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Introduction

Approximately 1.6 million people worldwide are diagnosed 
with lung cancer annually, of which about 85% of cases 
are non-small cell lung cancer (NSCLC). With nearly 
1.4 million deaths annually, lung cancer is the leading 
cause of deaths attributable to malignancies (1). Locally 
advanced NSCLC patients have a median survival of  
10-17 months, whereas patients with metastatic disease 
have a median survival of only 6-9 months (2). Patients 
with advanced disease often have significant symptoms and 
reduced quality of life (3,4). Palliative care, therefore, plays 

a prominent role in the care and management of patients 
with advanced NSCLC. Multiple studies have shown that 
poor quality of life correlates with shorter survival times 
among patients with metastatic NSCLC (5,6). Despite these 
findings, palliative care is often administered late in the 
disease course (7,8), a time when intervention is less able to 
improve patient outcomes or quality of life (9).

This review details the role of palliative and supportive 
care for patients with advanced and metastatic NSCLC 
and assesses palliative care broadly, as well as specific 
interventions meant to improve patient quality of life 
and clinical outcomes. The use of systemic therapy, 
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radiation therapy, endobronchial therapies, and surgery as 
interventional palliative measures to improve symptoms for 
patients with NSCLC are also described.

Early palliative care, symptoms, and overall 
survival

Palliative care is defined by the World Health Organization 
as an approach to improve the quality of life for patients and 
their families who face life-threatening illnesses through 
the prevention and relief of suffering by early identification, 
impeccable assessment, and treatment of pain and other 
physical, psychosocial, and spiritual problems (10). Palliative 
care focuses on symptomatic management and aids patients 
and their caregivers with psychosocial support and decision 
making (11,12). Interdisciplinary palliative care teams use 
open communication to focus on patient symptoms and 
patient and family coping and quality of life in a broad 
context. Palliative care teams frequently include a combination 
of physicians, nurses, social workers, nutritionists, physical 
therapists, occupational therapists, and chaplains.

Palliative care can be administered concurrently with 
standard NSCLC treatment modalities used to attempt to 
prolong life, but the role of palliative care in this capacity 
has often been limited by physician perceptions that 
palliative care is an alternative to life-prolonging anti-cancer 
interventions. As a result, palliative interventions are often 
initiated when standard NSCLC treatment modalities are 
no longer deemed beneficial or tolerable (13). Combining 
palliative care with standard NSCLC-directed therapies can 
improved quality of life and patient symptoms and may also 
lead to improvements in overall survival (14).

In one study in the New England Journal of Medicine of 
151 patients with newly diagnosed metastatic NSCLC 
who were randomized to receive early palliative care 
with standard oncologic care or standard oncologic care 
alone, early palliative care improved patient quality of 
life and mood, reduced rates of depressive symptoms at  
12 weeks following randomization (16% vs. 38%, P=0.01), 
and prolonged the median survival (11.6 vs. 8.9 months, 
P=0.02) (15). Similarly, a review of United States Medicare 
beneficiary claims of 700 patients with lung cancer who 
enrolled in hospices and 586 unmatched non-hospice 
patients with lung cancer of similar age, sex, and race 
demonstrated that hospice care significantly prolonged the 
mean survival (279 vs. 240 days, P<0.0001) (16).

In another randomized study that included 117 patients 
with advanced lung cancer, nurse-lead psychoeducational 

intervention administered concurrently with cancer therapy 
significantly improved quality of life and reduced the 
occurrence and duration of depressed mood (both P=0.02), 
while also numerically increasing overall survival (14.0 vs. 
8.5 months, P=0.14) (17). Studies from multi-institutional 
oncology collaborative groups, including the European 
Organisation for Research and Treatment of Cancer (18) 
and the Radiation Therapy Oncology Group (5), have also 
demonstrated that quality of life significantly influences 
survival in patients with NSCLC.

