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ABSTRACT

Background. Despite increasing prevalence of palliative care
(PC) services in cancer centers, most referrals to the service
occur exceedingly late in the illness trajectory. Over the
years, we have made several attempts to promote earlier
patient access to our PC program, such as changing the name
of our service from PC to supportive care (SC).This study was
conducted to determine the use of PC/SC service over the
past 8 years.
Methods.We reviewed billing data for all PC/SC encounters.
We examined five metrics for use: inpatient consultations as a
percentage of hospital admissions, ratio of inpatient consulta-
tionstoaveragenumberofoperationalbeds, time fromhospital
registration to outpatient consultation, time from advanced
cancer diagnosis to consultation, and time from first outpatient
consultation to death/last follow-up.

Results. Over the years, we found a consistent increase in patient
referrals to the PC/SC program. In the inpatient setting, we found
approximate doubling of the inpatient consultations as a percent-
age of hospital admissions and the ratio of inpatient consultations
tohospitalbeds(from10%to19%andfrom2.4to4.9,respectively;
p , .001). In the outpatient setting, we observed variations in
referral pattern between oncology services, but, overall, the time
from consultation to death/last follow-up increased from 4.8
months to 7.9months (p5 .001), whichwas accompanied by a
significantdecrease in the interval to consultation fromhospital
registration and advanced cancer diagnosis (p, .001).
Conclusion.We have observed a consistent annual increase in
new patient referrals as well as earlier access for outpatient
referrals to our SC service, supporting increased use of palliative
care at our cancer center.The Oncologist 2016;21:110–118

Implications forPractice: In response toaccumulatingevidenceon thebenefits ofpalliative care (PC) referral tooncologypatients,
efforts are beingmade to increase PC use.This study, conducted atMD Anderson Cancer Center, demonstrates consistent annual
growth in PC referrals, which was accompanied by a significant increase in the outpatient referral of patients with nonadvanced
cancerandearlier referral of thosewithadvancedcancer.However, significant variations in the referralpatternsbetweenoncology
serviceswere observed.These results have implications for other cancer centers looking to enhance use of PC services by having a
business model that allows for appropriate space and staff expansion.

INTRODUCTION

Patients with advanced cancer experience a number of
physical and psychosocial symptoms that adversely impact
quality of life [1–4]. Early referral of these patients to
specialized palliative care (PC) programs contributes to timely
symptom management, and is supported by randomized
clinical trials [5–7]. In the U.S., the Institute of Medicine and
leadingoncologyorganizationssuchastheAmericanSocietyof
Clinical Oncology (ASCO) and the National Comprehensive
Cancer Network advocate for early access to PC services
wherein oncological and PC services are offered concurrently
[8–11]. In response, there has been a progressive increase in
the establishment of nonhospice PC programs in cancer

centers and general hospitals all around the U.S. [12, 13]. The
prevalence of PC services in hospitalswith 50ormore beds has
dramatically increased in the past 12 years, with more than
two-thirds reporting the presence of a PC program in 2012, as
comparedwith less thanone-quarter in 2000 [13]. However, in
the overwhelmingmajority of situations, these referrals either
donotoccuror,when theydo,areexceedingly late in the illness
trajectory [12, 14–19].

Although a number of barriers to early PC referrals have
been recognized [20], the namepalliative carewas found to be
adeterrentbyourgroup[21]andbyothers [22,23].Topromote
earlierpatientaccess toourPCprogram,wechanged thename
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of our inpatient consultation team and outpatient center from
PC to supportive care (SC) in November 2007. As previously
reported [24], immediately following the service name change,
we observed a significant increase in the numberof newpatient
referrals in the inpatient setting, and a significant increase in the
number of patients in earlier stages of illness in the outpatient
center. These findings supported our hypothesis that the term
supportive care is more conducive to referral and would
facilitate integration between oncology and PC teams. We
conducted this study to determine the changes in thepattern of
PC/SC referral over time, and to examine the use of PC/SC
servicesatourcomprehensive cancer center for thepast 8 years.

PATIENTS AND METHODS

The institutional review board at The University of Texas MD
Anderson Cancer Center (UTMDACC) reviewed and approved
this retrospective study and waived the requirement of
informed consent.

