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Abstract
Background
Palliative care (PC) has a positive effect on symptom burden, quality of life, psychosocial communication,
prognostic understanding, mood, and quality of care at the end of life of patients with advanced cancer.

Objectives
To investigate the timing of the first palliative consultation and referral of advanced cancer patients to the
palliative care service and their determinants at King Faisal Specialist Hospital and Research Center
(KFSHRC), Jeddah, Saudi Arabia.

Subjects and methods
A retrospective cohort study was conducted at KFSHRC. It included advanced cancer patients who died
between January 1, 2019 and Jun 30, 2020. The dependent variable of primary interest is the timing of PC
consultation and the timing of PC referral. The independent variables included age, sex, marital status,
nationality, date of death, types of cancer, Eastern Cooperative Oncology Group (ECOG), palliative
performance status (PPS), palliative prognostic index (PPI), code status (do not resuscitate [DNR]), the
severity of symptoms (assessed by the Edmonton Symptom Assessment System - Revised [ESAS-r]), referral
to home health care (HHC), referral to long-term care (LTC), referral to interdisciplinary team (IDT), length
of survival after the first PC consultation, length of survival after the referral to the PC service, length of
hospital stay, frequency of emergency room (ER) visits and hospital admission in the last year before death,
and involvement in bereavement with advanced care planning (ACP) services.

Results
Of the 210 advanced cancer patients, 109 (51.9%) were male, and their ages ranged between 18 and 90 years.
More than half of patients (56.7%) had a history of PC consultation. Among them, PC consultation was
described as late in 60.5% of patients. Concerning the timing of palliative care referral among advanced
cancer patients, it was too late and much too late among 25.7% and 58.1% of them, respectively. Patients
who visited ER more frequently (≥3 times) (p=0.014) and those who referred to HHC (p=0.005) were more
likely to consult PC early compared to their counterparts. Length of survival was significantly higher among
patients who reported early PC consultation compared to those without PC consultation and those with late
PC consultation, p<0.001. Referral to PC for both transfer of care and symptom management was associated
with earlier PC consultation, p=0.021. Patients who were admitted to the hospital three times or more were
less likely to be much too late referred to PC services, p=0.046. Also, patients who were not referred to long-
term care or home health care were more likely to be referred to PC services much too late, p<0.001. Among
28.8% of patients whose PPS ranged between 30% and 50% compared to 14.9% of those whose PPS ranged
between 10% and 20% expressed too late referral time to PC, p=0.040.

Conclusion
In a considerable proportion of terminal cancer patients, palliative care was consulted late, and the timing
of palliative care referral was too late/much too late among most of those consulted palliative care. Length
of survival was higher among patients who reported early PC consultation and who with ideal referral time
to PC services than others. Therefore, future considerations to facilitate early integration of palliative care
in cancer patients are highly recommended through mainly improving staff education in communication
skills and palliative care approach.
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Introduction
World Health Organization (WHO) defines palliative care (PC) as “the prevention and relief of suffering of
adult and pediatric patients and their families facing the problems associated with life-threatening illness”
[1]. Palliative care aims to improve the quality of life and quality of care of patients with advanced and life-
threatening illnesses by approaching physical, psychosocial, and spiritual symptoms and concerns [2].

Palliative care has a positive effect on symptom burden, quality of life, psychosocial communication,
prognostic understanding, and decision making, mood, satisfaction with the care received, and quality of
care at the end of life [3].

However, WHO has been advocating for the early application of palliative care principles in the management
of chronic life-threatening conditions including incurable cancer [4]. Also, several studies support the
concept of the early introduction of palliative care into patients since the first time of diagnosis of cancer to
improve the outcomes [5-7].

Additionally, early palliative care was supported by the American Society of Clinical Oncology [8].
Furthermore, numerous randomized controlled trials support the involvement of palliative care within eight
weeks of diagnosis of advanced cancer to improve quality of life and outcomes [5].

Recent evidence suggests that regardless of the referral timing, palliative care consultation may be
associated with some benefits such as the decreased likelihood of unnecessarily aggressive interventions in
terminally ill cancer patients [9].

Despite the growing evidence emphasizing the multifaceted benefits of adopting this approach of early
integration of palliative care in the management of advanced cancer, delayed initiation of palliative care
referral continues to be a common concern, with a significant portion of patients with advanced cancer still
dying with no access to PC services [10].

This study aims to estimate the magnitude of early integration of palliative care service into oncology
service among advanced cancer patients at King Faisal Specialist Hospital and Research Center (KFSHRC),
Jeddah, Saudi Arabia.