Palliative care in advanced NSCLC

Based on the improvements in quality of life and survival 
with early integration of palliative care in metastatic 
NSCLC, several national organizations including the 
American Society of Clinical Oncology (ASCO) and the 
National Comprehensive Cancer Network (NCCN) now 
recommend the early integration of palliative care for 
patients with advanced NSCLC (19,20). However, the 
question arises as to what specifically palliative care offers to 
patients with advanced NSCLC.

Several descriptions of the fundamental components of 
a palliative care program exist. The National Consensus 
Project for Quality Palliative Care initially created a set 
of Clinical Practice Guidelines in 2004 and updated the 
Clinical Practice Guidelines in 2013. These guidelines 
broadly recommend the interdisciplinary palliative care team 
focus on the patient and their family across eight domains 
of care that include: (I) the structure and processes of care, 
concentrating on coordination of care across healthcare 
settings; (II) the physical aspects of care, concentrating on 
intensive symptom management; (III) the psychological and 
psychiatric aspects of care, concentrating on diagnosis and 
management of psychological distress as well as bereavement; 
(IV) the social aspects of care, concentrating on patient and 
family strengths and challenges; (V) the spiritual, religious 
and existential aspects of care, concentrating on general and 
specialized spiritual care; (VI) the cultural aspects of care, 
concentrating on cultural competency as integral to the care 
of patient and family; (VII) the care of the patient at the end 
of life, and (VIII) the ethical and legal aspects of care (21). 
With such broadly defined foci for palliative care, it becomes 
a challenge to determine if specific aspects of palliative care 
lead to the improved symptom management, improved 
quality of life, and lengthened overall survival that has been 
demonstrated in patients with advanced and metastatic 
NSCLC receiving early administration of palliative care 
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integrated with standard oncologic care.
Pre-planned descriptions and retrospective chart 

reviews have described the elements of the palliative care 
interventions used in the New England Journal of Medicine trial 
that demonstrated benefits to early integration of palliative 
care (22,23). In an analysis of the initial clinical encounters 
with the palliative care team, Jacobsen et al. found the median 
time for the entire encounter was 55 minutes, with a median 
of 20 minutes devoted to symptom management, a median  
of 15 minutes devoted to assessment of patient and 
family coping, a median of 10 minutes devoted to illness 
understanding, and the remainder of the encounter generally 
divided between decision-making preferences and planning/
referrals (22). Patients were often open to discussions of 
prognosis, even at the initial encounter. Conversations about 
advanced care planning were often deferred to later visits.

In a separate chart review of clinical visits of 20 of the 
New England Journal of Medicine early integration of palliative 
care study patients, Yoong et al. found seven key elements 
of the palliative care visits that included: (I) relationship 
and rapport building; (II) addressing symptoms; (III) 
addressing coping; (IV) establishing illness understanding; 
(V) discussing cancer treatments; (VI) end-of-life planning, 
and (VII) engaging family members. Trends in visit content 
indicated that relationship and rapport-building, assessment 
of prognostic awareness, and information preferences 
were prominent in early visits and decreased over time, 
whereas end-of-life planning and decision-making regarding  
cancer-directed therapy were less prominent in early visits 
and increased in later visits. Symptom management, coping, 
and family engagement were prominent at visits throughout 
the course of illness (23).

Physical symptoms of advanced NSCLC

Patients with advanced and metastatic NSCLC often 
present with pain, dyspnea, cough, fatigue, and loss of 
appetite (3,24). NSCLC is also associated with higher rates 
of emotional distress compared with other malignancies (4).  
These symptoms all can adversely affect quality of life and 
become progressive during the terminal stages of the disease 
course. Pain and dyspnea both are common symptoms 
among patients with advanced NSCLC but can be very 
responsive to palliative interventions (Figure 1).

