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Background: Integration of specialist palliative care (PC) into standard oncology care is recommended. This study
investigated how integration at the Cantonal Hospital St. Gallen (KSSG) was manifested 10 years after initial
accreditation as a European Society for Medical Oncology (ESMO) Designated Center (ESMO-DC) of Integrated
Oncology and Palliative Care.
Methods: A chart review covering the years 2006-2009 and 2016 was carried out in patients with an incurable
malignancy receiving PC. Visual graphic analysis was utilized to identify patterns of integration of PC into oncology
based on the number and nature of medical consultations recorded for both specialties. A follow-up cohort
collected 10 years later was analyzed and changes in patterns of integrating specialist PC into oncology were compared.
Results: Three hundred and forty-five patients from 2006 to 2009 and 64 patients from 2016 were included into
analyses. Four distinct patterns were identified using visual graphic analysis. The ‘specialist PC-led pattern’ (44.9%)
and the ‘oncology-led pattern’ (20.3%) represent disciplines that took primary responsibility for managing patients,
with occasional and limited involvement from other disciplines. Patients in the ‘concurrent integrated care pattern’
(18.3%) had medical consultations that frequently bounced between specialist PC and oncology. In the ‘segmented
integrated care pattern’ (16.5%), patients had sequences of continuous consultations provided by one discipline
before alternating to a stretch of consultations provided by the other specialty. In the 2016 follow-up, while the
‘oncology-led pattern’ occurred significantly less frequently relative to the ‘specialist PC-led pattern’ and the
‘segmented integrated care pattern’, the ‘concurrent integrated care pattern’ emerged more frequently when
compared with the 2006-2009 follow-up.
Conclusion: The ‘specialist PC-led pattern’ was the most prominent pattern in this data. The 2016 follow-up showed
that a growing number of patients received a collaborative pattern of care, indicating that integration of specialist
PC into standard oncology can manifest as either segmented or concurrent care pathways. Our data suggest a
closer, more dynamic and flexible collaboration between oncology and specialist PC early in the disease course of
patients with advanced cancer and concurrent with active treatment.
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INTRODUCTION

Early integration of specialist palliative care (PC) into stan-
dard oncology care is recommended.1,2 Evidence shows
that advanced cancer patients whose oncologists provided
early referrals to PC experienced improvement of their
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quality of life and greater satisfaction with their treat-
ment.3-7 Over the past decades, there has been an increase
towards offering specialist PC services on an outpatient
basis alongside anticancer treatment.8

Several models of integration of PC into oncology have
been proposed. Bruera and Hui9 suggested three models to
describe how oncology and PC work together, emphasizing
integrated care as the preferred model. Partridge et al.10

built upon this work by discussing necessary elements for
successfully putting integration into practice. Through
integration, the strengths of both specialties can be maxi-
mized, thereby improving patient care and reducing strain
on health care systems.11,12 The European Society for
Medical Oncology’s (ESMO’s) Designated Centers (ESMO-
https://doi.org/10.1016/j.esmoop.2021.100147 1

Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
Delta:1_given name
mailto:david.blum@usz.ch
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1016/j.esmoop.2021.100147&domain=pdf
https://doi.org/10.1016/j.esmoop.2021.100147
https://doi.org/10.1016/j.esmoop.2021.100147


Table 1. Definitions of the four patterns of integration between oncology and specialist palliative care

A ‘medical consultation’ may reflect either outpatient or inpatient patient care.
A ‘switch’ is defined as a change in service provision from specialist PC to oncology OR a change in service provision from oncology back to specialist PC.
A patient whose case history meets the following criteria was classified in ONC pattern:

� 1 Specialist PC consultation, followed by only oncology service contacts OR
� 2 Consecutive specialist PC consultations within a 3-week period, thereafter only oncology service contacts OR
� 3 Consecutive specialist PC consultations within a 4-week period, thereafter only oncology service contacts
Example A: 1 specialist palliative outpatient medical consultation, then only oncology service contacts
Example B: 2 specialist palliative medical consultation, then only oncology service contacts

