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Review of "Late referral to palliative
care consultation service: Length of
stay and in-hospital mortality out-
comes" by Humphreys & Harman
(2014). Journal of Community and
Supportive Oncology, 12, 129-136.
For a related discussion, see the arti-
cle by Rhonda Gradwohl and Jeannine
Brant beginning on page 606.

ccording to the National

Consensus Project, pal-

liative care is defined as

“patient/family-centered
care that optimizes quality of life by
anticipating, preventing, minimizing,
and treating suffering. Palliative care,
offered throughout the continuum of
illness, involves addressing physical,
intellectual, emotional, social, and
spiritual needs and to facilitate patient
autonomy, access to information, and
choice” (National Consensus Project,
2013). Palliative care is typically of-
fered as an interdisciplinary team ap-
proach including physicians, nurses,
social workers, chaplains, and spe-
cialists in other disciplines to manage

pain and symptoms. The Institute of
Medicine report “Dying in America”
on the quality of care in the United
States and its implications for the
field of palliative care suggests there
is a need to provide palliative care to
oncology patients, specifically intro-
ducing the concept earlier in the dis-
ease trajectory (Institute of Medicine,
2014; Scarborough & Morrison, 2014).

Unfortunately, palliative care is
often only offered late in the course of
disease after curative measures have
been exhausted. This concern of late
referral to palliative care consultation
is one that plagues many inpatient and
outpatient palliative care consultative
teams, often leading to suboptimal
pain and symptom management, in-
creased suffering, failure to discuss or
adhere to advance care planning, and
unplanned hospital deaths (Fischer et
al., 2006; Teno et al., 2013). However,
rather than encouraging a more inte-
grated approach combining palliative
care with life-prolonging therapy for
patients with serious, advanced illness,
current medical care often follows a
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separate pattern of cure-focused care followed by
palliative care only when cure is no longer possible.

The American Society of Clinical Oncology
and the Oncology Nursing Society have published
position statements on palliative care, suggesting
that palliative care can benefit all oncology pa-
tients and should be considered early in the course
of illness for any individual with metastatic cancer
and/or a high symptom burden (Smith et al., 2012;
Oncology Nursing Society, 2014).

THE STUDY: A SYNOPSIS

In a well-written article in the Journal of Com-
munity and Supportive Oncology, Humphreys and
Harman provided a current and extensive litera-
ture review stating the need for early palliative
care, examining the barriers and challenges to re-
ceiving timely inpatient palliative care referrals,
and calling attention to the need for understand-
ing health-care outcome differences in oncology
patients who receive early vs. late palliative care
referral (Humphreys & Harman, 2014). The goal
of their retrospective cohort study was to deter-
mine whether an inconsistency occurs in health
outcomes (hospital length of stay, morbidity, and
mortality) for 1,225 oncology Stanford Hospital
inpatients who were referred “early vs. late” to
the palliative care inpatient consultation service.
The time to referral was operationalized as the
time calculated from the day of hospital admis-
sion to the day of inpatient palliative care referral.
Early referral patients were those referred within
1 week of hospital admission; late referral patients
were those referred later than 1 week. A secondary
study goal was to determine whether policy devel-
opment could be used to encourage health-care
providers to refer to palliative care sooner.

This study’s major strength is the large sample
size and the extensive ongoing database, which was
developed and maintained by the palliative care in-
patient service for approximately 4 years. Data were
analyzed using descriptive statistics, tests of differ-
ence and association, and regression. The majority
of individuals referred to the palliative care service
had solid tumor metastatic disease (84%), followed
by individuals post bone marrow transplantation
(9%) and those with hematologic malignancies (7%).

Some of both groups’ (early vs. late referral)
demographics were similar (number of do-not-

resuscitate orders, number of recent inpatient ad-
missions, and gender). However, individuals who
were referred late to palliative care tended to be
younger, were more likely to be white and less
likely to be Asian, more often were from an inten-
sive care setting, and were more likely to die in
the hospital.

The mean time for referral to palliative care
was 2.5 days in the early referral group vs. 21.4 days
in the late referral group. In addition, those indi-
viduals who were referred early had significantly
shorter mean lengths of stay (4.5 days) and lower
in-hospital mortality compared with patients’
length of stay (74 days), and those who were re-
ferred late had higher in-hospital mortality. Wait-
ing at least 1 week to refer to palliative care was
associated with the increased odds of a patient’s
dying in the hospital vs. being discharged alive by
a factor of 3.04 (p = .001).

