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Opinion statement

The specialty of palliative care has evolved over time to provide symptom management,
psychosocial support, and care planning for patients with cancer throughout the disease
continuum and in multiple care settings. This review examines the delivery and impact of
palliative care in the outpatient, inpatient, and community-based settings. The article will
discuss how these 3 palliative care settings can work together to optimize patient
outcomes under a unifying model of palliative care “anywhere, anytime” and how to
prioritize palliative care services when resources are limited. Many patients with advanced
cancer receive care from each of the 3 branches of palliative care—outpatient, inpatient,
and community-based settings—at some point along their disease trajectory. Early on,
outpatient clinics provide longitudinal supportive care concurrent with active disease-
modifying treatments. Telemedicine appointments can serve patients remotely to mini-
mize their need to travel. When patients experience functional decline, community-based
palliative care services can provide support and monitoring for patients at home. When
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patients develop acute symptomatic complications requiring admission, inpatient care
consultation teams are essential for symptom management and goals-of-care discussions.
For patients in severe distress, receiving care in a palliative care unit that provides
intensive symptom control and facilitates complex discharge planning is ideal. Under a
unifying model of palliative care designed to offer care “anywhere, anytime,” the 3
branches of palliative care could work in unison to support each other, minimize gaps in
care, and optimize patient outcomes.

Introduction

Palliative care has evolved over the past 6 decades as a
specialty that focuses on delivering patient-centered, in-
terdisciplinary care to alleviate suffering, improve pa-
tients’ quality of life, and enhance the quality of care.
In the 1950s, Dame Cicely Saunders in the UK started
the hospice movement to improve the care of dying
patients in the community [1]. In the 1970s, Dr. Balfour
Mount coined the term “palliative care” and established
the first palliative care unit inMontreal, Canada [2]. This
marked the expansion of palliative care from
community-based settings to acute care facilities, in
which specialist teams also provided consultations for
hospitalized patients in acute distress. In 1990s, Dr.
Eduardo Bruera initiated one of the first outpatient pal-
liative care clinics in Edmonton, Canada, marking the
beginning of palliative care for patients in the outpatient
setting. In 2010, Dr. Jennifer Temel published her land-
mark randomized controlled trial on early palliative care
[3]. Since then, the term “supportive care” has been
adopted in a growing number of palliative care pro-
grams to signal their availability throughout a patient’s
disease trajectory rather than only at the end-of-life [4, 5,
6•). In 2020, the COVID-19 pandemic catalyzed tele-
medicine visits as a care delivery model and enabled

palliative care to reach more patients and caregivers
[7]. This brief history of palliative care underscores
how this specialty has expanded its scope to better serve
a greater number of patients at different disease stages
and in a variety of care settings.

As palliative care evolves, a growing body of litera-
ture supports the delivery of palliative care in various
settings. Multiple randomized controlled trials have re-
ported that adding specialist palliative care in the out-
patient, inpatient, and community-based care settings to
routine care can improve patient outcomes. In addition,
several systematic reviews andmeta-analyses have found
that specialist palliative care has a positive impact on
patients’ quality of life and symptom burden, patient
satisfaction, and home death [8••, 9, 10]. However,
many of these studies included a mix of care settings,
making it difficult to know which form of palliative care
is most effective. Accordingly, in this article, the delivery
and impact of palliative care in the outpatient, inpatient,
and community-based settings will be examined sepa-
rately. The article will also consider how these 3 pallia-
tive care settings can work together to optimize patient
outcomes under a unifying model of palliative care
“anywhere, anytime.”

Outpatient palliative care

Outpatient palliative care clinics are the main settings in which patients
receive timely access to specialized supportive care. In contrast to patients
seen in inpatient and community-based palliative care settings, those seen
in outpatient palliative care clinics often have better performance status
and longer survival durations. By providing symptom management, psy-
chological support, and care-planning services longitudinally, outpatient
palliative care clinics alleviate distress throughout the disease trajectory,
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maximize patients’ readiness for disease-modifying treatments, and poten-
tially prevent costly hospitalizations [11•].