A patient whose case history meets the following criteria was classified in PALL pattern:
� All medical consultations are provided by specialist PC OR
� Following any number of specialist PC consultations, the patient has a maximum of 3 consecutive oncology service contacts within a 3-week period. The

patient must then return to specialist PC service contacts.
Example A: 4 specialist PC consultations
Example B: 1 specialist PC service consultation, then 2 oncology consultations, then 3 specialist PC consultations
Example C: 3 specialist PC consultations, then 1 oncology consultation, then 5 specialist PC consultations

A patient whose case history meets the following criteria was classified in SEG pattern:
� Patient has alternating medical consultations with oncology and specialist PC, characterized by longer periods of time spent receiving service from 1 disci-

pline before a switch occurs AND
� Patient has a maximum of 4 switches.
Example A: 1 specialist PC consultation, then 2 oncology consultations, then 1 specialist PC consultation
Example B: 1 specialist PC consultation, then 1 oncology consultation, then 3 specialist PC consultations, then 5 oncology consultations

A patient whose case history meets the following criteria was classified in CONC pattern:
� Patient has alternating medical consultations with oncology and specialist PC, characterized by shorter periods of time spent receiving service from 1 disci-

pline before a switch occurs and more frequent switches AND
� Patient has a minimum of 5 switches.
Example A: 1 specialist PC consultation, then 3 oncology consultations, then 5 specialist palliative consultations, then 5 oncology consultations, then 1 specialist
PC consultation
Example B: 1 specialist PC consultations, then 2 oncology consultations, then 1 PC consultation, then 7 oncology consultations, then 3 specialist PC
consultations, then 2 oncology consultations

CONC pattern, concurrent integrated care pattern; ONC pattern, oncology-led pattern; PALL pattern, palliative care-led pattern; PC, palliative care; SEG pattern, segmented
integrated care pattern.

ESMO Open D. Blum et al.
DCs) of Integrated Oncology and Palliative Care program has
played a prominent role in the evolution of PC delivery
models.13 In order to qualify for an ESMO-DC, self-nomi-
nating hospitals are evaluated anonymously but rigorously
on the basis of a list of 13 qualitative criteria related to
program infrastructure, clinical processes, education and
research (Table 1).14 Cancer centers, which have earned
Designated Center accreditation, demonstrate that patients
and their caregivers have access to specialist PC services on
an inpatient and outpatient basis following a patient-
centered care approach. Close collaboration between on-
cologists and PC specialists is the cornerstone of the
Designated Center program.15 Despite the growing
emphasis on the integration of PC and oncology, little is
known about how integration is manifested in clinical
practice. The key randomized, controlled trials (RCTs)
focusing on early integration provide extensive details on
the PC interventions offered, but information about
oncology care and joint visits is not provided.4-6

This paper examines how integration of PC was exhibited
at the Cantonal Hospital St. Gallen (KSSG), which has been
accredited an ESMO-DC since October 2005.16 KSSG is an
800-bed tertiary care center serving northeast Switzerland.
The oncology department comprises 37 beds and treats an
annual patient load of approximately 1500 inpatients and
30 000 outpatient consultations. The specialist PC depart-
ment has an 11-bed inpatient unit and three outpatient
clinics managed by a PC consultation team of 12 physicians.
The oncology and specialist PC departments are co-located
and have a deeply intertwined relationship, with emphasis
on reciprocal education and interdisciplinary patient care.
2 https://doi.org/10.1016/j.esmoop.2021.100147
Oncologists complete 40 h of PC skills training plus a 3-
month rotation in the inpatient specialist PC unit. PC phy-
sicians complete a 6-month rotation in oncology.