Materials And Methods
This study involved a retrospective longitudinal analytic cohort by review of patients’ medical records
during the period between January 1, 2019 and Jun 30, 2020.

It was conducted and approved at KFSHRC, which is one of the main referral centers for public cancer
treatment in Saudi Arabia. The hospital has a specific adult oncology unit with 30 hospital beds (15 beds for
adult oncology, palliative care, and 15 beds for adult oncology hematology), a dedicated multi-professional
PC team, inpatient and outpatient PC units, and a home care service. The PC unit focuses on providing
comprehensive patient care from the early outpatient management of symptoms to end-of-life care and
supporting family and loved ones throughout the disease process. The referral of patients to PC is performed
by the medical team responsible for the standard oncology treatment independent of the specialty from both
inpatient and outpatient general oncology units.

The dependent variable of primary interest was PC consultation (PCC) and its timing, which was divided
into two categories concerning the date of death: early consultation (≥3 months between first PC
consultation and death) and late consultation (<3 months between first PC consultation and death) [11]. The
second one was PC referral and its timing, which was arbitrarily divided into five categories: much too late
(<1 month), too late (1 to 3 months), appropriate (3 to 6 months), appropriate/ideal (6 to 24 months), much
too early (>24 months) concerning the date of death. Both dependent variables were identified by including
all sociodemographic and clinical variables [12].

The independent variables such as age, sex, marital status, nationality, date of death, types of cancer, the
severity of symptoms (assessed by ESAS-r), an Eastern Cooperative Oncology Group (ECOG), palliative
performance status (PPS), palliative prognostic index (PPI), code status (do not resuscitate [DNR]), referral
to home health care (HHC), referral to long term care (LTC), referral to interdisciplinary team (IDT), length of
survival after the first consultation of the PC service, length of survival after the referral to the PC service,
length of hospital stay (LOS), frequency of emergency room (ER) visits in the last year before death,
frequency hospital admission in the last year before death, and involvement in advanced care planning
(ACP) with bereavement services.

Terms and definitions

2021 Ghabashi et al. Cureus 13(5): e15313. DOI 10.7759/cureus.15313 2 of 17



Length of hospital stay is the difference between the last admission date and discharge date
(death/HHC/LTC). Length of survival is the difference between referral date and death date. Do Not
Resuscitate (DNR) is the consent that should be taken in print (hard copy) or verbally from patients or their
caregivers and documented in the medical records. Subjects in this study were classified into three groups
according to the time interval between signing DNR and death: within 3 days before death, 4 days to 2 weeks,
and >2 weeks. Palliative performance status (PPS) is concerned with the functional status, including
ambulation, the extent of the disease, activity, self-care, oral intake, and consciousness level. It is a
predictor of survival as PPS 10-20 is equivalent to a median survival of 6 days, 30-50 equivalents to 41
median survival, and 60-70 equivalent to a median survival of 108 days [13]. Eastern Cooperative Oncology
Group (ECOG) indicates the patient's performance status and is predictive for survival and applied in the
selection of patients for chemotherapy [13]. Palliative prognostic index (PPI) is a prognostic scale and
includes PPS, dyspnea, edema, oral intake, and delirium, which can be applied to patients with cancer,
whether in the hospital or at home. According to its score, patients were assigned into three groups: A -
survival times more than 6 weeks, B - 3-6 weeks, or C - less than 6 weeks [13].

The inclusion criteria include all patients with advanced cancer who died between January 1, 2019 and Jun
30, 2020. 210 cancer patients were part of the sample of the study irrespective of nationality and gender,
provided that they were older than 18 years. The code status for the patients was either full code at the time
of first PC consultation or DNR declared at the time of referral to PC services. Eligibility of patients: patients
needed to have at least 3 months of clinical follow-up in the hospital immediately before death. Advanced
cancer was determined as any type of cancer that was either curable or incurable or metastatic, including
hematologic malignancy, or cases of solid tumors and recurrent inoperable disease. Patients with an Eastern
Cooperative Oncology Group (ECOG) or palliative performance status (PPS): exclusion criteria were non-
cancer patients, patients under 18 years old, patients in ICU on ventilators, and patients who had been
screened already in the pilot study.

Institutional Review Board approval was obtained for the study: IRB number 2020-80.

Data were obtained from patient records utilizing a medical record composed of three parts: first,
sociodemographic data (age, sex, nationality, and date of death); second, clinical data (types of cancer, the
severity of symptoms, prognostic indicators [ECOG, PPS, PPI], and quality of care); third, data on the
consultation and referral to PC (PC consultation with the date of the first consultation and referral to PC
with the date of referral).

