was shown to be
feasible and acceptable, with a low dropout rate
of less than 1% at 12 weeks. During the patient
encounters, providers paid specific attention to
relieving of physical and psychosocial symptoms,
establishing goals of care, assisting with treat-
ment decision-making, and coordinating indi-
vidual care. The study protocol provided for a
standardized approach to patient care, utilizing
guidelines from the National Consensus Project
for Quality Palliative Care (2009). These guide-
lines were included in the supplemental materi-
als and are summarized in Table 1.

The PC team consisted of six physicians and
one APN. The team APN provided interesting in-
sight into this study in a commentary published
in the International Journal of Palliative Nursing
(Dahlin et al., 2010). Dahlin et al. reflected on the
experience of interacting with patients early on in
their diagnosis, noting that a different approach
was needed—careful timing and skillful presen-
tation, working toward nurturing and deepen-
ing the relationship. Discussions of goals of care
were “gentle and inquisitive,” more open-ended
and less directed than those that take place closer
to the end of life. The APN role with this group
was characterized as that of facilitator of the can-
cer journey, “to help the patients live well while
dying.” While Dahlin et al. acknowledge the con-
tribution of the interdisciplinary team, they point
out that the study was not designed to examine any
differences in the techniques or processes used by
the physicians vs. those of the APN. They empha-
sized the need for additional research on the role
of advanced practitioners (APs) and their impact
on patient care outcomes (Dahlin et al., 2010).
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Depression and Quality-of-Life
Measures

The study group reported 50% less depression
symptoms than the standard care group. Approx-
imately 18% of patients in both groups received
new prescriptions for antidepressant medica-
tion. Commonly available tools were used to as-
sess mood. The Hospital Anxiety and Depression
Scale (HADS-D), which consists of two subscales
with 14 items, was used to screen for anxiety and
depression. Significantly, this showed that only
16% of PC patients had depressive symptoms vs.
38% in the standard care arm (p = .01). The Pa-
tient Health Questionnaire 9 (PHQ-9) was used
to evaluate symptoms of a major depressive dis-
order, using the criteria of the fourth edition of
the Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV). This showed that 4% of PC
patients had mood symptoms vs. 17% of patients
in the standard care group (p =.04).

The primary outcome of the study was
change in quality of life at 12 weeks, as assessed
by the Functional Assessment of Cancer Ther-
apy-Lung (FACT-L), the lung cancer subscale
(LCS) of the FACT-L, and the Trial Outcome In-
dex (TOI). Quality of life at 12 weeks was signifi-
cantly higher in the PC group (98.0 vs. 91.5; p =.03
for the FACT-L; 59.0 vs. 53.0; p = .009 for the TOI;
21.0 vs. 19.3; p = .04 for the LCS [changes did not
reach significance]). These improvements in the
PC group were seen in patients with progressive
metastatic disease whose quality of life would be
expected to decline over time, as was seen in the
standard care group. Patients in the standard care
group were referred for palliative care consulta-
tion as needed, possibly blunting the difference in
scores. See Table 2 for further outcomes data.

Aggressive Care at the End of Life

The study was not powered to adequately
examine indicators of aggressive care at the end
of life, but it did review data from the electronic
medical records to analyze rates of hospitalization,
emergency department visits, chemotherapy ad-
ministration near the end of life, duration of hos-
pice care, and location of death. Aggressive end-
of-life care was defined as chemotherapy within
14 days of death, no hospice care, or admission to
hospice 3 or fewer days prior to death. Palliative
care patients received less aggressive end-of-life
care than the standard care patients (33% vs. 54%;

Table 1. Ambulatory Palliative Care Guidelines

Illness understanding/education
e |nquire about illness and prognostic understanding
e Offer clarification of treatment goals

Symptom management—inquire about uncontrolled
symptoms with a focus on:

Pain

Pulmonary symptoms (cough, dyspnea)

Fatigue and sleep disturbance

Mood (depression and anxiety)

Gastrointestinal (anorexia & weight loss, nausea
and vomiting, constipation)

Decision-making

e |nquire about mode of decision-making

e Assist with treatment decision-making, if
necessary

Coping with life-threatening illness
e Patient
e Family/family caregivers

Referrals/prescriptions

e |dentify care plan for future appointments
e |ndicate referrals to other care providers
e Note new medications prescribed

Note. Adapted from Temel et al. (2010).