This study sought to answer the following questions. Are
there different patterns that characterize the integration of
specialist PC with oncology? What characteristics are
observed in patients who fall into different trajectories of
care? Do established integration patterns change over
time?
PATIENTS AND METHODS

Patients and design

A retrospective chart review was conducted for all patients
with advanced incurable malignancy (i.e. metastatic or
locally advanced) seen at specialist PC over a period of 3
years from 2006 to 2009. Eligible patients had at least one
specialist PC consultation. Charts were reviewed from pa-
tient’s first contact with specialist PC and followed until
death. In the 2016 follow-up, data were collected over a
year.
Measures

Data were collected on patient characteristics, as well as the
dates and details of the medical services provided. Medical
consultations were categorized as palliative, oncological,
joint (oncologists and PC specialists were involved simul-
taneously in service provision), or neutral (emergencies or
non-cancer-related treatment) during the course of pa-
tients’ treatment trajectories. The core measure of interest
Volume 6 - Issue 3 - 2021
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Figure 1. Patterns of integration.
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was the number of times a patient switched between
oncology and PC specialties. A switch was operationalized
as a medical consultation that changed from PC to oncology
or from oncology back to PC.
Statistical methods

Visual graphic analysis (VGA) is an innovative technique that
can provide researchers with an alternative method of
quantitative statistical analysis that is more sensitive to
individual change and variation. In this study, VGA was
utilized to analyze longitudinal care trajectories and to
compare individual care trajectories over time.17 VGA pro-
vides a method that retains nuances of individual case de-
tails while simultaneously accounting for patterns across
the sample.18 Individual patient data were visualized to
reveal convergences and divergences in the sample and
identify groupings.19 In order to visualize the tabular data,
each service delivery date was color-coded so that PC
contacts were immediately distinguishable from oncology
contacts, and a visual pattern could be seen clearly. In order
to define the care trajectory patterns, an interdisciplinary
Volume 6 - Issue 3 - 2021
group of professionals (three PC specialists, two oncologists,
two ward nurses and two study nurses) identified trajec-
tories of care according to the different sequences of
oncologic and PC consultations. A directed approach that
was theory and research guided (concept-driven coding)
was utilized to identify the coding categories (patterns).
Data were analyzed using a stepwise process to assign
predefined codes to 55 patients in order to develop the
pattern schemes. Following individual analysis by each
professional, the research team met to share findings.
Pattern definitions were discussed and reworked until
consensus was reached. Subsequently, the resulting pattern
coding scheme was used for analysis among all patients in
the sample. VGA was then carried out on the full sample. To
ensure a rigorous process of validation and verification we
used an interdisciplinary consensus process, blinded
double-coding of each case by at least two professionals.
These quality measures provide confidence that patterns
were accurately identified and assigned.2

Analysis of patient characteristics and disease status was
carried out using descriptive statistics: age at referral,
gender, tumor type, number of days between referral and
https://doi.org/10.1016/j.esmoop.2021.100147 3
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Table 2. Patient characteristics, by integration pattern

Sample PALL pattern ONC pattern CONC pattern SEG pattern

n (% of sample) 345 155 (44.9) 70 (20.3) 63 (18.3) 57 (16.5)
Age (years)
Mean � SD 65 � 13 66 � 13 64 � 11 60 � 12 62 � 13
Median 65 67 63 62 63
Range 20-91 20-91 38-82 23-85 27-84
Male (%) 64.4 64.5 64.3 57.1 71.9

Tumor type n (% of sample)
Gastrointestinal 115 53 (46.1) 23 (20.0) 19 (16.5) 20 (17.4)
Thoracic 63 28 (44.4) 15 (23.8) 7 (11.1) 13 (20.6)
Genitourinary 49 16 (32.7) 10 (20.4) 12 (24.5) 11 (22.5)
Ear, nose and throat 41 24 (58.5) 3 (7.3) 11 (26.8) 3 (7.3)
Gynecological 30 11 (36.7) 10 (33.3) 5 (16.7) 4 (13.3)
Hematological 11 3 (27.3) 3 (27.3) 2 (18.2) 3 (27.3)
Other 36 20 (55.6) 6 (16.7) 7 (19.4) 3 (8.3)