Pain

Pain is experienced by many patients with advanced 

NSCLC and can cause anxiety, a sense of hopelessness, and 
depression (25). Pain is often multifactorial and can arise 
from the tumor itself or from the therapies intended to 
treat the NSCLC (Table 1). Lung cancer patients experience 
higher rates of pain than patients with other primary cancer 
diagnoses (26-28). Among 1,453 cancer patients who 
completed quality of life questionnaires after hospitalization, 
patients with lung cancer had the highest mean pain level of 
the 11 most prevalent cancer diagnoses (26). Furthermore, 
pain prevalence has been reported in 74-90% of patients 
with lung cancer (27,29). These higher rates compared with 
other malignancies may be related to a more frequent use of 
multiple and concurrent treatment modalities for NSCLC, 
higher likelihood of metastatic disease spread, and poorer 
clinical outcome compared with other malignancies (2).

In most patients, malignant pain can be well managed 
with medical interventions that optimize analgesic 
medications, doses, and dose intervals (30,31). Despite 
this, many patients with cancer receive inadequate pain 
management (32-36). Medical professionals treating 
NSCLC patients with advanced and metastatic disease 
should make pain management a priority and assess pain 
symptoms at each patient encounter.

Dyspnea

Patients experience dyspnea as an uncomfortable sensation 
or awareness of restricted breathing. From 46-90% of 
patients with NSCLC experience dyspnea (37,38). Dyspnea 
occurs both from the tumor and therapies used to treat 
the underlying malignancy (14,24). Palliative management 
of dyspnea can improve quality of life among NSCLC  
patients (39). Dyspnea can be relieved via palliative 
procedures or cancer-directed therapies. Patients with 
symptomatic tumor invasion or obstruction of the central 
airway can be considered for endoscopic palliation 
interventions, including laser therapy, stent placement, and 
endobronchial brachytherapy (40,41). Symptomatic pleural 
effusions can be managed with palliative thoracentesis, 
catheter or chest tube drainage, chemical pleurodesis, or 
pleurectomy. Medical interventions, such as bronchodilators, 
opioids, diuretics, supplemental oxygen, training in breathing 
techniques, pulmonary rehabilitation, and chest wall 
vibration, can also improve patient-reported dyspnea (42).

Phase III randomized studies of patients with advanced-
stage NSCLC have shown that systemic therapy can 
improve dyspnea, as well as fatigue, cough, and general 
quality of life (43,44). However, chemotherapy can also 
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Figure 1 Symptoms of advanced NSCLC.  Common symptoms experienced by patients with advanced and metastatic NSCLC include 
thoracic pain, dyspnea, and cough.  The causes of those symptoms and common management options for those symptoms are depicted.  
The effects that the symptoms and their management have on disease control, anxiety and depression, and quality of life are also depicted.  
Double-sided arrows are used to denote the interdependence and multifactorial nature of symptoms and symptom impact.

Table 1 Causes of pain in patients with advanced and metastatic non-small cell lung cancer

Thoracic local tumor Distant metastatic tumor Treatment induced

Airway compression or invasion Brain metastasis Chemotherapy

Chest wall invasion Bone metastasis -Cardiomyopathy

Chronic inflammatory changes Spinal cord or nerve root compression or impingement -Myalgias

Invasion into mediastinal structures Visceral metastasis -Neuropathies

Local obstruction -Pneumonitis

Malignant pericardial effusion Radiation therapy

Malignant pleural effusion -Chest wall syndrome

Mass effect -Esophagitis

Pleural disease spread -Joint or bone irritation

Pneumonia -Pneumonitis

Surgery

-Incisional pain

-Infection
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result in dyspnea in up to one in five patients treated and 
should be continuously reevaluated (45). Radiation therapy 
can also often achieve improvements in dyspnea but can 
similarly result in treatment-induced dyspnea from radiation 
pneumonitis or pulmonary fibrosis. The role of palliative 
radiotherapy in symptom management is discussed in more 
detail later in this manuscript.

Palliative systemic therapy

In addition to early palliative care initiation improving 
survival, improvements in chemotherapy over the past  
15 years have allowed for prolongation of survival of 
patients with stage IV NSCLC by several months compared 
with supportive care alone, older chemotherapeutic 
regimens, or single-agent therapy (46-48).

