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Palliative care (PC) is the care of patients and their families with serious illness and is rapidly becoming an
important part of the care of cancer patients. Patients with advanced lung cancer are a highly symptomatic
population of patients and clearly experience benefits in quality of life and potentially benefits in overall
survival when PC is incorporated early on after diagnosis. However, referrals to PC are still reliant on clinical
judgment of patient prognosis and symptom burden. Moving forward, improving the integration of PC
and lung cancer care will require more efficient real-time screening of patient symptoms, which may be
accomplished through the use of patient-reported outcomes.
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Palliative care (PC) is a discipline that has rapidly grown and expanded from the pioneering hospice movement
founded by Dame Cecily Saunders in the 1960s. As a field, it is now inextricably linked to the optimal care of
patients with severe illnesses, and, in particular, has become an integral part of oncologic care in patients with
advanced cancers. It is now widely accepted and recommended that patients with advanced cancers should be
referred as early as possible to a PC provider [1]. Increasing evidence has identified the multifaceted ways in which
incorporating PC can improve quality of life (QoL) for both patients and their families or caregivers [2,3].

Although the rate of lung and bronchus cancer diagnoses has continued to decline over the past several decades,
it is estimated to represent 12.9% of all new cancer cases in the USA, with approximately 228,150 individuals
diagnosed with lung cancer in 2019, and remains the leading cause of cancer-related death in the USA [4]. Lung
cancer is associated with a high symptom burden at all stages, with patients at higher stages of cancer more likely to
develop severe symptoms, increased pain and increased dyspnea [5]. Given its prevalence and high symptom burden,
it should come as no surprise that the effects of PC on lung cancer patients have been the focus of significant
research efforts. However, even though the relationship between these two disciplines has helped pave the road for
involving PC in oncologic specialties in general, there remain many areas in which the integration and delivery of
PC can be improved. In this review, we will describe the current role of PC in lung cancer and how the field can
evolve to meet the ever-growing demands for PC in lung cancer patients.

PC: definition
The WHO (Geneva, Switzerland) has defined PC (PC) as “an approach that improves the quality of life of patients
and their families facing the problem associated with life-threatening illness, through the prevention and relief of
suffering by means of early identification and impeccable assessment and treatment of pain and other problems,
physical, psychosocial and spiritual” [6]. In this definition, PC is provided to patients with serious illness as well
as their caregivers, regardless of whether the intent of their treatment is supportive or curative. Even today, the
term PC has often been misunderstood as synonymous with hospice care. While hospice care was likely the first
formally recognized branch of PC, hospice care is specifically provided to patients who are no longer receiving
disease-modifying agents for their disease and whose focus is primarily on comfort. In this review, we will focus
on PC as holistic care for patients with serious illness and their families from the point of diagnosis through
survivorship and end-of-life.
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Table 1. A selection of relevant trials/studies on the benefits of palliative-care-based interventions in patients with
advanced cancer.
Study, year
Published

Target population Type of trial Intervention Outcomes

Bakitas et al.,
2009

Newly diagnosed advanced cancer at
single tertiary center and single VAMC

RCT APP-led educational session and
monthly telephone follow-up vs
standard of care

Improved QoL and mood

Temel et al.,
2010

Newly diagnosed metastatic NSCLC at a
single tertiary center

RCT Early PC (subspecialist referral) vs
standard of care

Improved QoL, improved mood,
decreased aggressive EoL care,
improved overall survival

Zimmerman
et al., 2014

Newly diagnosed advanced cancer with
estimated prognosis of 6–24 months at
single tertiary center

Cluster RCT Early consultation with follow-up with
PC team vs standard of care

Improved QoL at EoL, improved
satisfaction with care

Bakitas et al.,
2015

Newly diagnosed advanced cancer at
single tertiary center and associated
VAMC and community outreach clinics

RCT Initial PC consultation, PC nursing-led
telehealth coaching sessions and
monthly follow-up within 30–60 days of
diagnosis (early group) vs 3 months
later (delayed group)