/

p = .05), yet had an improvement in overall sur-
vival of approximately 2 months. The median du-
ration of hospice care for the PC patients was 11
vs. 4 days (p =.09) in the standard care group. The
national average duration for hospice is 12.5 days
(Goodman et al., 2010). The authors reported that
of resuscitation preferences were documented in
the medical record more frequently for the PC
group (53% vs. 28%, p =.05). This is seen as an im-
portant element in clarifying patients’ wishes for
interventions at the end of life.

The findings of Temel et al. reinforce the
importance of integrating palliative care into
ambulatory oncology settings soon after diag-
nosis for patients with metastatic lung cancer.
Palliative care practitioners believe these re-
sults can be replicated in other advanced cancer
diagnoses.

Potential Limitations

Temel et al. identified limitations of the study
that might affect its ability to be generalized to
other settings. The study was conducted in a ter-
tiary care center with specialty physicians. The
study group was primarily white (95% in the
control arm and 100% in the PC group), and all
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N cine (2010; 363, 2263-2265). One

Table 2. Outcomes Data: Temel et al. Study question was about the potential
ifferences in treatment:
Outcome PC STD p value group differences catments
and performance status (PS),
Median n=77 n=v4 oz which are well known to impact
survival 11.6 mo 8.9 mo .
survival rates. Temel et al. noted
Depression HADS-D 16% 38% .01 that the two study groups did not
PHQ-9 25% 30% 04 differ significantly with respect
Ay HADS-A 4% 17% 66 to the number of chemotherapy
) regimes received (the variety of
Change in FACT-L 4.2 -4 .09 e e 1. .
QOL scores treatment modalities is listed in
the original article). The base-
LES 0.8 0.4 15 . ..
line PS was similar between the
1ol 25 25 0039 groups and was not followed
EOL care Aggressive care  33% 54% .05 longitudinally. However, patient-
Resuscitation 53% 28% 05 reported measures of health
preferences status, including quality of life,
documented were collected and analyzed. A
Days in hospice ~ 11d 4d .09 potential variation in coexisting
Note. PC = palliative care; STD = standard; HADS-D = Hospital Anxiety diseases }nay have contributed to
and Depression Scale; PHQ-9 = The Patient Health Questionnaire 9; the survival difference between
FACT-L = Functional Assessment of Cancer Therapy-Lung; LCS = Lung the groups. This was not spe-
Cancer Subscale; TOI = Trial Outcome Index; EOL = end-of-life. Adapted ificall db ..
from Temel et al. (2010). cincally measured but was mini-

J mized by randomization with a

patients spoke English. Using the recruitment ap-
proach to enroll patients based on diagnosis and
performance status rather than waiting for them
to meet traditional palliative care triggers allows
these results to be generalized to a broader group
of patients. However, the high level of expertise
and resources of the investigators cannot be easily
replicated across care settings.

While PC patients elected less aggressive
end-of-life care, they still had improved surviv-
al. It is noted that this trial was not powered for
survival as the primary outcome and warrants a
larger study (Currow, Foley, Zafar, Wheeler, &
Abernethy, 2011). Alternative explanations for
the improved survival benefit may be the amount
of attention patients in the intervention arm re-
ceived, effective treatment of depression, im-
proved symptom monitoring and control, or a
reduced need for hospitalization. Increased sup-
port may have facilitated the optimal use of an-
ticancer therapies. Early hospice enrollment also
may have affected survival.