Weobtained financialdatacorrespondingto the institution’s
fiscal year (FY) from FY 2007 through 2014 to record all billed
PC/SC patient encounters. These included consultation and
follow-up visits for the inpatient and outpatient settings. We
excluded visits by the psychologist, for the purpose of this study,
to adhere to a maximum of one billing by the service for each
patient per day. Each FY starts on September 1 of the preceding
year and endswith August 31 of that FY. As an example, FY 2007
started on September 1, 2006, and concluded August 31, 2007.
Because the service name change from PC to SC occurred in
November 2007 (FY 2008), we defined FY 2007 as the period
prename change, FY 2009 as the period immediately following
name change, and FY 2013 as the period 5 years following the
name change.

In this study, we report data on the absolute number of
patient encounters for the inpatient andoutpatient settings, and
therelative(%)growthfromoneFYascomparedwiththepriorFY.
Wealsocompared theannual growth rate for thePC/SCprogram
with the growth rate of the Division of CancerMedicine (DoCM)
and the whole institution (UTMDACC) for the past 5 years.

Intheinpatientsetting,weexaminedtwometricsforuse.First,
we looked at the Center to Advance Palliative Care (CAPC)
recommended PC consultation service metrics of the number of
PC consultations per 100 admissions [25], as a measure of PC
integration at our cancer center. This PC consultation rate (%) for
eachFYwascalculatedasthenumberof inpatientPCconsultations
divided by the total number of admissions for the DoCM and
Internal Medicine service. Second, we also used our previously
reported metric of the ratio of inpatient consultations to the
average number of inpatient operational beds per FY [26].

In the outpatient setting, we examined the timing of access
for new patient consultations by examining the following time
intervals: (a) the interval between date of first visit to the cancer
center (date of hospital registration) to first PC/SC consultation,
(b) the interval between date of advanced cancer diagnosis to
first PC/SCconsultation, and(c) the interval betweendateof first
PC/SC consultation and date of death or last follow-up.

Electronicmedical recordswere reviewed to obtain informa-
tion pertinent to patient demographics (age at first consultation,
sex, and ethnicity), date of birth, cancer type and stage, date of
first known advanced cancer status at UTMDACC, and the date
of hospital registration. Advanced cancer was defined as the

presence of locally recurrent or metastatic disease for solid
tumors, and relapsedor refractorydisease status forhematologic
malignancies; data on patients with advanced cancer were
extracted for years 2007, 2009, 2012, and 2013. Patients who
were unable or unwilling to receive curative- intent therapies for
any reason, or were referred for phase I treatment, were
consideredtohaveadvancedcancer.Thedateofadvancedcancer
statuswasthefirstdatewhenthepatientwas identifiedashaving
advanced disease status by the oncologist. In cases of patients
with multiple malignancies, data were collected for the cancer
most likely responsible for the patient’s death.The date of death
was obtained from a Social Security Death Index interactive
search and hospital administrative records.

Statistical Analysis
Descriptive statistics were used to summarize outpatient
demographics, including medians, 95% confidence intervals
(CIs), ranges, frequencies, and percentages. Comparison be-
tween time periods was conducted using the Kruskal-Wallis test
for continuous variables and the chi-square test for categorical
variables. The timing of outpatient PC/SC was examined with
survival curves, using the Kaplan-Meier method and compared
among years using the log-rank test of equality over strata
and using the Cox proportional hazards regression model.
Significance levels less then 0.05 were considered statistically
significant.The Statistical Package for the Social Sciences version
19.0 (IBM Corp., Chicago, IL, http://www-01.ibm.com) software
was used for statistical analysis.

RESULTS

Figure 1 shows the total number of patient encounters seen
by the PC/SC service during FYs 2007–2014, as well as the
percentagegrowthforeachFYascomparedwith theprioryear.
As shown, amajority of patient activity and growth occurred in
the inpatient setting. Figure 2 demonstrates that the rate of
growth in patient activity for the PC/SC service was higher
relative to the Division of Cancer Medicine and the whole
institution for the past 5 years.

Figure 3 illustrates the dramatic growth in the use of PC/SC
services in the inpatient setting for thepast8years, as assessed
by the percentage of PC/SC consultations to hospital admis-
sions, a measure proposed by CAPC, as well as the ratio of
inpatient consultation to the average number of operational
beds [26]. As shown inFigure3, the inpatient consultationsas a
percentage of hospital admissions increased from 10% in FY
2007 to 19% in FY 2014 (p, .001), and the ratio of the number
of inpatient consultations to average hospital beds also
increased (2.4 to 4.9; p, .001) during this time.