Newer third-generation cytotoxic agents such as 
pemetrexed for adenocarcinomas and gemcitabine for 
squamous cell carcinomas, as well as vinorelbine, paclitaxel, 
and docetaxel, have antitumor activity for advanced-stage 
NSCLC. Among first-line therapy studies, a randomized 
trial of 432 advanced-stage NSCLC patients demonstrated 
that the addition of vinorelbine to cisplatin increased 
the response rate (26% vs. 12%, P=0.0002), median 
progression-free survival (4 vs. 2 months, P=0.0001), and 
median overall survival (8 vs. 6 months, P=0.0018) (49). 
Another randomized trial of 522 advanced-stage NSCLC 
patients showed that the addition of gemcitabine to cisplatin 
increased the response rate (30.4% vs. 11.1%, P<0.0001), 
median progression-free survival (5.6 vs. 3.7 months, 
P=0.0013), and median overall survival (9.1 vs. 7.6 months, 
P=0.004) (50).

Based on the improvements in both quality of life 
and overall survival, current clinical practice guidelines 
recommend that all patients with advanced or metastatic 
NSCLC with good performance status be evaluated for 
systemic therapy (51,52). Platinum-based regimens have 
been demonstrated in numerous studies to prolong survival 
compared with best supportive care alone, and cisplatin is 
preferable to carboplatin in candidates for that agent (53). 
First-line therapy for advanced or recurrent NSCLC should 
consist of chemotherapy alone or in combination with 
bevacizumab in patients with good performance statuses (54), 
and erlotinib can be administered to patients who have a 
mutation in the epidermal growth factor receptor. While 
doublet chemotherapy can improve survival compared with 
single-agent chemotherapy, three concurrent cytotoxic 
drugs typically do not improve survival and are associated 

with increased toxicity. However, combining target agents 
like bevacizumab or cetuximab with doublet chemotherapy 
can further improve outcomes. Guidelines also suggest 
considering maintenance therapy in all patients with 
stage IV NSCLC, and such maintenance regimens should 
continue until evidence of disease progression or their use is 
limited by toxicity.

There is  no consensus on the use of  cytotoxic 
chemotherapy among elderly patients or those with limited 
performance statuses, and their use can be associated 
with patient morbidity. Stage IV NSCLC patients who 
are elderly or have limited performance statuses should 
be considered for single-agent chemotherapy with third-
generation drugs such as vinorelbine, gemcitabine, or 
taxanes, or for targeted therapies (51,55).

There has also been an improvement in second-line 
agents for the treatment of refractory or progressive 
NSCLC. Newer agents such as erlotinib, docetaxel, or 
pemetrexed (particularly for adenocarcinomas) have 
shown efficacy in this setting and can improve quality of 
life and prolong overall survival. A meta-analysis of 24 
randomized trials found that patients with recurrent or 
progressive NSCLC achieve improvements in overall 
survival and quality of life with single-agent docetaxel and 
single-agent pemetrexed, and with erlotinib for patients 
not eligible for further chemotherapy (56). Epidermal 
growth factor tyrosine kinase inhibitors like erlotinib, 
vascular endothelial growth factor receptor inhibitors 
like bevacizumab, anaplastic lymphoma kinase inhibitors 
like crizotinib, and other targeted systemic therapies are 
increasingly being utilized to treat refractory NSCLC and 
can be administered as single agents or in combination with 
standard chemotherapy (57,58).

Palliative external beam radiation therapy

Palliative radiation therapy can be used in an attempt 
to symptomatically improve localized symptoms from 
disease. Although radiation therapy is commonly used 
in patients with stage I-III NSCLC for curative intent, 
palliative irradiation is not used in an attempt to achieve 
a cancer cure. As the majority of patients with NSCLC 
either present with or develop metastasis during the course 
of their disease (2), palliative irradiation is a commonly 
used modality. In fact, a recent population-based United 
States Surveillance, Epidemiology, and End Results study 
of 11,084 Medicare beneficiaries with metastatic NSCLC 
found that 58% of patients received palliative radiation 
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therapy (59).
For patients with advanced or metastatic NSCLC, 