In 2009, only 59% of National Cancer Institute (NCI)-designated cancer
centers and 22% of non-NCI-designated cancer centers in the USA reported
having outpatient palliative care clinics. These percentages increased to 95%
and 40%, respectively, in 2018. The time from outpatient palliative care referral
to death also increased from 3 to 6 months at NCI-designated cancer centers
from 2009 to 2018 [6•].

Outpatient palliative care can be classified as stand-alone, embedded, or co-
located. Care is typically provided in person. Telemedicine visits have become
more common since the start of the COVID-19 pandemic. These visits allow
patients in rural areas, those with limitedmobility, and those with transportation
challenges ease of access to specialized palliative care teams. Another potentially
useful telemedicine strategy is telemonitoring, in which symptom scores, vital
signs, and other parameters can bemonitored remotely with predefined prompts
for self-management and real-time triggers for interventions by the health care
team [12]. However, regional regulations, reimbursement policies, and access to
the Internet and devices for video conferencing may pose challenges to telemed-
icine delivery. Besides providing symptom management, psychological support,
and care-planning services, outpatient palliative care clinics also offer point-of-
contact service for questions andmedication refills [13]. For selected patients with
high symptom burden or poor performance status, proactive phone calls from
the clinic after hospital discharge or in between clinic visits may reduce patients’
distress and emergency room visits. Some outpatient palliative care clinics also
offer same-day consultations to provide urgent symptom management and
rapidly triage patients’ supportive care needs.

Several systematic reviews have examined the impact of outpatient palliative
care referrals on patient outcomes. Haun et al. conducted a Cochrane systematic
review and meta-analysis in 2017 [14]. They included 7 randomized trials with
1615 participants. Compared to usual care, outpatient palliative care was
associated with a significant improvement in quality of life (standardizedmean
difference [SMD], 0.27; 95% CI, 0.15–0.38) and symptoms (SMD, −0.23; 95%
CI, −0.35 to −0.10); however, depressive symptoms did not differ among
patients treated in the 2 settings.

A more recent systematic review that included 10 randomized trials involving
patients with advanced cancer was conducted by Fulton et al. [15] in 2019. The
authors concluded that, compared to usual care, specialist palliative care conferred
a small but significant benefit on quality of life (SMD, 0.24; 95% CI, 0.13–0.35),
but no significant benefits were seen for patients’ symptom burdens (SMD, −0.17;
95% CI, −0.45 to 0.11) or survival (hazard ratio, 0.84; 95% CI, 0.61–1.71).

Hoerger et al. also conducted a meta-analysis to examine survival and
quality of life in patients with advanced cancer [16]. The authors reported that,
compared to usual care, outpatient palliative care was associated with a survival
benefit at 1 year (14.1%; 95% CI, 6.5–21.7%). However, there was no survival
benefit at 3 months or at 24 months. Consistent with other meta-analyses, the
study also reported an improvement in quality of life (SMD (Hedges’ g), 0.18;
95% CI, 0.09–0.28) with specialist palliative care.

In addition to these randomized trials and meta-analyses, several non-
randomized cohort studies have also reported that the timely involvement of
palliative care is associated with a reduction in emergency room visits, intensive
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care unit admissions, and hospital deaths in the last month of life [17–20].
Indeed, patients who were first referred to palliative care as outpatients had
better outcomes than those first referred as inpatients [17]. The benefits of
timely palliative care are discussed elsewhere [21].

Inpatient care

Inpatient palliative care has 2major components: inpatient consultation teams,
which offer expert recommendations for symptom control, support medical
decision-making, and facilitate hospital discharges; and acute palliative care
units, which provide intensive symptom management for patients in severe
distress and comprehensive care planning for patients in the last weeks and days
of life. Although most cancer centers in the USA have inpatient consultation
teams, only 40% of NCI-designated cancer centers and 7% of non-NCI-
designated cancer centers reported having acute palliative care units [6•). To
date, studies examining the impact of inpatient palliative care services have
focused on consultation teams only.