The authors responded to questions regarding
specific elements of this study in the Letters to the
Editor section of The New England Journal of Medi-

balance in the baseline patient
characteristics and disease stage.
Applying the seventh edition of the TNM staging
system, published after the study started, all patients
enrolled had stage IV disease (Groome et al., 2007).
The primary outcome of significant differenc-
es in quality of life at 12 weeks was met in two of
the three measures analyzed. The statistical dif-
ferences between groups on the lung cancer sub-
scale (LCS) of the FACT-L scale, which measures
seven symptoms specific to lung cancer, were
less significant but did show a benefit for the PC
group. There may have been less difference in this
symptom scale because 14% of the standard care
group had a palliative care consultation (Dahlin
et al., 2010). Several patients did not complete
the study, which required additional patients to
be enrolled so that the study would have 80%
power to detect a significant difference between
the groups. It is also possible that the influence
of the palliative care team in the institution in-
creased the attention to symptom management in
the standard care group, which may have varied
more in other settings.
This approach needs further investigation in
larger patient numbers, as well as in other diagno-
ses and settings to determine if the survival ben-
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efit can be replicated. The improved quality of life
from a concurrent care approach has been dem-
onstrated in other studies (Bakitas et al., 2009;
Peppercorn et al., 2009). The survival benefits
seen here challenge the perception of palliative
services as an alternative to life-prolonging care,
shifting it instead into a valuable adjuvant care
plan that benefits patients regardless of stage of
disease (Sanft & Von Roenn, 2009). Palliative care
principles are now widely supported as a stan-
dard of care in quality cancer programs (Bakitas
et al., 2010; Cherny, 2010; Peppercorn et al., 2011).
The important question is how the results of this
study can be adopted in the community oncology
setting, where approximately 85% of Americans’
receive their cancer care? (Association of Com-
munity Cancer Centers, 2011).

Translating Research Into Practice

Palliative medicine board certification was
established in 2006, increasing the availability of
these specialized physician services (Von Roenn
et al., 2009). Inpatient palliative care services are
available in over 80% of hospitals with 300 beds
or more and in 53% of hospitals with 50 or more
beds (Center to Advance Palliative Care, 2010),
but access for ambulatory patients remains lim-
ited (Meier & Beresford, 2008). Few community
cancer centers provide outpatient palliative care.
Use of palliative medicine consultation remains
low among oncologists, as does the early referral
to hospice (Goodman et al., 2010). Advanced prac-
titioners are increasingly utilized; they play a valu-
able role in providing patient-centered care, man-
aging symptoms, and decreasing suffering across
the cancer continuum (Brant, 2010; Dahlin et al,,
2010; Hospice and Palliative Nurses Association,
2011; Oncology Nursing Society [ONS], 2011). Both
ASCO and ONS have long supported the integra-
tion of palliative care practices across the contin-
uum of care, regardless of stage or need for other
therapies. They, and other oncology organizations,
have published guidelines and quality standards
of care (Zafar, Currow, Daugherty, & Abernethy,
2010). The National Comprehensive Cancer Net-
work has published palliative care guidelines
(NCCN, 2011) that endorse concurrent care.

Barriers to the Use of Palliative Care

Identified barriers to integrating palliative
medicine in oncology often point to limited phy-

sician training in communication and lack of ap-
preciation of symptom burden. The issues are
complex, and are becoming increasingly more
so in this era of health-care reform (Ferris et al.,,
2009; Dalhin et al., 2010). Different perspectives
between specialties exist. The very term “pallia-
tion” is somewhat confusing. Palliation has tra-
ditionally been used in the context of anticancer
treatments to relieve cancer symptoms and in-
crease survival. Palliative medicine specialists are
seen as focused on advanced symptom manage-
ment and preparation for death. This has contrib-
uted to the perception among physicians and pa-
tients that palliative medicine is end-of-life care.
A recent study evaluating barriers to palliative
care use found that physician and AP use of pal-
liative services increase when they come under
the heading of “supportive care” or “symptom
management” clinics (Bruera & Hui, 2010).