palliative thoracic external beam radiotherapy is well 
tolerated and can achieve symptomatic response rates of 
approximately 75-95% for hemoptysis, 60-85% for chest 
pain, 50-60% for cough, and 40-60% for dyspnea (60). 
Acute and subacute toxicities such as nausea and emesis, 
lung hemorrhage, severe esophagitis, Lhermitte’s syndrome, 
and bronchoesophageal fistulas occur in less than 1% of 
patients, and radiation pneumonitis and chronic pulmonary 
fibrosis with respiratory insufficiency are similarly rare in 
doses typically delivered for palliation (60-63).

When definitive standard-fractionation external beam 
radiation therapy is used for curative intent for NSCLC, 
doses of 60 Gy or more are delivered to sites of gross disease 
and areas at risk of microscopic disease spread. In contrast, 
palliative external beam radiation therapy to thoracic disease 
is typically administered only to areas of gross disease to a 
dose of 20 Gy in five fractions or 30 Gy in 10 fractions. For 
sites of bone metastasis without spinal cord compression, 
a single fraction of palliative radiotherapy is often used to 
allow for improved patient convenience, expedited treatment 
completion, and a reduction in healthcare costs (64).

In  an at tempt  to  def ine  the  opt imal  dose  and 
fractionation regimens for palliative external beam radiation 
therapy in patients with NSCLC, multiple randomized trials 
have been performed assessing outcomes, including overall 
survival and responses of pain, dyspnea, cough, hemoptysis, 
atelectasis and post-obstructive pneumonia to radiotherapy 
(65-67). In a review of 14 randomized trials that compared 
differing regimens of palliative radiation therapy for 
NSCLC, no single regimen was found to be optimal for 
symptomatic palliation, and symptomatic response rates did 
not differ based on the number of fractions administered. Of 
note, patients with good performance statuses had improved 
survival rates by 5% at 1 year and 3% at 2 years with higher 
palliative radiation doses, although such regimens resulted 
in more acute toxicity, including esophagitis. Patients with 
poorer performance statuses may be best treated with short 
radiation therapy courses of one or two fractions (68).

Recent similar recommendations of using shorter courses 
to provide more rapid and convenient symptoms relief 
versus more protracted courses that are optimally delivered 
to patients with good performance statuses to provide more 
durable symptomatic relief and potentially an improvement 
in overall survival have been issued by the American 
College of Radiology Appropriateness Criteria (61) and the 
American Society for Radiation Oncology (63).

A cost-utility analysis of differing radiation therapy 
fractionation regimens was assessed in a randomized trial 
comparing 30 Gy in 10 fractions and 16 Gy in two fractions 
in 297 patients with advanced or metastatic NSCLC. 
Patients treated in the more protracted 10-fraction arm 
had greater quality-adjusted life years (20.0 vs. 13.2 weeks, 
P=0.05) largely due to an improvement in survival in 
patients receiving 10 fractions (38.1 vs. 27.4 weeks, P=0.03). 
Although the radiation therapy costs per patient were more 
than twice as much for patients treated in 10 fractions, 
survival-related non-radiotherapy cost offset this difference 
due to the shorter life expectancy for patients treated in 
only two fractions, thus allowing for 30 Gy in 10 fractions 
to be determined to be acceptable according to current 
economic standards (69).

Palliative endobronchial therapies

Advanced NSCLC with local tumor progression can result 
in symptomatic central airway obstruction or invasion that 
can lead to life-threatening respiratory compromise or 
hemoptysis. Endobronchial treatments can allow for rapid 
symptomatic relief and are often well tolerated with minimal 
toxicity. The optimal treatment of central obstruction 
depends on the type of obstruction. Endoluminal 
obstruction can be palliated with brachytherapy, laser 
therapy, or photodynamic therapy, extraluminal obstruction 
with brachytherapy or stent placement, and infiltrating 
lesions with brachytherapy, laser therapy, or stenting (70,71). 
External beam radiation therapy, however, can often achieve 
symptom relief for any type of central airway obstruction.