For patients who presented to an emergency room, the Palliative Care and
Rapid Emergency Screening tool (P-CaRES) has been developed to facilitate
early referral for inpatient specialist palliative care [22, 23]. Patients with a
diagnosis of life-limiting illness (e.g., advanced cancer) and at least 2 of the
following 5 criteria would benefit from a referral: ≥2 emergency room visits in 6
months, uncontrolled symptoms, functional decline, uncertainty regarding
goals of care and/or caregiver burnout, and not surprised if patient would die
in the next 12 months. Patients already seen by palliative care teams and
presenting to an emergency room represent a unique population because they
often have a poor functional status and may not desire aggressive life-
prolonging measures. Paiva et al. developed a Palliative Care Triage System
(PCTS) for use by emergency room nurses with 4 categories associated with
hospital admission and survival [24].

In 2020, Scott et al. conducted a systematic review to examine the impact of
hospital-based palliative care teams on post-discharge care and outcomes [25].
The investigators identified 15 studies involving 53,659 patients. These studies
included 1 randomized clinical trial, 5 prospective studies (2 with a control
group), and 9 retrospective studies (6 with a control group). A meta-analysis
was not possible because of the heterogeneous design of the review. The authors
concluded that inpatient palliative care consultations were associated with
higher rates of community discharge, greater provision of services after dis-
charge, improved care coordination, and lower rates of readmission. However,
another systematic review focusing on palliative care transitions from acute care
to community-based settings identified 8 studies and reported more heteroge-
neous findings [26].

The studies above mostly included patients with advanced solid tumors. In
patients with hematologicmalignancies, inpatient palliative care consultation is
also beneficial. El-Jawahri et al. conducted a randomized controlled trial to
compare inpatient palliative care consultation to routine oncologic care in 160
patients with hematologic malignancies undergoing autologous or allogeneic
stem cell transplant. The primary outcome was quality of life at 2 weeks, which
decreased in both groupswith treatment; however, patients in the palliative care
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group had significantly less reduction in quality of life than did the control
group. Furthermore, the symptom burden and levels of depression and anxiety
were all significantly better in the palliative care group at 2 weeks and 3months
[27]. In a second randomized trial, El-Jawahri assigned 160 hospitalized pa-
tients undergoing intensive chemotherapy for acute myeloid leukemia to re-
ceive inpatient palliative care consultation or usual care. Patients’ quality of life
and symptoms of anxiety, depression, and post-traumatic stress disorder were
all significantly better with palliative care compared to usual care over the 24-
week follow-up period [28].

Community-based palliative care

Community-based palliative care traditionally involves care teams coming to
patients’ homes to conduct symptom and needs assessments, provide recom-
mendations for various non-pharmacologic and pharmacologic interventions,
assist with daily activities, offer counseling and education for patients and
caregivers, and support self-management of symptoms. However, the advent
of telemedicine and remote monitoring services has shifted how community-
based palliative care is delivered, blurring the line between outpatient care and
community-based care. A randomized trial examining the addition of telemed-
icine services to community-based palliative care in the Netherlands found that
symptom distress was higher with than without telemedicine services; however,
the study had important methodologic limitations [29]. Further research is
needed to assess telemedicine services in the setting of community-based
palliative care.

Hospital-at-home programs, in which selected, acute hospital-level services
such as blood collection and the delivery of intravenous medications are
provided at home, are also available and offer more intensive home care than
is provided through traditional community-based palliative care programs [30,
31]. Another formof community-based palliative care, hospice care, is delivered
predominantly at home in the USA. However, hospice care is considered
distinct from non-hospice, community-based palliative care services because
of health system and reimbursement policy differences. In other countries such
as the UK and Canada, hospice care is providedmore typically in a community-
based, free-standing facility. Several systematic reviews on community-based
palliative care include hospice programs [32].