No significant difference in QoL or
resource utilization, but improved
overall survival

Dionne-Odom
et al., 2015

Caregivers of patients with advanced
cancer at single tertiary center,
associated VAMC and community
outreach clinics

RCT RN-led, 3 weekly coaching sessions, and
monthly follow-up all done via
telehealth early (at enrollment) vs
3 months later (delayed group)

Improved depression scores at
3 months, improved depression scores
and stress burden at end-of-life

Sullivan et al.,
2019

Stage IIIB/IV lung cancer in the VAMC
system nationwide

Retrospective
cohort study

Compared patients who received at
least one PC encounter vs those who did
not

Improved overall survival if PC
encounter occurred between 31
and 365 days after diagnosis, reduced
risk of death in acute care setting

APP: Advanced practice provider; EoL: End-of-life; NSCLC: Non-small-cell lung cancer; PC: Palliative care; QoL: Quality of life; RCT: Randomized controlled trial; VAMC: Veterans
Administration Medical Center.

The evolution of PC in lung cancer
There now exists a wealth of evidence for the use of PC in lung cancer patients. Likely the most formative trial
in PC to date, in 2010, Temel et al. published their seminal paper on early referral to subspecialty PC in patients
newly diagnosed with advanced non-small-cell lung cancer [2]. In this trial, patients who were randomized to early
subspecialist PC integrated with standard oncologic care experienced a higher QoL, reduced depression scores,
received less aggressive end-of-life care and demonstrated a significant if modest improvement in overall survival.
This trial sparked intense interest in the benefits of early PC involvement in advanced lung cancer, as well as in all
advanced cancers.

Several studies support the QoL benefits and survival outcomes of early PC (Table 1). Project ENABLE, a
randomized control trial utilizing 4 weekly educational sessions with advanced practice nurses trained in PC and
then monthly telephone follow-ups, demonstrated an improvement in QoL for patients with advanced cancer [7].
In the ENABLE III trial, patients with advanced cancer who received early subspecialty PC consultation with
monthly follow-up also demonstrated an improvement of overall survival [8], as well as an improvement in caregiver
depression scores and stress burden [3]. Another randomized controlled trial in which medical oncology clinics were
randomized to consultation and monthly follow-up by a PC team found that there were significant improvements
in end-of-life care and satisfaction with care at their primary end point of 3 months, with significant improvements
in additional QoL metrics by 4 months, their secondary end point [9]. Most recently, a retrospective analysis of a
large cohort of patients diagnosed with advanced lung cancer, who were seen by a PC provider after their diagnosis,
demonstrated an overall association in improved survival as well as reduced likelihood of death in an acute care
setting [10]. Interestingly, this association with improved survival was only seen in patients referred within a year
but after a month of diagnosis, while patients who were referred within the first month saw an inverse relationship
with overall survival. This subset of patients who were referred within a month of diagnosis occurred more in the
inpatient setting, suggesting that these consults may have been obtained in the end-of-life setting. The increased
likelihood of death in these patients is likely reflective of poor functional status, extensive disease burden and/or
poor prognosis, leading to an accelerated PC referral.

Researchers have analyzed the different components of a PC visit to identify the mechanisms by which these
referrals provide the benefits described above. What a PC provider chooses to focus on in each visit has an impact
upon distinct patient-centered outcomes. For example, an ambulatory PC consultation can assist in symptom
management, prognostic understanding, provide additional support from a psychosocial perspective, and elucidate
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a patient’s goals for their end-of-life care. One analysis found that patients who had a higher proportion of visits
addressing coping of symptoms reported improved QoL and depression scores, while patients who had more visits
addressing treatment decisions were less likely to receive aggressive end-of-life care, and patients who had more
visits discussing advance care planning were more likely to enroll in hospice [11]. Early PC referral in patients with
advanced lung cancer has also been demonstrated to increase understanding of prognosis [12]. With this evidence
supporting the benefits of early PC involvement, there has been a dramatic upswing in the number of patients
referred to PC within 1 year of diagnosis of metastatic lung cancer [13]. However, even though the percentage of
patients referred has increased nearly tenfold; from 3% to over 30% from 2001 to 2013, the majority of patients
still did not receive PC referral, and only a quarter of them received outpatient PC services [13]. Thus, despite the
known benefits, the majority of patients with advanced lung cancer do not interact routinely with a PC provider.

