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The current issue of Annals of Palliative Medicine features
a collection of manuscripts dedicated to early palliative
care (1). The guest editors for this focused issue, Jan
Gaertner, Stephen Lutz and Edward Chow, who leaders of
the Palliative Radiotherapy Column for Annals of Palliative
Medicine (2,3), have assembled articles from leading
palliative medicine physician, nurses, and allied healthcare
providers for this early palliative care issue.

Palliative care is increasingly being integrated into
oncology practice (4) and recognized as a critical component
of modern oncology care (5). Randomized studies have
demonstrated a benefit to early implementation of palliative
care to improve quality of life across a number of patient-
reported and outcome-reported metrics and to enhance
patient satisfaction (6,7). Davis et a/. conducted a systematic
review of randomized trials of palliative care to more
conclusively assess the benefits of early palliative care in this
issue of Annals of Palliative Medicine (8). The authors report
on 15 randomized trials of outpatient palliative care and
13 randomized trials of palliative home care and generally
found significant advantages to patients randomized to
early palliative care that included less depression, improved
quality of life for both patients and caregivers, reduced
aggressive care at the end of life, higher rates of completing
advanced directives, fewer hospitalizations, reduced hospital
length of stay, reduced medical costs, and improved patient
and family satisfaction (8). However, existing trials to date
have been heterogenous both in terms of patient populations
studies and in terms of interventions on the control arm and
timing of early palliative care. The definition itself of early
palliative care is not without considerable confusion (9,10).
While the comprehensive review by Davis is supports the
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continued integration of early palliative care with oncology
care, their findings highlight the need for better designed
and executed studies to determine the best time to intervene
and what model of care might be best.

Hui and Bruera describe several contemporary such
models to allow for successful integration of palliative care
with oncology (11). Integration in this context, with the
addition of specialist palliative care to routine oncology care
as opposed to routine oncology care alone, is an increasingly
investigated practice (4). How this integration should occur,
however, is not well defined and will certainly differ across
practice types according to the size and existing resources
of a health system, patient population, patient needs, and
existing level of palliative care provided by oncologists and
primary care physicians. Instituting practice changes and
mobilizing monetary resources to enable these changes
to occur, however, are never easy, particularly with the
changing face of medicine and evolving dynamics of payer
reimbursement and increasing healthcare costs.

Hui and Bruera also describe the levels of integration
from linkage to coordination to full integration, and they
formulate models to aid stakeholders in the evaluation of
the feasibility, efficacy, and effectiveness of integration
across practice settings. In doing so, they also allow for an
easier comparison of the relative benefits and merits of the
different models. Through their description and analysis of
the time-based model, provider-based model, issue-based
model, and system-based model, the authors provide a
roadmap for centers to optimize patient access to supportive
care, with a clear goal of improving the quality of life for
patients (11).

Additional models, including the inpatient palliative care
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model, home based palliative care model, and outpatient
clinic palliative care model, are detailed by Zhi and
Smith (12). They also provide a great review of the
literature on available data demonstrating the benefits of
early palliative care. However, more progress is needed and
several barriers to early integration remain (13). Zhi and
Smith further chronicle continued challenges and barriers
preventing providers from delivering optimal and integrated
care for patients. Some of the barriers are, in part,
attributable to oncologists, who may have limited training
in palliative care (14), concerns about losing patients (12),
limited time available to discuss and implement palliative
care measures (15), and limited access to palliative care
teams (12). Additional resource and public exposure barriers
are described, highlighting the importance of improving
the general population’s understanding of the differences
between palliative care and hospice care (16). Potential
strategies to overcome each barrier are also detailed (12).

International models are also described in this issue
of Annals of Palliative Medicine. As readers will see, while
there are certainly different methods of integrating early
palliative care in different regions of the world, many pillars
of each model and common barriers to implementation
are shared between countries. Yeung ez a/. describe the
current state of palliative care in Hong Kong and detail how
palliative care is mostly provided by public hospitals under
the direction of internal medicine or clinical oncology
physicians (17). In Hong Kong, clinical oncologists have
both medical oncology and radiation oncology training,
and these oncologists can complete post-fellowship training
in palliative medicine. This model allows for a combined
specialty in which clinical oncologists with palliative
training provide both therapeutic oncologic interventions
and palliative interventions, as opposed to focusing solely
on palliative medicine. While this model is training
intensive and taxing to providers in a population with a high
need to cancer interventionists, this combined specialty
model allows for easy facilitation of early integration of
palliative care.

Fassbender and Watanabe next discuss the state of
palliative care in Canada (18). The increasing use of
palliative care and the early integration of palliative medicine
with oncology are detailed. Of note, the authors describe
many of the same barriers to early palliative care that are
seen in the United States that are detailed in the manuscripts
by Hui and Bruera (11) and by Zhi and Smith (12).
Several novel solutions to these barriers have already been
implemented in Canada.
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Fitch er al. describe international nursing perspectives
on palliative care (19). Nurses are the largest workforce in
healthcare globally and have a great influence over both the
palliative and medical management of patients. Although
nurses can play critical roles in delivering care and reducing
suffering for patients and their families and caregivers,
several barriers that are shared with oncologists as well as
unique barriers to nurses have posed challenges to enabling
the widespread role of nurses in early palliative care (19,20).

The last article in this impressive collection of early
palliative care manuscripts tackles the issue of resource
allocation (21). Gaertner er al. provide estimates of
the costs associated with early palliative care of both
specialist approaches and generalist approaches. With the
specialist model, in which specialist palliative care and
routine care are concurrently pursued, the authors review
several studies (22,23) in which early palliative care has
been demonstrated to be associated with cost savings for
inpatients. However, they also highlight the generally
limited funding methods for widespread utilization of the
specialist model for integrative palliative care worldwide.
Conversely, for the generalist approach, palliative care is
optimally strengthened as a part of standard care. Costs
inherent to this approach are heterogenous and inclusive
of teaching of general palliative care competencies, routine
symptom assessment, and the mandatory implementation
of advanced care planning in care trajectories. Despite the
difficulties in cost calculations, cost savings with this model
are still likely if the adoption of palliative care results in less
utilization of futile diagnostic and therapeutic procedures
at the end of life and less aggressive care due to improved
communication of treatment goals (22,24). Clearly, much
more work is needed to be able to provide reliable cost
estimates. However, the work by Gaertner er 4/. is a highly
noteworthy effort at assessing this difficult topic.

Although the currently employed palliative care
model may be the specialist model in some regions or
health systems and the generalist model in others, more
widespread implementation of each model will require
additional upfront expenditures. However, these costs
should be considered in the context of cost-saving that
can be achieved with early palliative care implementation.
In contrast to the two separate models, however, early
palliative care is likely best achieved with a combined effort
across medical disciplines and early integration of specialist
palliative care services. Such an integrated approach can
reap the rewards of cost savings, improved patient quality of
life, and even improved clinical outcomes for patients.
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