Community-based palliative care services are intended for patients who are
typically home-bound and thus have a poorer performance status and shorter
expected survival. These programs offer an alternative to hospitalization and
provide reassurance and support for patients who might otherwise need acute
care visits. However, patients with acute medical issues or severe symptoms
often still require admission to a hospital.

In a 2013 systematic review and meta-analysis, Luckett et al. examined the
impact of specialist community-based palliative care on home death [33]. Nine
studies were included. A meta-analysis showed that specialist palliative care
with home nursing was associated with home death (odds ratio, 4.45; 95% CI,
3.24–6.11). However, when only the 2 high-quality studies were considered,
the effect became non-significant (odds ratio, 1.40; 95% CI, 0.97–2.02).
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Gomes et al. conducted a Cochrane systematic review and meta-analysis in
2013. In their study of the impact of community-based palliative care on
patients with advanced diseases [34], the investigators examined 23 studies
(including 16 randomized trials) that involved 37,561 patients and 4042
caregivers and found that community-based palliative care was associated with
more home deaths (odds ratio, 2.21; 95% CI, 1.31–3.71) and better symptom
control than was the usual care. However, the evidence for other outcomes such
as physical function, quality of life, the caregiver burden, satisfaction with care,
and the cost of care was less conclusive.

Another systematic review conducted in 2016 focused on the impact of spe-
cialized home-based palliative care for patients with advanced cancer [35]. Two
interventional before-and-after studies and 6 longitudinal observational studies
were included; no randomized trials were identified. The investigators concluded
that symptom control improved over time in patients who received specialized
palliative care; however, there was insufficient evidence for other outcomes.

In 2021, Gonzalez-Jaramillo and colleagues completed a systematic review
to assess the impact of community-based palliative care on hospital use and
health care costs [32]. Nineteen studies, involving 92,000 participants, were
included. The study found that, compared to usual care, community-based
palliative care was associated with a reduction in hospitalizations (13 of 14
studies), a shorter length of hospital stays (9 of 9 studies), fewer emergency
department visits (5 of 7 studies), more home deaths (6 of 6 studies), and lower
costs of care (mean, 36.3% savings; interquartile range, 28.8–51.8%).

In a 2021 Cochrane meta-analysis, Shepperd et al. examined the benefits of
hospital-at-home programs for patients with advanced diseases who were at the
end of life [31]. Four randomized clinical trials were included. The investigators
concluded that, based on 2 studies involving 539 participants, patients receiv-
ing community-based end-of-life care had a higher likelihood of dying at home
(relative risk, 1.3; 95% CI, 1.12, 1.52) than did patients receiving usual care.
There was also a small increase in patient satisfaction at 1 month among the
patients receiving home-based end-of-life care. The impact on other outcomes
such as symptom control and health service costs was less uncertain. Further
research is ongoing [36].

Taken together, the literature supports an association between home palliative
care and home death [37]. Other outcomes with less consistent findings include
improved symptom control and reduced hospitalizations and care costs. The
heterogeneous findings could be explained by substantial variations in the service
delivery models (in-person, telemedicine, hospital-at-home, and home hospice
visits), intensity of visits, care team composition, patient populations, study de-
signs, and outcome assessments. More high-quality research is needed.

Personalizing the setting of palliative care delivery: “Care
anywhere, anytime”

Bringing palliative care to where patients arematters.With somany settings and
variations in which specialized palliative care can be delivered, one commonly
asked question is which form of palliative care is most effective. The reality is
that many patients with advanced cancer will require care from outpatient,
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inpatient, and community-based palliative care settings at some point along
their disease journey. Early on, outpatient clinics provide longitudinal support-
ive care concurrent with active disease-modifying treatments. Telemedicine
visits can serve patients remotely to minimize their need to travel. When
patients experience functional decline, community-based palliative care services
can provide support and monitoring for patients at home. When patients
develop acute symptomatic complications requiring admission, inpatient care
consultation teams are essential for symptom management and goals-of-care
discussions. For patients in severe distress, receiving care in a palliative care unit
that provides intensive symptom control and facilitates complex discharge
planning is ideal.