STUDY LIMITATIONS

A few study limitations that may have influ-
enced this study’s results must be considered. Un-
fortunately, the specific cancer diagnosis and stage
were not delineated in the database. Cancer type
and disease status (stage or grade of tumor) may
have influenced health outcomes, namely, survi-
vor or decedent status. It is well known that some
cancers are more aggressive than others, may not
have been as responsive to therapy, and may have
influenced referral time to palliative care. This
lack of knowledge of diagnosis may have driven
the association with survivorship. For example,
those patients status post bone marrow transplant
or with a hematologic malignancy may have been
in the late referral group, because at the time of
admission they may have been thought to be in a
potentially treatable situation.

In addition, health insurance status was not
documented or analyzed. It is possible that those
individuals with better insurance coverage may
have been treated more aggressively for their can-
cer, thus affecting the time to palliative care re-
ferral. This study only examined the influence of
inpatient palliative care consultation services; the
effect of an outpatient program had not been es-
tablished. Outpatient palliative care actually may
decrease inpatient admissions and improve pa-
tients’ quality of life.
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Lastly, a few other variables may have influ-
enced referral time. They include health-care
provider (some physicians are more likely to refer
to palliative care than others), unit culture about
palliative care (the unit or care area housing the
patient including the nurses who worked on the
unit), patient/family openness to or knowledge
about the palliative care concept and referral, and
occurrence of advance care planning discussions.
All of these factors are unknown. The number of
recent inpatient admissions was a proxy for pa-
tient illness burden. Other criteria might have
been more appropriate to use to determine illness,
morbidity, and prognosis.

The work by Humphreys and Harman sug-
gested that late referral to palliative care may neg-
atively impact health outcomes. It may be that the
early referrals were individuals who were known
to health-care providers as obviously needing pal-
liative care and had maximum reasonable cancer
treatment. In addition, were the later-referral
patients those who were believed to be still able
to respond to cancer treatment? Regardless, the
authors believe that the development and imple-
mentation of a hospital policy that boosts early re-
ferral to palliative care for patients with advanced
cancer might be appropriate to decrease their
length of hospital stay, improve quality of life, and
provide them and their families with improved
satisfaction, as their wishes to be discharged to
home sooner will be realized.

REVIEWER’S THOUGHTS ABOUT
CHANGING PRACTICE

Developing an evidence-based policy, algo-
rithm, criteria, or checklist that can enable health-
care providers to identify the appropriateness of an
oncology patient for referral to both inpatient and
outpatient palliative care could be advantageous.
Von Gunten (2014) posed a question in an editorial
in the Journal of Palliative Medicine: “What if the
referral to palliative care was part of the order sets
for advanced cancer as a matter of course?”

Involving key stakeholders in the develop-
ment of a policy, algorithm, checklist, or standard
order set is crucial. Conducting a current, evi-
dence-based search for instruments and criteria
is the first step. Evaluating what other institutions
are currently doing as a standard of practice can

also be enlightening. An interdisciplinary team,
inclusive of oncologists (medical, surgical, ra-
diation), physician assistants, advanced practice
nurses [nurse practitioners, research scientists,
and clinical nurse specialists] as well as ambulato-
ry and bedside nurses, hospitalists, social workers,
psychologists, and chaplains, may assist in the cri-
tique and synthesis of the evidence as a first step
in developing or adapting a tool for use in one’s
practice setting.

Helpful Tools

Various tools already exist. For example,
in 2010, the Center to Advance Palliative Care
(CAPC) assembled a consensus panel to answer
the question, “What criteria should be used for
hospital staff to conduct prospective case finding,
via a checklist, for individuals with unmet pallia-
tive care needs?” As a first important step to iden-
tify potential individuals in this gap, and with the
aim of creating a systems-based change, the panel
reviewed existing palliative care consultation
triggers from the literature and current consen-
sus panel member practices (Weissman & Meier,
2011). Two checklists were developed: the first
for screening at the time of admission, to identify
persons whose conditions clearly warrant a basic
palliative care assessment (e.g., life-threatening
illness, chronic comorbidities that are serious, fail-
ure to thrive) and the second for screening at daily
rounds (evolving patient issues, symptom burden
worsens, ethical consultation is needed due to a
lack of congruence in care planning; Weissman &
Meier, 2011).