PC needs in patients with advanced lung cancer
Symptom burden
Patients diagnosed with lung cancer, particularly in advanced stages, report many physical and emotional symptoms
that impair their QoL [14]. Common symptoms reported in lung cancer include pain, dyspnea, cough, fatigue,
depression and anxiety. Even in patients who survive more than a year after diagnosis, more than half will report
being afflicted with many of these symptoms [15]. Despite the development of new therapies, surveys done of patients
with advanced lung cancer continue to demonstrate a high symptom burden [16]. At diagnosis, patients often report
high levels of distress related to their emotional and functional well-being [17], and patients with lung cancer have
been found to have higher levels of psychological distress compared with other cancers [18]. In turn, higher levels
of emotional and psychological distress are associated with an increased symptom burden [19]. Unsurprisingly,
patients closer to death report increasing burden and intensity of these symptoms [15]. Early PC focused on
symptom management including psychosocial care can mitigate symptoms and prevent further exacerbation of
symptoms already present. As part of their specialized training, PC providers are uniquely equipped to manage
cancer-associated pain through a combination of multiple modalities, including the judicious prescription of opioid
and nonopioid medications. In addition, they are trained to recognize and intervene on symptoms of dyspnea,
gastrointestinal issues and insomnia, among others. As the purpose of the review is to offer a broader overview of
the historical, current and future role of PC in lung cancer patients, the specifics of managing these symptoms can
be reviewed in greater detail in previously published studies [20]. In sum, the goal of PC is to improve QoL due to
both disease and toxicities from therapy.

Intervention as PC
In the setting of advanced lung cancer, cancer-directed treatment itself can serve to palliate symptoms. This was
demonstrated as early as the 1990s, where two studies evaluating different chemotherapy regimens and their ability
to reduce symptoms in patients with advanced-stage lung cancer documented an appreciable reduction in cough,
pain and dyspnea in comparison with no treatment at all [21,22]. These studies helped to prove the concept that
treatment to prolong life, if not to cure disease, may have the ability to palliate symptoms in the appropriate
clinical context. However, we are also acutely aware that cytotoxic chemotherapies often lead to inferior outcomes
and likely poor QoL in patients with poor performance status and therefore poor performance status generally
precludes patients from receiving systemic chemotherapy [23]. The landscape of systemic therapies has now expanded
to include immunotherapy and targeted therapies. Targeted therapies in select lung cancer populations harboring
mutations in EGFR, ALK, ROS, BRAF and potentially newer targets such as NTRK, can also demonstrably improve
QoL, and do so in a superior fashion compared with standard chemotherapy regimens [24,25]. Because these therapies
are generally associated with a milder side effect profile, these treatments are now often being offered to elderly
or frailer patients, regardless of functional status, so long as side effects remain tolerable. Immunotherapies are
currently still under study but are increasingly being used in patients with a worse performance study than those
eligible for the primary clinical trials, with promising results [26]. Because of this, we suspect that immunotherapy
will be used hand-in-hand with PC, in patients who would otherwise not be candidates for any systemic therapies.