Compared with external beam radiation therapy, 
endobronchial brachytherapy generally allows for higher 
irradiation doses to be delivered to the tumor with less 
volume and dose to surrounding normal tissues, potentially 
allowing for fewer acute toxicities. Endobronchial 
brachytherapy administered alone or in combination with 
external beam radiation therapy to 95 patients with locally 
advanced NSCLC has been reported to improve patient-
reported quality of life and functional capacity and achieve 
symptomatic response rates of 97% for hemoptysis, 93% 
for dyspnea, 91% for obstructive pneumonia, and 81% for 
cough (72). Therefore, based on the available literature and 
risk of severe toxicity, endobronchial brachytherapy may 
be most ideally suited for patients who are symptomatic 
from recurrent endobronchial central obstruction and who 
have previously been treated with external beam radiation 
therapy.



184 Simone and Jones. Palliative care for non-small cell lung cancer

© AME Publishing Company. All rights reserved. Ann Palliat Med 2013;2(4):178-188www.amepc.org/apm

However, a meta-analysis of 13 randomized trials 
of central obstructions compared different regimens of 
palliative external beam radiation therapy, endobronchial 
brachytherapy, and other endobronchial interventions. The 
combination of endobronchial brachytherapy with external 
beam radiation therapy did not improve symptomatic control 
or overall survival compared with external beam radiation 
therapy alone (73). Similarly, a meta-analysis of 29 trials of 
endobronchial brachytherapy in NSCLC found external 
beam radiation therapy alone to be more effective than 
brachytherapy for symptom palliation in previously untreated 
patients (74). External beam radiation therapy may also 
allow for a more durable palliative response and less need for 
additional interventions compared with brachytherapy due 
to decreased tumor progression outside the bronchus (75).  
Brachytherapy is also less suited to treat large tumors or 
adjacent lymph node metastasis than external beam radiation 
therapy, and it may have a higher risk of late toxicities like 
massive hemoptysis, tracheoesophageal fistula formation, 
bronchial stenosis, and bronchospasms (76).

Photodynamic therapy is another intervention that can 
achieve palliative resolution or improvement in dyspnea 
and pulmonary function related to endobronchial luminal 
obstruction and tumor-related stenosis. Photodynamic 
therapy can also resolve acute hemoptysis and poststenotic 
pneumonia. Photodynamic therapy has minimal toxicities 
and can be used safely in combination with other palliative 
techniques, including external beam radiation therapy (77).  
Among 100 patients with advanced or metastatic lung 
cancer with endobronchial luminal obstruction treated with 
photodynamic therapy, the mean endoluminal obstruction 
decreased from 85.8% to 17.5% after therapy, and patients 
similarly had significant improvements in mean forced vital 
capacity and forced expiratory volume in one second (78).  
In another study of 133 symptomatic patients with 
endobronchial lung lesions treated with photodynamic 
therapy, a significant improvement in dyspnea was achieved 
in 74% of patients as assessed by the Modified Medical 
Research Council Dyspnea Scale (79).

Nd:YAG laser therapy is the most widely utilized 
modality for tumor ablation within the tracheobronchial 
tree. In a study of 258 advanced lung cancer lesions 
causing endobronchial stenosis or obstruction, patients 
were treated with Nd:YAG laser therapy (n=177) or 
photodynamic therapy (n=81). The overall treatment 
effectiveness was 81% for Nd:YAG laser and 75% for 
photodynamic therapy, with Nd:YAG laser being more 
effective for tumors in the trachea or main bronchi 

(93% vs. 73%) but not for tumors in lobar or segmental 
bronchi (73% vs. 76%). Nd:YAG therapy, however, did 
result in massive bleeding in 6%, perforations in 3%, and 
a procedural mortality rate of 1.7%, compared with no 
major complications after photodynamic therapy (80). 
Overall, with limited comparative data available, Nd:YAG 
laser therapy and photodynamic therapy appear to have 
similar efficacy in relieving intraluminal tumor obstruction 
and improving patient symptoms, but photodynamic 
therapy may allow for a longer time to treatment failure 
and more limited toxicity profile (77).