Research suggests that when physicians are
asked to provide a prognosis to individuals, they
are overly optimistic by a factor of 3 when pre-
dicting survival (Glare et al., 2003). Just as hospi-
tals provide algorithms, scoring instruments, and
guidelines to determine which persons are at risk
for pressure ulcers, delirium, and catheter-associ-
ated urinary tract infections, similar aids may as-
sist clinicians in determining patients in need of
palliative care.

One such tool, the CARING criteria, was de-
veloped by Fischer and colleagues (2006). The
CARING criteria are used to identify seriously ill
patients who have a high likelihood of death with-
in 1 year and may benefit most from incorporating
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palliative care and end-of-life discussions into the
care plan. A retrospective medical record review
validated a set of five prognostic criteria in 895
Veterans Administration Medical Center patients
at the time of hospital admission.

The key criteria are as follows: C (primary
cancer diagnosis), A (at least two admissions to
the hospital for a chronic illness in the past year),
R (nursing home resident), I (intensive care unit
admission with multiorgan failure), NG (non-
cancer hospice [meeting at least two of the Na-
tional Hospice and Palliative Care Organization’s
Guidelines]). This simple mnemonic may be use-
ful to help clinicians easily identify patients with
a limited life expectancy who may benefit from an
early palliative care referral. It can also be used as
a measure to determine outcomes when conduct-
ing research and quality-improvement projects
and evaluating individual practice.

It is also known that early integration of pallia-
tive care delivered in the ambulatory setting is as-
sociated with improved quality of life, decreased
depression, and prolonged survival (Jackson et
al., 2013). Helping patients to understand their ill-
ness is serious and to develop an understanding of
their prognosis can be achieved by incorporating a
step-wise, partnered approach using communica-
tion skills. Jackson and colleagues (2013) developed
a series of steps that can be tailored and taught to
health-care providers about how to communicate
about serious illness and prognosis. These five steps
for clinicians include preparation, assessment, in-
quiry, judging readiness, and delivering information:

Step 0: Prepare oneself with accurate informa-
tion about a person’s likely life expectancy and the
course of illness.

Step 1: Assess the patient’s prognostic awareness.
Ask the question, “What is your sense of how you
are doing?”

Step 2: Inquire whether the person can imag-
ine a poorer health state. Ask the question, “What
would it be like if you got sicker?”

Step 3: Judge patient readiness and clinical
urgency. Consider, “Do I need to discuss the pa-
tient’s condition and prognosis now?”

Step 4: Deliver information about the patient’s
condition (prognosis) tailored to patient readiness
and clinical urgency.

Recently, Cardona-Morrell and Hillman (2015)

published a clinical decision aid to assist in iden-
tifying clinical and demographic factors in hospi-
talized terminal patients who may benefit from a
conversation about care goals. The authors devel-
oped an instrument—Criteria for Screening and
Triaging to Appropriate ALternative Care (CriS-
TAL)—based on an extensive review of health-
care professional literature. The authors plan to
test a list of 29 possible predictors of death within
30 days to 12 weeks in a retrospective case-control
medical record review of patients who have died
of an emergency in an academic medical center.
Examining this checklist in palliative care patients
may be an appropriate use of these criteria.

Understanding patients’ and their families’
concerns in addition to their physical needs will
enable earlier palliative care referrals and im-
proved health outcomes, including quality of life.
The instruments and educational tools described
here are valuable and worth considering for use
in practice. Such tools may promote earlier pallia-
tive care referral and encourage the use of more
appropriate supportive care services. Other tools
are available and have been documented and re-
viewed in the literature (Cardona-Morrell & Hill-
man, 2015); future research should evaluate the
usefulness of these tools in active palliative care
consultative practices.

Taking an individual’s preferences for pallia-
tive and end-of-life care into account is essential,
to be sure that their wishes can be honored by
health-care professionals.
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The author has no potential conflicts of inter-
est to disclose.
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