Palliative radiation represents another modality of treatment often used to relieve symptoms without the intent
to cure the overall disease. When a particularly troubling symptom is due to locoregional recurrence, but the patient
otherwise is not a candidate for curative treatment, radiation can be used to good effect in up to two-thirds of
patients [27]. Symptoms due to locoregional disease or spread that may be appropriate targets for radiation include
cough due to airway compression, or pain due to painful osseous metastasis, among others [28].
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Other minimally invasive procedures can be used to manage malignant airway obstruction such as through
endobronchial stenting or malignant pleural effusions, through thoracentesis or placement of a pleural catheter [29].
With the increasing number of less invasive options available to help manage complications of advanced lung cancer,
palliative surgery has become less common and is generally only used as a last resort. For example, pleurodesis
historically has been offered for malignant pleural effusions, but in comparison with the placement of an indwelling
pleural catheter, may lead to more days of hospitalization [30,31]. In special circumstances, such as that associated
with malignant cord compression where patients are previously ambulatory, it is suggested that urgent surgical
resection can lead to the recovery of function and the improvement of QoL, although the rate of associated surgical
complications is also quite high [32]. Pericardial windows may also be used for malignant pericardial effusions.

All these modalities of therapies can be and likely should be achieved in conjunction with the application of PC.

Aggressive end-of-life care
Multiple recent studies have noted a trend in increasing use of aggressive inpatient end-of-life care, including
intensive care unit stays and use of anticancer therapies near the end-of-life in lung cancer patients [33–36]. Aggressive
cancer therapy in the last month of life is associated with increased likelihood of dying in the hospital. This trend
is alarming both due to survey data that confirm patients wish to die at home, and quality-of-care metrics that
encourage decreased aggressive end-of-life care with a focus on comfort and care at home [37–39]. A study examining
trends of ICU hospitalizations for patients with metastatic lung cancer found that between 1998 and 2014, the
percentage of patients admitted to the intensive care unit more than doubled, from 13.3 to 27.9% [33]. Although
inpatient PC referrals also increased and were associated with reductions in aggressive end-of-life care as well as
reductions cost, these referrals did not offset the increased costs to the healthcare system associated with intensive
care stays. Several studies have demonstrated that early PC referral significantly decreases the use of aggressive
end-of-life care [2,40]. Incorporating PC for these patients may reverse the current trend toward increasing aggressive
end-of-life care.

Understanding criteria for referral to PC

In this section, we will discuss current existing guidelines for PC referral, and how to refine these criteria to everyday
clinical practice. American Society of Clinical Oncology (ASCO) guidelines currently recommend that patients
with advanced cancer as well as their caregivers should receive dedicated PC services within 8 weeks of diagnosis
while receiving treatment [1]. However, this number of referrals would rapidly overwhelm the currently existing
subspecialty PC taskforce, and would not account for patients who live in areas where subspecialty PC may not be
readily available. In addition, there exists a global shortage of PC providers both within and outside of the USA.

Due to the tension between patients who are eligible for referral, and the number of patients who can be seen,
there have been a variety of attempts to identify appropriate referral criteria in patients with cancer [41,42]. Hui
et al. performed a Delphi study which relied on a panel of 60 international experts to reach a consensus on major
and minor criteria for guiding outpatient PC referrals [43]. In this study, 11 major criteria were identified: the
presence of severe physical or emotional symptoms, if a patient requested for hastened death, spiritual or existential
crisis, assistance with decision making or advance care planning, certain morbid complications such as spinal cord
compression, brain or leptomeningeal metastases, or delirium, if a patient requested referral, within 3 months of
diagnosis of a cancer with projected survival of 1 year or less, and progression after second-line therapy [43]. In
addition, they also agreed upon 36 minor criteria, defined as criteria where less than 70% of experts reached a
consensus, further highlighting the challenges faced in generating these criteria.

A recent Canadian observational study attempted to identify the feasibility of applying these criteria to their
population of lung cancer patients [44]. In their study, they limited the previously defined Delphi criteria to six only:
within 3 months of a cancer diagnosis with projected survival less than a year, progression after second-line therapy,
brain or leptomeningeal metastases, cord compression/cauda equina, and severe physical or emotional symptoms.
Of the 28,164 patients who met criteria for PC referral by these metrics, 82.4% received PC referral, at a median
time of 56 days after eligibility for PC referral. As a feasibility study, this is suggestive that this more limited set of
guidelines can be implemented at a nationwide level.