Teamworkmatters. In an interdisciplinary palliative care team, eachmember
contributes expertise and supports other team members. Similarly, in an inte-
grated health care system, each branch of palliative care has a unique role to
play in enhancing patient care and supporting the other branches (Fig. 1). For
example, proper symptommanagement provided by the inpatient consultation
team, thoughtful discharge planning, and telemedicine visits and/or
community-based care after discharge may work together to prevent readmis-
sions. Prognostic discussions in the outpatient setting to enhance patients’
understanding of their illnesses, coupled with goals-of-care discussions in
inpatient visits, may reduce the use of chemotherapy and intensive care unit
admissions in the last days of life [17, 38].

Fig. 1. The 3 branches of comprehensive palliative care programs. The 3 major branches of comprehensive palliative care
programs—inpatient, outpatient and community-based palliative care—are interdependent and work together to provide com-
prehensive supportive care to patients throughout the disease trajectory.
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The dose of supportive care offered to patients matters. In an understaffed
palliative care team, a nurse, rather than a psychologist or social worker, may
need to provide some counseling for emotional distress, which is less than
ideal. Similarly, in an underfunded palliative care program, 1 branch may
overextend to compensate for a missing branch. In contrast, having all branches
of a comprehensive palliative care program available to provide services allows
patients to receive optimal care according to their needs and with minimal
interruptions. Such a program would allow the intensity of supportive care to
be optimally tailored to patients’ needs, which would theoretically promote
more efficient use of health care resources.

The 3 main branches of specialist palliative care—outpatient, inpatient, and
community-based care—are interdependent and work together to improve
patient care along the disease continuum by providing optimal supportive care
“anywhere, anytime” (Fig. 1). Health systems missing one of the branches need
to compensate with overextending the other branches (inefficiently), supple-
ment patient care with outside services, or risk patient care being jeopardized.
For example, health systems without outpatient palliative care services and/or
community-based care access aremore likely to have a greater demand for acute
care services, which are not only costly but also are considered to provide poorer
quality of care. Thus, a comprehensive palliative care program that can provide
access to all 3 branches of specialist palliative care is desirable.

Although a comprehensive palliative care program is likely to provide better
patient care and cost savings than an attenuated program, it requires a large
team and a high level of startup resources and thus may not be possible for
health systems with limited resources. In such circumstances, inpatient pallia-
tive care consultation teams remain the backbone of palliative care because they
require limited infrastructure and can support patients in acute distress. In
health systems with additional resources, outpatient clinics can provide timely
palliative care and can also house telemedicine services. The outpatient staffing
and scope of services can be increased over time. Community-based palliative
care and acute palliative care units are more resource-intensive but provide
important support for patients in the last phase of life and are thus most in
need. For programs without community-based palliative care services, the
engagement of community partners is helpful. For example, cancer centers
without community-based palliative care programs may still refer patients to
home health agencies or hospices. Ultimately, the palliative care program
should be personalized not only to patients but also to health care systems.

Multiple studies have found that, in addition to improving the quality of life
and quality of care, palliative care can provide cost savings for health care
systems [39, 40]. Most of these studies have been conducted in the inpatient
and community-based care settings. They have demonstrated that specialist
palliative care reduces the cost of care predominantly by reducing intensive
interventions at the end of life [32, 41–44].

Summary

The goal of palliative care is to relieve suffering, improve patients’ quality of life,
and enhance the quality of care. Because suffering is a multi-dimensional
construct that starts from the time of diagnosis and varies in intensity over
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time, palliative care needs to be interdisciplinary, provided in a timely fashion,
and available in different settings to provide access “anywhere, anytime.”
Importantly, these 3 branches of specialist palliative care—outpatient, inpa-
tient, and community-based care—are interdependent and work together to
enhance patient care along the disease continuum by providing optimal sup-
portive care. Further research is needed to examine novel models of palliative
care in different health care settings.
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