Outpatient Clinical Activity: Follow-Up and New
Consultation Visits
Figure 4 demonstrates total outpatient activity (consultation
andfollow-upvisits)andthepercentagegrowth inactivityeach
FY as compared with the prior year.We observed an increased
growth in new consultations in the period immediately fol-
lowing the name change (FY 2009; 13%), which was followed
byan increasedgrowth in follow-upvisits (24%) infollowingyear
(FY2010; 24%). In FY2011,weobserved the highest percentage
growth in new consultations (26%), which was followed by a
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higher growth in follow-up activity as compared with new
consultations in FYs 2012 (12%) and 2013 (20%).

Timing of Referral to the Outpatient Palliative/
Supportive Care Service
Timing of patient access to the SC/PC servicewas evaluated by
examining when the patient was referred with respect to
hospital registration, first known date of advanced cancer
status, and the time interval fromconsultation to death/or last
follow-up. Advanced cancer status and the date of hospital
registration was available for FYs 2007, 2009, 2012, and 2013.

Referral of Patients With Advanced Versus Those With
Nonadvanced Cancer
In FY 2007, approximately 12% of new patient consultations
(n 5 92) were with patients who had a nonadvanced can-
cer diagnosis; this increased significantly to 19% (n 5 155;

p, .001) in FY 2009. In FYs 2012 and 2013, respectively 19%
(n 5 221) and 21% (n 5 257) of patients seen for new
consultations had a nonadvanced cancer diagnosis, which
was not significantly different from FY 2009 (p5 .39).

Time Interval From Advanced Cancer Diagnosis
to Consultation
Amongpatientswith advanced cancer, themedian interval from
date of advanced cancer status to PC/SC consultation was 5.5
months in FY 2013, which was significantly shorter than in FY
2007 (7.9months;hazard ratio [HR]:0.8;95%CI:0.7–0.9)butnot
in FY 2009 (4.7 months; HR: 1.0; 95% CI: 0.9–1.1) (Table 1).

Time Interval From Hospital Registration to First
PC/SC Consultation
The median interval from date of hospital registration to PC/SC
consultation was significantly shorter in FY 2013 (6.7 months) as

Figure 1. Increase in total patient activity for both inpatient and outpatient palliative/supportive care services (FYs 2007–2014).
Abbreviation: FY, fiscal year.

Figure 2. Comparison of the percentage growth in total patient activity among the palliative/supportive care service, Division of Cancer
Medicine, and the UTMDACC (FYs 2007–2014).

Abbreviations: FY, fiscal year; UTMDACC, University of Texas MD Anderson Cancer Center.
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compared with FY 2007 (14.8 months; HR: 0.8; 95% CI: 0.7–0.8)
and 2009 (9.4 months; HR: 0.8; 95% CI: 0.8–1.0) (Table 1).

Time Interval First PC/SC Consultation to Death or
Last Follow-Up
The median interval between PC/SC and death consistently
increased between FY 2007 and FY 2013, from 4.8 months
to 7.9 months (Table 2; Fig. 5). When only patients with
advanced cancer were included, the median interval be-
tween PC/SC and death in FY 2013 remained significantly
higher than in FYs 2007 and 2009, and was similar to FY 2012
(Table 2).

Characteristics of New Patient Referrals in the
Outpatient Center
Table 3 compares patient demographics and referring oncol-
ogy services for FYs 2007, 2009, and 2013. The table further
characterizes patients based on whether they had advanced
or nonadvanced cancer status.

Overall, amajorityof thepatients referred in all 3 yearswere
from the gastrointestinal (GI) and thoracic service. In FY 2013,
there was a significant increase (p, .001) in referrals from the
thoracic service (n5 328) as comparedwith FYs 2007 and 2009
(123 and 132 patients, respectively), from the breast service as
compared with FY 2007 (151 vs. 65 patients) and a significant
decline (p, .001) in referral fromthegenitourinary (GU) service
(as comparedwith both prior years) and hematological services
as comparedwithFY2007.Forheadandneckcancers, therewas
a significant increase in referrals in FY2009as comparedwith FY
2007, and with no further significant increase in FY 2013. For
other oncology services, such as GI and gynecological (GYN),
although there was an increase in the number of patients in FY
2013ascomparedwithprioryears,thisdidnotachievestatistical
significance.