Patients and families also associate palliation
with hospice care. The American public has long
heard of the “War on Cancer;” a term still in use
today. Studies confirm that patients often choose
to continue anticancer treatment in the face of
multiple side effects and may be reluctant to ac-
cept care presented as an alternative to continu-
ing treatment. Clear communication of the goals
of care is needed to improve understanding (Von
Roenn et al., 2009; Peppercorn et al., 2010). To-
day the cost of cancer care in the United States
has increased to the point of causing a serious fi-
nancial burden to patients, families, and society.
There is a need for more transparent discussions
with patients regarding cost as well as quality of
care (Meropol et al., 2009). Intensive resources
utilized at the end of life significantly contribute
to escalating costs (Morrison et al., 2011). It has
been suggested that the Temel et al. article has
defined a new standard of care to be applied in
randomized clinical trials comparing the ben-
efit of new agents against “best supportive care”
(Currow et al., 2011).

The Role of the Oncology AP in
Palliative Care

The community oncologist is called on to inte-
grate many quality care aspects into patient visits,
with limited time and increasing demands across
the disease trajectory. Survivorship care, com-
plex diagnostics, and evolving treatment options
require more resources (Peppercorn et al., 2011).
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The main impact is from the aging population;
those over age 65 will double by 2030, increasing
the need for oncology services 48% by 2020. A
shortfall of oncologists is projected over the next
20 years (Erikson, Salsberg, Forte, Bruinooge, &
Goldstein, 2007). This shortage extends to many
physician specialties. The palliative medicine and
hospice physician workforces are already faced
with a shortage, without considering the poten-
tial increase in outpatient care (Lupu, 2010). The
health-care workforce shortage is in part being ad-
dressed by increasing use of APs: clinical special-
ists, nurse practitioners, and physician assistants,
as well as the increased participation of other on-
cology certified specialists. As the need for servic-
es expands in the coming years, the interdisciplin-
ary team will be increasingly important, including
in palliative care (Ferris et al., 2009; Dahlin et al.,
2010; Peppercorn et al., 2011).

While hospitals are establishing programs led
by board-certified palliative medicine physicians,
APs have led the way in outpatient cancer care
(Bakitas et al., 2009; Bakitas et al., 2010; Follwell et
al., 2009; Griffith, Lyman, & Blackhall, 2010; Hig-
ginson & Evans, 2010; Mintzer et al., 2009; Pantilat
etal., 2006; Prince-Paul, Burant, Saltzman, Teston,
& Matthews, 2010). With increasing physician
shortages, institutions will look to APs to adapt
models to best fit their care settings. The oncology
AP is well suited to provide the palliative care role
in the outpatient cancer clinic, acting as a coor-
dinator of the interdisciplinary team and as a re-
source to the cancer program (Bakitas et al., 2010;
Brant 2010; Dahlin et al., 2010; Meier & Beresford,
2008; Peppercorn et al., 2011). Advanced practitio-
ners address suffering in multiple settings across
the care continuum: as navigators, in acute and
chronic care, for survivorship and long-term fol-
low-up, and in palliative care and hospice. With
the increasing body of evidence supporting the
financial viability of palliative care, APs can call
on administrators and physician colleagues to em-
brace it as integral to quality care rather than an
alternative when other treatment fails.

A Supportive Care Clinic in a
Community Cancer Center

St. Luke’s Mountain States Tumor Institute
(MSTI) in Boise, Idaho, is a community cancer
program that services the state’s major urban

center and a large rural area. In 2010, MSTI im-
plemented a nurse practitioner (NP)-led inter-
disciplinary Supportive Care Clinic, based on the
concurrent care approach (Bakitas et al., 2010;
Griffith et al., 2010; NCCN, 2011; Meier & Beres-
ford, 2008). This service expanded on a long-
standing registered nurse-based telephone triage
system with NPs utilized for symptom manage-
ment and urgent care (Clifford, Erlandson, &
Mills, 2008). The cancer program has oncology-
certified supportive professionals that are uti-
lized on a referral basis.