Palliation of sites of NSCLC metastasis

Metastases to the brain, adrenal glands, and liver are 
frequent occurrences in patients with advanced or 
metastatic NSCLC and often cause symptoms like pain 
or neurologic, liver, or adrenal dysfunction. Furthermore, 
in addition to bone metastases that can cause pain and 
decrease functional mobility, spinal metastases can cause 
spinal cord or nerve root impingement or compression that 
can lead to decreased strength, decreased sensation, or loss 
of bowel or bladder function. Such metastases can decrease 
overall survival and often carry a high symptom burden that 
can significantly worsen patient quality of life and symptom 
scores. Palliation of such metastases can be achieved via 
medical management and is often directed towards specific 
symptoms. In addition, patients with symptomatic brain 
metastasis can be management with systemic steroids, 
antiepileptics, whole-brain radiation therapy, stereotactic 
radiosurgery, and neurosurgical resection. Patients with 
symptomatic adrenal or liver metastasis can be managed 
with surgery, stereotactic body radiotherapy, palliative 
external beam radiation therapy, radiofrequency ablation or 
other ablative techniques, transarterial chemoembolization, 
and systemic therapy. Patients with spinal cord compression 
should be treated with systemic steroids and undergo 
surgical management that is often followed by external 
beam radiation therapy, or radiotherapy alone in patients 
with more limited life expectancies or who are not 
candidates for surgery (14).

Conclusions

NSCLC often presents at an advanced stage and is the 
leading cause of death attributed to cancer worldwide. 
Many patients with NSCLC experience symptoms from 
their cancer or their cancer therapy. Palliative care for 
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NSCLC should be implemented early in the course 
of the disease and should to be conducted through a 
multispecialty approach. Early integration of palliative 
care for patients with advanced for metastatic NSCLC 
can reduce patient symptoms, improve quality of life, and 
prolong survival. Engagement with patients and their 
families around issues including illness understanding, 
coping, and symptom management appear to be important 
communication tasks to help patients through the course of 
their illness.

The  add i t ion  o f  s y s t emic  the rapy,  i nc lud ing 
chemotherapy or targeted therapy, to supportive care 
improves quality of life and prolongs survival. Systemic 
therapy should strongly be considered in all patients, 
particularly those with good performance statuses. Newer 
first-line and second-line therapies are further prolonging 
survival among metastatic and refractory or progressive 
NSCLC patients.

Thoracic external beam radiation therapy is well 
tolerated and can improve quality of life and relieve 
symptoms such as hemoptysis, pain, cough, and dyspnea. 
More protracted external beam radiation therapy regimens 
may provide more durable symptomatic response and 
prolong survival, whereas shorter courses provide similar 
symptomatic response rates and should be considered in 
patients with poorer performance statuses and more limited 
life expectancies. For central airway obstruction, external 
beam radiation therapy, endobronchial brachytherapy, 
ablation with Nd:YAG laser, and photodynamic therapy 
can be used, and the choice of therapy should be tailored 
to the time of obstruction and individual patient. External 
beam radiation therapy is a preferred first-line option over 
endobronchial brachytherapy, whereas endobronchial 
brachytherapy is optimally administered for previously 
irradiated symptomatic patients with central obstruction. 
Further study is needed to determine how palliative 
radiotherapy should be best integrated with systemic 
therapy. Symptomatic metastasis to the brain, adrenal 
glands, and liver, and spinal cord or nerve root compression 
or impingement occur often in patients with NSCLC, and 
management should be site specific and can include medical 
and pharmacologic interventions, radiation therapy, surgery, 
ablative therapy, and chemotherapy.

All healthcare providers treating patients with advanced 
or metastatic NSCLC should make palliative care a priority 
by assessing for pain, dyspnea, and other symptoms at each 
patient encounter to reduce patient morbidity, improve 
quality of life, and potentially prolong survival.
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