For patients with head and neck cancers, we observed a
significant increase in referral of patients with nonadvanced
cancer in 2009 (44% vs. 24% in FY 2007; p , .001) that was
not associated with further significant increase in FY 2013

(56%). We also observed an increase in referral of patients
with nonadvanced cancer in FY 2013 as compared with FY
2007 for GI (16%vs. 6%; p5 0.003) andother cancers (19%vs.
8%; p5 0.04). Table 3 also demonstrates that for breast and
thoracic cancers that were associated with increases in
referral in FY 2013, there was no corresponding change in
percentage of patients with nonadvanced cancer status.

We found no differences in the median age and sex
between these time periods. There were significantly
more Hispanic patients referred in FY 2013, however, as
compared with FY 2009 and other ethnicities as compared
with FY 2007.

DISCUSSION

In this study, we have observed consistent growth in the num-
ber of new patient referrals to a SC/PC program for both
the inpatient and outpatient settings, and that this number
exceeded the growth in new patient referrals of both the
medical oncology and the overall cancer center. In addition, in
the outpatient center, we observed earlier referral to the
service in the patient’s cancer trajectory, as evidenced by an
increase in the number of referrals of patients with non-
advanced cancer status, a longer median time interval from
initial consultation date to death, and shorter time intervals
from dates of advanced cancer diagnosis and hospital registra-
tion to consultation.

In response to the accumulating evidence demonstrating
improved clinical outcomes for patients with advanced
cancer [5–7], leading national and international oncology
organizations advocate for early access to PC services where
oncological andPCservicesareofferedconcurrently [8–11,27].
Over the years, our team has made several efforts to increase
referral to our service from various oncology services, such as
providing grand-round presentations and discussing perceived
challenges to such referral by oncologists [28]. In response to a
survey of oncology clinicians conducted at our cancer center
[21], we changed the name of our consultation service fromPC
to supportive care, and, as previously reported, found a
significant increase in the number of referrals overall, although
earlier referral to the service was only demonstrated for the
outpatient center [24]. The results of our current study,
conducted 5 years after the name change, is highly encourag-
ing, as it demonstrates continued growth in use of PC/SC
services, as shown in Figures 1–4. In the outpatient center, we
also observed an increase in the referral of patients with
nonadvanced cancer in FY 2009, with 19% of referrals having a
nonadvanced cancer status as compared with 12% in FY 2007,
although this increase appeared to have plateaued in sub-
sequent years (19% and 21% for FYs 2012 and 2013,
respectively).The increasedgrowth inPC/SCservicesuseoverall
and at earlier times in the illness trajectory at UTMDACC is
highly encouraging; however, this represents only one mea-
sure of such integration. Integration is a complex and het-
erogeneous concept [29]. Findings from a recent Delphi
Survey conducted by our team resulted in the proposal of 13
major and 30 minor indicators of integration among clinical
structures,processesandoutcomes,education,andresearch[30].
Although presence of both inpatient and outpatient PC services
is a major indicator of integration, a majority of PC services
offered across U.S. cancer centers and hospitals are inpatient

Figure 3. Palliative/supportive care (PC/SC) service use among
hospital admissions as assessed by percentage of PC/SC consul-
tationsdividedbynumberofhospital admissions foroncologyand
internal medicine service (blue) and the ratio of the number of
consultations to the average number of nonsurgical hospital beds
(orange) (FYs 2007–2014).

Abbreviations: FY, fiscal year; IP, inpatient.
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consultation services, and these lack outpatient clinics [12, 13].
These inpatient programs are much easier to set up than
outpatient clinics, and although they provide much-needed
symptomatic relief to hospitalized ill patients [31], referral to

these inpatient programs has consistently occurred exceed-
ingly late in the illness trajectory [12, 14–19]. This is not
surprising, as admissions to acute care facilities aremainly due
to complications ofdiseaseor its treatment, such as infections,

Table 1. Time interval to outpatient PC/SC consultation from date of registration and dates of advanced cancer diagnosis and

hospital registration for FYs 2007, 2009, and 2012 compared with FY 2013

FY

Advanced cancer diagnosis to PC/SC consultationa Hospital registration to PC/SC consultationa