LAUNCHING THE CENTER

Palliative care requires proactive coordina-
tion of team members, including social workers,
dietitians, pharmacists, nurses, and rehabilitation
services, with effective use of psychosocial re-
sources including chaplains, support groups, and
volunteer programs (Higginson & Evans, 2010;
Weibe & Von Roenn, 2010). A team met monthly
to operationalize the clinic as a designated spe-
cialty clinic, which requires administrative com-
mitment and the involvement of stakeholders.
The Center to Advance Palliative Care was ac-
cessed for valuable resources on program devel-
opment, which include leadership training with
a participating center of excellence. To encour-
age participation and support, the NP met with
physicians individually and attended leadership
councils and staff meetings. An open house was
held to acknowledge the impact that caring for
people with cancer has on everyone at the center,
and to celebrate the “culture of caring” everyone
wants patients to experience. To trigger referrals,
fliers were placed in the clinic work areas listing
the NCCN screening criteria (NCCN, 2011), and
a mechanism was added to patients’ electronic
medical records. A brochure was developed to in-
troduce the program to patients.

ESTABLISHING PROTOCOL AND
ASSESSMENT MEASURES

To demonstrate the benefit of NPs in pro-
viding quality care, chart audits were completed
that demonstrated high compliance with symp-
tom management measures. These results were
shared at clinical practice meetings (National
Quality Forum, 2006; Peppercorn et al., 2011).
The Quality Oncology Practice Initiative through
ASCO includes measures for symptom manage-
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ment, psychosocial assessment, and end-of-life
care (Jacobson, 2008). The Center to Advance
Palliative Care has established a set of tools that
assist in data collection and outcomes reporting
in palliative care domains. They have been com-
plied in an easy to use toolkit found at www.capc.
org (Weissman, Morrison, & Meier, 2010).

To avoid duplication and minimize staff time,
each discipline uses their existing assessment
forms with a simple designation added for sup-
portive care that can be tracked electronically. To
establish a supportive care screening tool, the NP
provided a review of the literature on tools, and
then worked with oncology-certified RNs to de-
velop and trial the screening tool. While several
excellent, validated tools are available (Weiss-
man, Morrison, & Meier, 2010), none of them met
the needs of the team, so questions were added
regarding understanding of treatment/care plan,
medications, and available resources. The team
has found these questions to be very helpful in as-
sessing the informational needs of the patient and
family, and introducing discussion of the goals of
care and advanced care planning.! The concept of
illness understanding was based on the Temel et
al. tool that was developed to measure patient/
family understanding of illness (see protocol Ap-
pendix G, available at www.nejm.org). This tool
uses three questions to assess patient and fam-
ily understanding of their prognosis, the goals of
therapy, and their self-reported health status.

THE PATIENT EXPERIENCE

The supportive care clinic sees patients for
a comprehensive and time-intensive assessment
and education session with the interdisciplin-
ary team. The patient is informed that this often
requires a 2-hour appointment. Care is taken to
not schedule this session on a treatment day. The
NPs who participate in the clinic have extensive
oncology experience and practice collaboratively
with the oncologists, which facilitated the inte-
gration of this clinic into the cancer center. The
NP is able to bill for services and has prescriptive
authority.

The team includes an oncology pharmacist,
who reviews medications, including vitamin and
herbal supplements, for interactions and pos-

Contact corresponding author Kathleen N. Clifford at cliffoka@slhs.
org for more information about this screening tool.

sible dose adjustments and updates the medical
record; a social worker, who sees each family for
psychosocial and financial needs; and a dietitian,
who provides education and counseling and per-
forms nutritional evaluations. Based on patient
needs, additional team members can include a
physical therapist, a chaplain, and an integrative
medicine specialist. The RN, who is the primary
coordinator of the clinic flow, provides extensive
documentation that includes a written summary
of instructions given to the patient and family.

The interdisciplinary team members meet
with the patient and family separately or in pairs
and each discipline documents the time spent.
They interact closely to develop a care plan and
provide recommendations that are reviewed
with the NP, who addresses individual symptom
management with adjustments of medications
and referrals for additional care. The NP plays
a key role in reviewing diagnosis, prognosis, and
the treatment plan, discussing and documenting
goals of care. The oncologists at MSTT are updat-
ed on their patients and continue to see them for
medical issues and treatments. Standard follow-
up is provided monthly by the supportive care
NP, with 1-week visits if pain medications are ad-
justed, and in 2 weeks if antidepressants are add-
ed or changed. Other disciplines provide follow-
up care as needed, often in association with other
clinic appointments. Rarely are patients seen
more than once in the team setting. Advanced
care planning is introduced, but is not a focus. As
Dahlin et al. (2010) found when meeting patients
early in the cancer experience, these discussions
are open ended. The intention is to develop rela-
tionships based on palliative principles that will
assist patients and families in decision-making
over time.