While there is a clear distinction in the illness trajectory in certain metastatic solid cancers compared with others,
there still exist more prognostic similarities than differences. Our argument is that advanced lung cancer does not
require a separate set of guidelines for PC. Metastatic lung cancer remains a terminal diagnosis with a projected
life expectancy measured in months, although prognosis has improved significantly for certain subsets of patients.
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Severe physical symptoms Severe physical symptoms
Severe emotional symptoms Severe emotional symptoms
Patient request for hastened
death
Spiritual or existential crisis
Assistance with decision
making or advance care
planning
Spinal cord compression

Spinal cord compression

Brain or leptomeningeal
metastases
Delirium
At patient request for referral
Within 3 months of diagnosis
of cancer with projected
survival of 12 months or less
Progression after second-line
therapy

Progression after second-line
therapy

Brain or leptomeningeal
metastases

Within 3 months of diagnosis
of cancer with projected
survival of 12 months or less

If provider would not be
surprised if patient were to die
within a year
Poor functional or
performance status
Severe emotional or physical
symptoms
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Figure 1. Different sets of criteria for palliative care referral.

For example, some patients with EGFR-mutant lung cancers may experience impeccable disease control on the
newest targeted therapy for a year and a half [45], and other patients may continue on indefinite immunotherapy on
timelines that, 5 years ago, would have been unthinkable. However, even in these patients, after progression with
first-line therapy, the efficacy of available second-line therapies declines significantly. Therefore, in patients whose
available therapies are associated with survival of a year or less, a referral to PC would be reasonable.

For a more holistic understanding of which patients may be appropriate for PC, we would recommend referral
of patients with advanced lung cancer to PC who:

• The provider would not be surprised if they were to die within a year;
• Have poor functional or performance status (e.g., Eastern Cooperative Oncology Group [ECOG] status III or

above);
• Are suffering from severe physical or emotional symptoms.

Figure 1 represents a summary of these different referral guidelines.. It is likely unsustainable to refer every patient
with advanced lung cancer to PC upon diagnosis. For some, such as the patient who has minimal symptoms and an
available therapy to which they are expected to respond for many months to years, a PC referral may offer limited
benefit and should be reserved for when symptoms worsen, or progression of disease occurs. For the time being,
we recommend that referrals be made based on the state of available therapies for each patient’s lung cancer and
the patient’s functional status and distress burden.

Models of care delivery in PC

Several different conceptual models for the integration and delivery of PC exist. Hui et al. broke down the provision
of PC into three different models [46]:

• The onco-centric or solo practice model, wherein the oncologist handles all supportive symptoms in addition to
oncologic care;

• The congress model, wherein the oncologist refers patients to specialists that focus on each symptom (e.g., for
pain, a referral to a pain specialist and for depression, a referral to a psychiatrist);

• The integrated care model, in which the oncologist makes an early referral to specialist PC, and supportive care
is provided by both the oncology and PC teams in tandem.
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The integrated care model likely offers more support to oncologic providers who already face the multiple tasks
of providing optimal cancer-directed care than the solo practice model, and more unity of care for each patient
than the congress model, which is reliant upon multiple subspecialty evaluations and recommendations.

In spite of the benefits of the integrated care model, there simply are not enough PC physicians or specialists for
every patient who has advanced cancer. This means that primary PC remains an important avenue of providing
PC. However, providing good primary PC is no easy task. Primary PC, if delivered by an oncologist, must contend
with the multiple other clinical issues that demand an oncologist’s attention. Because of this, symptoms or signs of
distress may be overlooked or inadequately treated. Moreover, while there is increased emphasis on incorporating
dedicated education on PC within oncology training, the level of comfort and knowledge at providing PC varies
widely among non-PC trained physicians. We know that PC is effective in the studies discussed above because a
structured intervention is prescribed and dedicated time is provided for this structured intervention. Primary PC is
often unsuccessful precisely because these necessary criteria are not met. Sometimes, even when access to PC is not
an issue, personal opinion and misconceptions regarding the role of PC from both the provider and the patient can
lead to reduced appropriate referrals to PC [47]. For both models of delivery, there is still much to strive to improve.
On the one hand, increasing our dedicated PC workforce is an endeavor that will require years, if not decades, of
investment from governments and healthcare systems. This means that in the interim, coming up with new and
innovative ways of improving primary PC and its intersection with specialist PC will be essential.