Median interval
(months), no. (95% CI) HR (95% CI) p value

Median interval
(months), no. (95% CI) HR (95% CI) p value

2007 7.9 (6.7–9.2) 0.82 (0.74–0.91) ,.001 14.8 (12.7–17.0) 0.75 (0.69–0.82) ,.001

2009 4.7 (3.7–5.6) 1.03 (0.93–1.14) .551 9.4 (8.1–10.7) 0.91 (0.83–1.00) .032

2012 5.4 (4.4–6.4) 0.81 (0.74–0.89) ,.001 7.6 (6.4–8.8) 0.95 (0.87–1.03) .174

2013 5.5 (4.6–6.5) Reference 6.7 (5.4–7.9) Reference
aAdvanced cancer and hospital registration status available for FYs 2007, 2009, 2012 and 2013.
Abbreviations: CI, confidence interval; FY, fiscal year; HR, hazard ratio; PC, palliative care; SC, supportive care.

Table 2. Median survival estimates from date of outpatient consultation for FYs 2007–2012 as compared with FY 2013

Fiscal
Year

All patients Only patients with advanced cancera

n

Median survival
(months),
n (95% CI) HR (95% CI) p value n

Median survival
(months),
no. (95% CI) HR (95% CI) p value

2007 750 4.8 (4.2–5.4) 1.37 (1.23–1.53) ,.001 658 4.0 (3.5–4.6) 1.23 (1.10–1.37) ,.001

2008 718 5.1 (4.3–5.9) 1.26 (1.13–1.40) ,.001

2009 814 6.0 (5.0–7.1) 1.17 (1.05–1.31) .004 563 4.6 (4.0–5.2) 1.12 (1.05–1.32) .005

2010 865 5.8 (5.1–6.4) 1.17 (1.05–1.30) .004

2011 1,086 7.2 (6.2–8.1) 1.06 (0.96–1.17) .261

2012 1,165 7.6 (6.8–8.4) 1.01 (0.92–1.12) .797 944 5.7 (5.0–6.4) 1.00 (0.90–1.11) .982

2013 1,225 7.9 (7.1–8.7) Reference 968 5.9 (4.8–5.4) Reference
aAdvanced cancer status available for FYs 2007, 2009, 2012, and 2013.
Abbreviations: CI, confidence interval; HR, hazard ratio.

Figure 4. Growth of OP consultations and follow-up visits (FYs 2007–2014).
Abbreviations: FY, fiscal year; OP, outpatient.
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thrombosis, and/or uncontrolled symptoms that are more
common in advanced stages of illness. In the inpatient setting,
we found an approximate doubling of the percentage (from
10% to 19%) of inpatient PC/SC consultations to number of
hospital oncology service admissions as well as in the ratio
(from 2.4 to 4.9) of the number of inpatient consultations to
number of oncology service hospital beds.

As reported in the current study and in our prior study
[24], the outpatient clinic allows for earlier access to the PC
service, which has been described as one of the major
indicators for integration [30]. While not assessed in the
current study, our group has previously observed that earlier
and outpatient referrals aremuchmore likely to be associated
with favorable end-of-life care quality indicators such as
chemotherapy in the last 14 days of life, emergency room
visits, and hospital and intensive care unit admissions in the
last 30 days of life, defined by the ASCO Quality Oncology
Practice Initiative [32] and theNational Quality Forum [33], as
compared with late and inpatient referrals [34]. In addition,
among the three randomized controlled trials (RCTs) that
demonstrated improved cancer patient-related outcomes of
PC [5–7], twowere conducted in the outpatient setting and at
earlier times in the illness [5, 7]. Collectively, these data
suggest that the outpatient PC programs are crucial in
achieving the objectives of providing earlier access to PC
services and improving relevant clinical outcomes for these
patients.

Our present study demonstrates that the adoption of PC
by different oncology services was not uniform, as there were
significant variations in referral patterns between services
(Table 3). A majority of the significant growth in referrals
observed in FY 2013 occurred because of increased referrals
from the thoracic and breast oncology services, whereas some
services suchasGU,hematological, andothercancer typeshad
significant declines in referral. Although there was an increase
in the number of patient referred from GI and GYN services in

FY 2013 as compared with prior years, this did not achieve
significance.