Joint palliative-oncology visits
n (% of sample/pattern group) of patients with �1 joint visits 83 (24.1) 14 (9.0) 17 (24.3) 28 (44.4) 24 (42.1)
Mean number of joint visits for patients with �1 joint visits 1.27 1.0 1.0 1.6 1.3

Months from first palliative outpatient consultation until death
Mean 7.63 4.44 9.04 12.85 8.84
Median 4.5 2.17 4.92 12.3 6
Range 0.06-39.67 0.06-37.63 0.06-39.67 1.6-36.23 0.27-35.1

CONC pattern, concurrent integrated care pattern; ONC pattern, oncology-led pattern; PALL pattern, palliative care-led pattern; SEG pattern, segmented integrated care pattern.
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death and number of joint consultations were examined. All
statistical analyses were carried out using Excel (Microsoft
Corporation, Redmond, WA) and Stata IC 12.1 (StataCorp.
2011. Stata Statistical Software: Release 12. College Station,
TX: StataCorp LP.).
RESULTS

In total, 345 patients from 2006 to 2009 and 64 patients
from 2016 were included for the analysis.

Four patterns of integration of specialist PC and oncology
were characterized (Figure 1) by means of VGA.

(i) In the oncology-led pattern (ONC pattern), a short se-
ries of one to three consultations with PC specialists
was followed up with service provided exclusively by
oncologists until the patient’s death.

(ii) In the palliative care-led pattern (PALL pattern), the pa-
tient had a maximum of three serial oncology visits,
subsequently, the remaining medical consultations
were provided by PC specialists until life’s end.

(iii) The segmented integrated care pattern (SEG pattern)
showed a trajectory in which a patient had sequences
of continuous consultations within a discipline before
alternating to a stretch of service provided by the
other specialty, and the alternation between blocks
of oncology and specialist PC occurred a maximum of
four times before death.

(iv) Patients in the concurrent integrated care pattern
(CONC pattern) had medical consultations that
frequently moved between specialist PC and oncology
with five or more switches between the specialties,
shorter time spans between switches and more joint
visits.

(v) Table 1 provides the full definition for each trajectory
of care pattern.
4 https://doi.org/10.1016/j.esmoop.2021.100147
Patient characteristics in each pattern (Table 2)

Compared with the other groups, patients in the PALL
pattern were older on average, while younger patients were
seen in the CONC pattern. Gastrointestinal, thoracic, geni-
tourinary, ear, nose and throat tumors as well as gyneco-
logical tumors were seen predominantly in the PALL pattern
relative to the other groups. Patients in the SEG and CONC
patterns had more joint oncology/PC visits (42% and 44%)
in comparison with patients in other patterns of integration.
Patients treated within the CONC pattern lived approxi-
mately 6 months longer than patients in other patterns of
integration [t (343) ¼ 6.04, P < 0.001].
Follow-up

Changes in the distribution of pattern types were observed
in the 10-year follow-up data. In the 2016 data, while the
PALL pattern and the SEG pattern became marginally less
frequent, although not statistically significant compared
with the 2006-2009 data (Table 3), the ONC pattern
occurred significantly less frequently in the 2016 data [c2

(1, N ¼ 409) ¼ 5.61, P ¼ 0.018]. In contrast, the CONC
pattern increased significantly from 18% of cases in 2006-
2009 to 45% of cases in 2016 [c2 (1, N ¼ 409) ¼ 22.66, P <
0.001].
DISCUSSION

Within an ESMO-DC, two types of close collaboration be-
tween oncology and specialist PC were present (SEG and
CONC). There was also evidence of oncology handing-off
care to specialist PC (PALL), as well as specialist PC
providing limited service to oncology patients (ONC
pattern).