Distress screening & patient-reported outcomes: the missing links between integrating
oncologic & PC?
Methods to capture patient symptoms in real-time and act upon them provide an opportunity to bridge the gap
between oncologic and PC. Since 1997, the National Comprehensive Cancer Network (NCCN) has mandated
distress screening as a part of cancer care [48]. The NCCN defines distress as “a multifactorial unpleasant experience
of a psychological (i.e., cognitive, behavioral and emotional), social, spiritual and/or physical nature that may
interfere with the ability to cope effectively with cancer, its physical symptoms and its treatment. It extends along
a continuum, ranging from common, normal feelings of vulnerability, sadness and fears to problems that can be
disabling, such as depression, anxiety, panic, social isolation, and existential and spiritual crisis [49].” With this
definition, the NCCN has proposed a conceptual framework for psychosocial health as an integral part of the care
of cancer patients. Since then, additional organizations have come forward to mandate distress screening as well,
including the American College of Surgeons Commission on Cancer, the Institute of Medicine and ASCO [50–52].

Patient-reported outcomes (PROs) have become an increasingly important outcome of interest in both clinical
trials and in general clinical practice [53]. PROs provide information on the physical, mental and social health of
a patient as directly reported by the patient. Prior studies have demonstrated that clinician-reported outcomes are
unable to fully capture the symptoms that patients report in clinical trial settings [30,54,55]. In 2017, Basch et al.
found that integrating PROs into the routine care of patients with advanced cancer led to a statistically significant
improvement in overall survival in a single tertiary care cancer center [56]. In patients randomized to PRO integration,
not only did they have a longer overall survival, but were also able to tolerate continuation of chemotherapy for
longer, suggesting that effective use of PROs may have allowed providers to manage treatment-related symptoms
in a superior fashion.

A number of systematic reviews have reported that PROs appeared to be effective in improving patient-provider
communication as well as patient satisfaction, but were not clearly impactful on patient outcomes [57,58]. More
recently, another trial reported their final survival outcomes in patients with stage IIA–IV lung cancer who received
either web-based monitoring of PROs or routine care with scheduled imaging, with again a significant increase in
overall survival in the experimental arm [59]. If used correctly, PROs have the potential to improve both patient
symptoms and overall survival outcomes. Although the body of literature to support regular use of PROs is still
actively growing, based on the evidence thus far, institutions are increasingly adopting the use of PROs in routine
clinical care.

PROs are also strongly prognostic for overall survival and other survival metrics [60,61]. If PROs can be used not
only to monitor increasing symptom burden but can also be used to guide appropriate timing for referrals and
adjustments in management, then perhaps the natural course of a patient’s disease can be changed. However, this
is dependent upon a reliable measurement tool. PRO measures are the tools that can be used to capture PROs.
Multiple validated PRO measures exist that focus on patient symptoms and QoL, many of which focus specifically
on lung cancer. Moreover, using electronic technology to record these PROs has been proven to be feasible, accurate
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Increased distress or 
symptom burden
triggers primary
palliative care
intervention

Distress or symptom
burden improves

Continued routine
monitoring of patient

symptoms via
electronic PROsDistress or

symptom burden
worsens

Referral to
subspecialist
palliative care

Patient undergoes
routine oncologic

care

Undergoes distress
screening, electronic

PROs

Figure 2. Conceptual model of incorporating electronic patient-reported outcomes and distress screening of cancer patients into
facilitating primary palliative care interventions and specialist palliative care referral.
PRO: Patient-reported outcomes.

and acceptable for patients [62,63], and can increase accessibility to PROs to a wider population of patients via the
use of electronic PROs (ePROs). However, while the technology and the evidence exists for the use of ePROs, the
infrastructure from a health policy and reimbursement standpoint is still lacking [64].