Furthermore, the increased referral of patients with
nonadvanced cancer observed in FY 2009 and that persisted
inFY2013wasmainlydue to thesignificant increase inpatients
with head and neck cancer. In FY 2013, 35% of all patients with
nonadvanced cancer were from the head and neck oncology
service, followed by GI and thoracic services (17% each).
Among patients referred from head and neck oncology ser-
vices, those with nonadvanced cancer accounted for 44%
of referrals,whichwas significantlyhigher than24%inFY2007;
in FY 2013, a majority (56%) of referrals had a nonadvanced
cancer diagnosis. The increased referral of patients with
nonadvanced cancer initially observed in 2009 may partly be
explainedbythechange in theservicenamethatoccurred inFY
2008. It is well recognized that patients with head and neck
cancer in early stages of illness have several sourcesof physical
and emotional distress secondary to pain, limitations in basic
functions, need for nutritional support, and visible defor-
mities. Furthermore, treatments such as radiation therapy
that are standard of care in many early stages of illness cause
transient, expected side effects of painful mucositis in these
patients, who can benefit from the PC/SC team. In contrast to
head and neck cancers, the increase in referral of outpatients
with thoracic and breast cancers seen in FYs 2009 or 2013 was
not associated with a corresponding increase in the percent-
age of patients with nonadvanced cancer.

Overall, the time interval from first outpatient consulta-
tion to death/last follow-up increased over time, from a
median of approximately 5 months in 2007 to 6 months in
2009andto8months in2013.Ourdataalsoconfirmthat itwas
not just the inclusion of patients with nonadvanced cancer
that influenced the survival interval from PC/SC consultation,
because when we only included patients with advanced
cancer in the analysis, significant improvements persisted in
FY 2013 as compared with FYs 2007 and 2009 (Table 2),
suggesting that patients with advanced cancer were being
referred at an earlier time in their illness. However, our data
also reveal that the timing of access to the service was
reaching a plateau, as evident by no further increases in the
percentage of referrals of patients with nonadvanced cancer
since FY2009and the time interval fromconsultation todeath
for 2013, as compared with 2011 and 2012 (Table 2). Despite
this, these data are highly encouraging, as they are an
indication of dramatically earlier access as compared with
our prior survey of national cancer centers [12], which found
that the survival from PC referral ranged from 41 to 90 days,
and as compared with hospice programs in which themedian
survival from hospice enrollment to death was less than 3
weeks [35].

Our data have implications for other cancer centers
looking to enhance the PC services use. One challenging
aspect of seeing increased numbers of patients and at
earlier times in the illness trajectory are the limitations in
space and resources. Particularly in the outpatient center,
increased growth will have an impact on existing clinic
resources such as space, staffing, and clinic templates.
Increased numbers of new patient referrals would impact
the ability to accommodate adequate follow-up visits for
previously established patients. Findings from our group

Figure 5. Kaplan-Meier estimates for overall survival from first
outpatientpalliative/supportivecareconsultation forFYs2007–2013.

Abbreviation: FY, fiscal year.
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suggest that patients who are seen as outpatient consulta-
tions require early follow-up visits because multiple symp-
toms remain uncontrolled after the first SC/PC encounter [36,
37]. Thus, a business model that allows for space and staff
expansion will be necessary to accommodate the increase in
patient referrals without compromising patient care and
adequate number of follow-up visits for previously estab-
lished patients. We have previously shown that to keep up
with increased growth in referral and workload, there needs
to be appropriate and timely recruitment of PC clinicians [26].
In FY 2012, we added a second outpatient clinic and in-
creased outpatient palliative clinic physicians from2 to 3, and
again, based on the continued growth, expanded the clinic to
3 locations within the cancer center and increased clinic

physicians to 4 per day in FY 2014. Recent data highlight a
high burnout rate among PC clinicians (62%) when the
workload is high [38]. Our data are useful in characterizing
the potential time of referral within the patients’ cancer
trajectory. Cancer centers may need to make decisions re-
garding thresholds of patient referral depending on available
resources.