The majority of patients are seen soon after
diagnosis with metastatic or advanced disease
such as pancreatic or lung cancer. The Temel et
al. data did result in an increase in early referrals
for metastatic non-small cell lung cancer. No at-
tempt is made to limit this service to advanced
disease patients. Patients needing complex symp-
tom management and those with psychosocial
distress are seen, including those with sexual
concerns that are poorly addressed elsewhere.
Several survivors with long-term side effects
have been seen with their families.

Patients and families have expressed satisfac-
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tion with the visits, and their enthusiasm has led
to increased physician referral and support. One
oncologist encouraged his peers to refer “the 10%
of patients who take 90% of your time.”

STAFF EDUCATION AND SUPPORT

The development of communication skills to
effectively address the difficult issues facing our
patients is important to this process. The basics
of palliative care are included in the education of
the AP, but are often inadequate when address-
ing the profound existential distress encountered
in cancer care. Expanding skills and knowledge
can decrease the risk of compassion fatigue and
professional burnout (Bakitas et al., 2010; Ferrell
et al., 2010). The use of interdisciplinary teams
improves care (Higginson & Evans, 2010) but re-
quires attention to the team dynamics (O’Connor
& Fischer, 2010; Weibe & Von Roenn, 2010). Staff
education programs focusing on communica-
tion and self-care strategies have been offered
and more are planned. A team building session
is scheduled to strengthen the interdisciplinary
process.

FUTURE GOALS

Goals for the future include measuring vari-
ous outcomes, including customer satisfaction
and resource utilization over time. Plans are being
developed to expand the Supportive Care Clinic
to other clinics in the St. Luke’s Mountain States
Tumor Institute system. This model will require
adaptation in rural areas where additional chal-
lenges include transportation issues and limited
support services.

Conclusion

The Temel et al. study is seen as a landmark
trial that has received widespread attention be-
yond the oncology and palliative care communi-
ties, prompting a broader discussion among the
public, policymakers, and health-care providers
regarding quality care (Dahlin et al., 2010). In the
setting of escalating health-care costs, this study
importantly noted a decreased utilization of care
resources. While no financial data were included
by Temel et al., the authors did conclude that early
introduction of palliative care for cancer patients
may serve to “mitigate unnecessary and burden-
some personal and societal costs.” The financial
benefit was better defined in a recent review of

Medicaid beneficiaries that found that patients
receiving palliative care had significantly lower
hospital costs while getting additional support-
ive services. The projected savings in the state
of New York’s Medicaid program alone was esti-
mated to be in the millions of dollars (Morrison
et al., 2011). These cost savings are increasingly
recognized.

Oncology APs represent a growing group of
cancer service providers. To offer palliative care
as an adjuvant or concurrent care approach, APs
must provide a leadership role. We can reach
across disciplines to learn from and collaborate
with palliative specialists, and encourage referrals
for secondary palliative needs (Peppercorn et al.,
2010; HPNA, 2011; AAHPM, 2011). Recognizing
oncology’s rich heritage can inspire APs to take the
responsibility for primary palliation to improve
their practice and transform modern cancer care
(Dahlin et al., 2010; Brant, 2010). Ira Byock, an ear-
ly physician advocate of palliative care, cautioned
against a provider-centric approach to palliative
care: “As valuable as our special training, knowl-
edge, skills and experience all are, we ultimately
become specialized one patient and family at a
time. At the end of the day, it is not our segmented
programs and specialties that matter, but the spe-
cial expertise we bring to the collaborative process
of patient and family care” (Byock, 2009). Oncol-
ogy APs are in the right position to develop and
promote this expertise in whole-person care, to
implement a concurrent care approach across on-
cology settings—one patient and family at a time.
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