Overall, the traditional model of PC (PALL pattern) was
the most prominent. Probably specialist PC was the
Volume 6 - Issue 3 - 2021
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Table 3. Resultsdpattern characteristics and comparison 2006-2009/2016

Samples ONC pattern PALL pattern SEG pattern CONC pattern

2006 2016 2006 2016 2006 2016 2006 2016 2006 2016

n (% of sample) 345 64 70 (20) 5 (8) 155 (45) 21 (33) 57 (17) 9 (14) 63 (18) 29 (45)
Age (years)
Mean � SD 65 � 13 64 � 14 64 � 11 58 � 17 66 � 13 65 � 16 62 � 13 68 � 12 60 � 12 66 � 14
Median 65 64 63 55 67 69 63 71 62 63
Range 20-91 36-92 38-82 37-79 20-91 40-90 27-84 52-88 23-85 35-92
Male (%) 64 45 64 20 65 52 72 33 57 48

Tumor type, n (% of sample)
Gastrointestinal 115 (33) 9 (14) 23 (20) 0 53 (46) 2 (10) 20 (17) 2 (22) 19 (17) 5 (17)
Thoracic 63 (18) 20 (30) 15 (23) 2 (40) 28 (44) 5 (24) 13 (21) 5 (56) 7 (11) 8 (28)
Genitourinary 49 (14) 6 (9) 10 (20) 0 16 (33) 2 (10) 11 (23) 1 (11) 12 (25) 3 (10)
Ear, nose and throat 41 (12) 10 (16) 3 (7) 0 24 (59) 3 (14) 3 (7) 1 (11) 11 (27) 6 (21)
Gynecological 30 (9) 6 (9) 10 (33) 2 (40) 11 (37) 4 (19) 4 (13) 0 5 (17) 0
Hematological 11 (3) 6 (9) 3 (27) 0 3 (27) 1 (5) 3 (27) 0 2 (18) 5 (17)
Other 36 (10) 7 (11) 6 (17) 1 (20) 20 (56) 4 (19) 3 (8) 0 7 (19) 2 (7)

Joint palliative-oncology visits
Patients with �1 joint visits, n (%) 83 (24) 31 (48) 17 (24) 3 (60) 14 (9) 3 (14) 24 (42) 3 (33) 28 (44) 22 (76)
Mean number of joint visits 1.27 1.84 1.0 1.3 1.0 1.3 1.3 1.3 1.6 2.0

Months from first palliative outpatient consultation until death occurred

n n ¼ 345 n ¼ 14 n ¼ 70 n ¼ 0 n ¼ 155 n ¼ 7 n ¼ 57 n ¼ 2 n ¼ 63 n ¼ 5

Mean 7.63 2.83 9.04 N/A 4.44 2.52 8.84 1.02 12.85 3.98
Median 4.5 1.95 4.92 N/A 2.17 1.23 6.00 1.02 12.30 3.97
Range 0.06-39.67 0.53-8.00 0.06-39.67 N/A 0.06-37.63 0.53-5.27 0.27-35.1 0.73-1.30 1.60-36.23 0.70-8.00

CONC pattern, concurrent integrated care pattern; ONC pattern, oncology-led pattern; PALL pattern, palliative care-led pattern; SEG pattern, segmented integrated care pattern.

D. Blum et al. ESMO Open
appropriate care provider for these patients because of
complex needs, symptom severity and/or suffering in end of
life preparation. Patients in this group often do not have
anticancer treatment options that would justify continuing
oncology consultations. As for the 20% of patients who
received care in the ONC pattern, we hypothesize that these
patients might have been referred to specialist PC for a
specific symptom, such as a specialized nutrition/fatigue
clinic or advanced pain management.

In the 2006 cohort, patient survival in the CONC group
(median 12.3 months) is comparable with the 14-month
survival reported for the intervention group in Bakitas
et al.3 and the 11.6-month survival in Temel’s4 intervention
group. This is rather due to a correlation than a cause,
because patients with a longer life span qualify more for
integrated patterns.