The current study has several limitations. First, data collec-
tion was done retrospectively. An alternative design of a pro-
spective trial was not feasible logistically or financially. Second,
our results are based on patients seen at our tertiary care can-
cer center who may differ from a community practice setting
in regard to receiving more cancer treatments or in their par-
ticipation in clinical trials for advanced disease, thereby limiting

Table 3. Characteristics of outpatient referrals for FYs 2007, 2009, and 2013

Characteristics FY 2007 (n5 750) FY 2009 (n5 814) FY 2013 (n5 1,225) p valuea

Median age, years (range) 60 (14–95) 59 (16–93) 61 (17–94) .219

Male patients 385 (51) 400 (49) 624 (51) .636

Ethnicity

White 552 (74) 596 (73) 840 (69) .006

Black 96 (13) 107 (13) 149 (12)

Hispanic 72 (10) 68 (9) 149 (12)

Other 30 (4) 43 (5) 87 (7)

Advanced cancer status

Yes 658 (88) 659 (81) 968 (79) ,.001

No 92 (12) 155 (19) 257 (1)

Primary cancer ,.001

Gastrointestinal

Advanced 154 (94) 166 (88) 224 (84) .003

Not advanced 9 (6) 22 (12) 44 (16)

Thoracic

Advanced 106 (86) 113 (86) 283 (86) .982

Not advanced 17 (14) 19 (14) 45 (14)

Genitourinary

Advanced 74 (89) 65 (94) 58 (98) .092

Not advanced 9 (11) 4 (6) 1 (2)

Head & neck

Advanced 63 (76) 70 (56) 71 (44) ,.001

Not advanced 20 (24) 56 (44) 89 (56)

Breast

Advanced 56 (86) 75 (88) 131 (87) .921

Not advanced 9 (14) 10 (12) 20 (13)

Gynecological

Advanced 58 (92) 68 (84) 87 (82) .195

Not advanced 5 (8) 13 (16) 19 (18)

Other

Advanced 120 (92) 90 (84) 95 (81) .038

Not advanced 11 (8) 17 (16) 23 (19)

Hematological

Advanced 28 (70) 12 (46) 19 (54) .131

Not advanced 12 (30) 14 (54) 16 (46)

Data given as no. (%) unless otherwise indicated.
aPearson chi-square test or Kruskal-Wallis test.
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the generalizability of our findings. Third, while the name
change of service may have contributed to increasing referrals,
especially of patients with head and neck cancer in earlier
changes of illness, it is not possible for us to definitely establish
a causal relationship. Other potential confounders, such as
familiarity with our program and changing attitudes and beliefs
of referring oncology professionals, likely contributed. Fourth,
whilewedemonstrated earlier referral of patientswith cancer in
their illness trajectory to the outpatient center, the clinical
significance of such earlier referral is not known. The ASCO
provisional clinical opinion recommends early PC referral for
patientwithmetastaticcancersand/orhighsymptomburden[8];
however, there is no consensus on the optimal timing of PC
initiation. In the Temel et al. study of patients with metastatic
lung cancer [5], PC referralwithin 8weeks ofdiagnosis improved
patient outcomes, whereas in the recently published ENABLE III
(Early vs. Later Palliative Cancer Care: Clinical and Biobehavioral
Outcomes)RCT [39], nodifference inpatient-reportedoutcomes
was foundwhenpatientswere referredearly (within2monthsof
advanced cancer diagnosis) or late (more than 3 months after
diagnosis). Findings from our teamhave shown that outpatients
who are referred to PC teams and who fail to show for their
follow-up visits aremore likely to have a lower symptomburden
at baseline than those patients who return for their scheduled
follow-up visit [36].These findings suggest that some patients in
earlier stages of illness with low burden of symptoms may find
outpatient palliative care to be less useful.More research on the
optimal timing of referral of cancer patients is needed.

CONCLUSION
Our findings indicate that thegrowthof a supportive/palliative
careprogramattheUTMDACChasbeen largerthan thegrowth

of themedical oncology programand the institutionas awhole.
Our findings also suggest that earlier access has accompa-
nied increased access, as demonstrated by the increasing time
from supportive and palliative care referrals to death and the
increasing percentage of patients with early cancer seen in the
outpatient setting.
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Implications for Practice:
The present survey of oncology specialists found that hematologic specialistswere less likely than solid tumor specialists to
report that they would refer symptomatic patients with newly diagnosed cancer to palliative care. However, both groups
were significantly more willing to refer patients early in the disease trajectory if the service name “supportive care”were
used instead of “palliative care.” These findings suggest that rebrandingmight help to overcome the stigmaassociatedwith
palliative care and improve patient access to palliative care services.
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