Conclusion
Lung cancer remains a highly prevalent, highly symptomatic disease both globally and nationwide. In spite of
advances in therapy, we still lag behind in managing the symptoms associated with both the disease and the
treatment. PC is a rapidly growing field that focuses on a multidisciplinary approach of treating patients with
serious illness, as well as their caregivers. In patients with advanced lung cancer, PC has been demonstrated to
improve quality of life outcomes as well as potentially survival. However, there still exist many unmet needs in
patients with advanced lung cancer, and currently existing models of integrating oncologic and PC have not been
able to fully bridge that gap. Increasing the use of PROs may facilitate this integration, thus improving cancer care
and symptom management of lung cancer patients, as well as cancer patients as a whole.

Future perspective
Data obtained from the now mandated distress surveys and a more widespread use of ePROs could be used to
trigger additional screening and telephone follow-ups for patients reporting increasing or severe symptoms. This
could enhance the delivery of primary PC. For example, ePROs can become an effective method of managing
symptoms from afar, as seen in the Symptom Care at Home intervention where patients receiving chemotherapy
called an automated monitoring system daily with a protocol-driven nurse practitioner telephone follow-up. This
intervention led to a 57% reduction in reported symptom burden compared with the usual care arm [65,66]. Our
future model of PROs and PC utilize PROs to do the initial triage. Patients who do not experience a symptom
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burden reduction with this primary PC intervention may then be identified as patients who should be escalated
to a specialist PC intervention. Of note, with our recent learnings from the COVID-19 pandemic, we also see
a role for telemedicine as a means to improve access and if a remote option is available, then this may represent
an opportunity to expand access to PC. Use of telemedicine in PC has shown improvements in QoL and patient
satisfaction [67]. In this model of care, an oncologic practice thus follows best-care practices of distress screening,
incorporates ePROs which enhances patient reporting of symptoms, manages symptoms in a timely manner and
screens for patients who would most benefit from specialist PC services (Figure 2). This model makes efficient
use of existing resources without sacrificing attention to patient symptoms. Moreover, as a pandemic has swept
the world, the provision of virtual care has become a daily necessity for many healthcare practices. As healthcare
practices become more accustomed to managing patients from afar, we envision a future in which PROs through
surveys and distress screenings are naturally incorporated into the routine care of patients, becoming a pulse by
which we can monitor overall well-being and invite more intensive primary and secondary PC intervention when
it appears needed.

Executive summary

Palliative care: definition
• The WHO defines palliative care (PC) as the care that focuses on improving quality of life for patients and families

with serious illness by early and holistic understanding of physical, psychosocial and emotional problems.
Evolution of PC in lung cancer
• Early incorporation of PC has been proven to improve quality of life in patients with advanced lung cancer based

on multiple high-quality randomized controlled trials.
• Current data also suggest that patients may experience benefits in overall survival.
PC needs in patients with advanced lung cancer
• Patients with lung cancer have a high symptom burden in spite of advancements in treatment.
• Patients with lung cancer are also demonstrating a trend toward increasing aggressive end-of-life care, a

measurement of poor quality-of-care.
Understanding criteria for referral to PC
• Multiple sets of criteria have been formulated for referral to PC for lung cancer patients, but ultimately still

depends on clinician judgment of each individual patient’s overall prognosis including available treatment
options, functional status and symptoms.

Models of care delivery in PC
• PC can be delivered using an oncocentric model, congress model or an integrated PC and oncologic care model.
• In the current existing infrastructure, improving PC delivery in rural or community settings will likely rely upon

developing structured methods of improving primary PC.
Future perspective
• Mandated distress surveys and electronic patient-reported outcomes represent the future of real-time symptom

monitoring for cancer patients.
• Using these tools also represent an opportunity to fine-tune the delivery of primary PC and identify patients who

may most benefit from referral to specialist primary care.
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