In contrast, a follow-up 10 years later showed a devel-
opment towards more concurrent and collaborative pat-
terns as the percentage of patients treated in the CONC
group increased from 18% to 45% during this time span.
This might reflect a change of culture and a more estab-
lished collaborative approach with double-boarded physi-
cians, joint consultations, and a subjective sense of trust
and rapport between individual providers. We assume that
the desired integrative procedure at the KSSG was imple-
mented into clinical practice through several factors. First,
oncologists were supported to engage in specialized edu-
cation. Second, the acknowledgement of seminal work by
Bakitas et al.7 and Temel et al.4 and the ESMO position
papers, and physicians’ own research contribution to
evidence-based practice and policy making in cancer
care,8,15,20,21 promoted the integration of oncology and
palliative care at the KSSG. Third, the outpatient clinic
Volume 6 - Issue 3 - 2021
became more widely used as time passed. Finally, the
notion that early integration of specialist PC into standard
oncology was experienced beneficial also by the patients
further strengthened the collaborative approach.

Demographic and clinical characteristics of patients pro-
vided no clear explanations of why patients fell into a
particular pattern. Our data showed a tendency for older
patients to be cared for in the PALL pattern. This result
corresponds with the higher incidence of multimorbidity in
older patients.22
Comparison to the literature

The significance of early PC has been assessed in two
prominent studies. Bakitas et al.3 demonstrated that the
integration of a PC intervention, concurrent with anticancer
treatments early in the treatment trajectory, improved end
of life quality of life and lowered depressed mood. Similarly,
a more recent study by Temel et al.4 found that early PC
improved not only quality of life and mood, but resulted
also in a better prognostic understanding with less aggres-
sive treatment decisions at the end of life and longer sur-
vival. Although PC in Europe is provided in different
settings, manifestation of early integration of oncology and
PC in hospitals remains imprecise and evidence stems from
single-center studies.4,5,23,24 Results from international
studies indicated that a majority of patients still receive PC
in their terminal phase of life25 with a median of 20 days in
cancer patients, 122 days in heart failure and 10 days in
patients with chronic obstructive pulmonary disease (COPD)
before death.26 The integration of PC into oncology was
evaluated in a large survey sent to members of the Multi-
national Association of Supportive Care in Cancer (MASCC),
https://doi.org/10.1016/j.esmoop.2021.100147 5
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ESMO and the European Association of Palliative Care
(EAPC) across different European institutions. Findings
revealed that PC services were limited to inpatient consul-
tation service and out-patient PC clinics. Only a minority of
the respondents, however, reported to have a PC unit with
acute hospital beds and institution-operated hospice ser-
vices. According to this survey, the most important barriers
to integration of PC were financial limitations, a lack of
adequately trained PC physicians and poor reimbursement
for services.20 Of note, when integration was compared
between non-designated cancer centers, urban hospitals
and ESMO-DCs, only ESMO-DCs had constantly endeavored
to integrate PC into oncology during the past 10 years with
employment of well-educated specialist PC physicians and
implementation of highly developed infrastructure,
including ambulatory, consultative and acute inpatient ser-
vices. This discrepancy may be a result of the ESMO
accreditation.20,27

Clinical implications

In the ESMO-DC at KSSG, a growing number of patients
receiving a collaborative pattern of care showed that
interaction between oncology and specialist PC can mani-
fest as either segmented or concurrent care pathways,
demonstrating that early integration of PC into medical
oncology is feasible. Nevertheless, early referral to PC is still
underrepresented even in ESMO-DCs.14 Likewise, in our
study, 20% of patients with incurable cancer did not receive
specialist PC with concurrent treatment of cancer. These
results highlight the persisting need to overcome barriers to
early introduction of PC in medical oncology. Delivering
patient-centered care is an integral component of state-of-
the-art treatment in oncology independent of diagnosis,
prognosis and treatment intention.28 The requirements of
patient-centered care, however, can only be met if oncology
and PC is fully integrated. In order to promote integration of
oncology and PC, the Lancet Oncology Commission29

recommend standardized care pathways and multidisci-
plinary teams. Consensus-based components of integration
were formulated by Hui et al.,14 addressing clinical struc-
tures (inpatient and outpatient PC services) and clinical
processes in oncological care (e.g. presence of interdisci-
plinary team, routine screen monitoring, documentation of
advance care planning and pain assessment, continuous
education and training for oncologist and PC specialists,
rotation in PC for oncology fellows, etc.). First and foremost,
the integration of oncology and PC can only be successfully
implemented through national and international actions,
support by national health care authorities and the follow-
up of the Commission’s recommendations at national and
regional levels.29

Future directions

An integrated approach requires oncologists to understand
and value PC specialists’ expertise in managing physical and
psychosocial symptoms in patients with advanced and
incurable diseases.21 At KSSG, many oncologists have
6 https://doi.org/10.1016/j.esmoop.2021.100147
substantial PC education, and many PC specialists are also
trained as medical oncologists. This overlapping education
interferes with this study’s ability to predict oncologists’
role in collaboration with specialist PC. Additionally, the
strength of working relationships between physicians
certainly influences referral and collaboration. Future
research is warranted to better understand why integration
patterns change over time and what factors contribute to
the change of culture. Employing social network analysis in
future research could provide an insight into patterns of
integration.18 Transition from a condition in which in-
terventions aim to treat the cancer to a status where the
overall goal of the treatment is symptom control and
improving quality of life is continuous. The transition re-
quires the need for integration of PC into standard onco-
logical treatment and incorporation of standard principles
of PC into training and education of oncologists.30
Strengths and limitations

Several limitations to this research must be mentioned.
First, data collection was limited to a single center, which
restricts the extrapolation of results to the general popu-
lation. Second, the number of patients included in the 2016
comparison group is much lower than the initial group
studied. The statistical techniques used, however, allow for
unequal sample sizes and can control for the differences.
Third, our results are subject to researcher bias as the
pattern schemes were concept-driven. There were, how-
ever, clear efforts made to operationalize the concepts by
quantifying the number of consecutive visits and the
number of switches. This helped to provide objective
structure to the coding process. Fourth, additional patient
data would prove useful in understanding why a patient
was treated in a particular patterndhowever, incomplete
data and limited availability of variables is inherent to the
retrospective design of the analysis. Not collected but
useful patient variables would include: specialist PC needs,
symptom assessments, socioeconomic background and de-
gree of social support.31 Fifth, factors related to physicians,
such as oncologists’ reason for referral or palliative educa-
tion, were also not evaluated although they would provide
additional information. Finally, the analysis did not account
for the content of services.

This research has two implications for clinical practice.
Firstly, it supports the use of a dynamic and flexible system
of interaction between oncology and specialist PC in order
to provide patients with service tailored to their needs.
Secondly, our results reinforce efforts to support oncologists
in providing intermediate palliative interventions.

Future research is needed to validate our findings
through reproducing the results in other centers, with
particular interest in how patterns may be different based
on the health care model. More research is warranted to
study potential mechanisms or triggers that lead to the
assessment of the need for involvement of PC (e.g. once a
specific event occurs or a specific threshold of patient
consultations is reached etc.). The clinical and cost-
Volume 6 - Issue 3 - 2021
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effectiveness of different patterns is also an area of future
research interest.
Conclusion

The traditional model of PC (PALL pattern) was the most
prominent pattern of care for patients in both time periods
evaluated. Our data revealed a change toward more
collaborative patterns. Nevertheless, early referral to PC is
still underrepresented even in ESMO-DCs. The data suggest
a closer, more dynamic and flexible collaboration between
oncology and specialist PC early in the disease course of
patients with advanced cancer and concurrent with active
treatment.
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