Data were entered into a personal computer by the researcher using SPSS program version 25 (IBM Corp.,
Armonk, NY, USA). Categorized variables were described using frequency and percentage whereas
continuous quantitative variables were described using an arithmetic mean, range, and standard deviation
(SD). Estimation and inference were made by Chi-squared and ANOVA tests, and a p-value of <0.05 was
considered statistically significant.

Results
The study group comprised only Saudi nationals. Other demographic and basic characteristics are
summarized in Table 1. Males represent 51.9% of them. Their age ranged between 18 and 90 years with a
mean±SD of 61.4±14.4 years. The majority of them (79.5%) were married. Eligibility for palliative care was
observed in 83.8% of patients. Concerning the type of cancer, the gastrointestinal tract ranked first, either
upper (21%) or lower (20.5%), followed by breast (11.9%) and head and neck cancers (11.4%) (Table 1).
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Variables Frequency Percentage (%)

Gender
Male 109 51.9

Female 101 48.1

Age (years)
Range 18-90

mean±SD 61.4±14.4

Marital status

Single 12 5.7

Married 137 79.5

Divorced 5 2.4

Widowed 26 12.4

Eligibility for palliative care 
Yes 176 83.8

No 34 16.2

Type of cancer  

Gynecological 20 9.5

Upper GIT 44 21.0

Lower GIT 43 20.5

Breast 25 11.9

Hematological 8 3.8

Head and neck 24  11.4  

Respiratory 20 9.5

Urological 21 10.0

Others 5 2.4

TABLE 1: Demographic and basic characteristics of patients in the study group.
GIT: gastrointestinal tract

Palliative care consultation
More than half of the patients (56.7%) had a history of PC consultation (Figure 1). Among them, PC
consultation was described as late in 60.5% of patients (Figure 2). None of the studied demographic/basic
characteristics of the patients (age, gender, marital status, eligibility, and type of cancer) was significantly
associated with PC consultation time. Almost a third (30.1%) of patients who visited ER more frequently (≥3
times) compared to only 13.4% of those who visited ER less frequently (0-2 times) expressed early PC
consultation, p=0.014. Patients who were referred to home health care were more likely to consult PC early
compared to their counterparts, p=0.005. Length of survival was significantly higher among patients who
reported early PC consultation compared to those without PC consultation and those with late PC
consultation (101.7±129.4 versus 59.8±100.1 and 22.9±44.8, respectively), p<0.001. Referral to PC for both
transfer of care and symptom management was associated with earlier PC consultation, p=0.021 (Table 2).
None of the studied prognostic factors was significantly associated with PC consultation time.
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FIGURE 1: The prevalence of palliative care consultation among
advanced cancer patients.
Yes: palliative care consulted; No: no palliative care consulted

 

FIGURE 2: Timing of palliative care consultation among advanced
cancer patients who sought consultation.
Early consultation: ≥3 months between first PC consultation and death; late consultation: <3 months
between first PC consultation and death
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Variables

PC consultation

P-value*No
Yes

Early late

N=91(%) N=47(%) N=72(%)

Frequency of hospital admission

0.0710-2 (n=84) 40 (47.6) 12 (14.3) 32 (38.1)

≥3 (n=126) 51 (40.5) 35 (27.8) 40 (31.7)

Frequency of ER visits in the last year of life

0.0140-2 (n=97) 48 (49.5) 13 (13.4) 36 (37.1)

≥3 (n=113) 43 (38.1) 34 (30.1) 36 (31.9)

Referral to Long Term Care

0.246No (n=196) 83 (42.4) 43 (21.9) 70 (35.7)

Yes (n=14) 8 (57.1) 4 (28.6) 2 (14.3)

Referral to Home Health Care

0.005No (n=90) 36 (40.0) 13 (14.4) 41 (45.6)

Yes (n=120) 55 (45.9) 34 (28.3) 31 (25.8)

Referral to Interdisciplinary Team

0.082No (n=87) 60 (48.7) 28 (22.8) 25 (28.5)

Yes (n=123) 31 (35.6) 19 (21.8) 37 (42.6)

Length of Hospital Stay (days)
0.371**

Mean±SD 19.7±19.4 25.7±29.5 22.0±23.7

Length of survival after first referral to PC services
<0.001**

Mean±SD 59.8±100.1 101.7±129.4 22.9±44.8

Actively Dying

0.338*Yes (n=33) 12 (36.4) 6 (18.2) 15 (45.5)

No (n=177) 79 (44.6) 41 (23.2) 57 (32.2)

Reason of referral

0.021Transfer of care (n=97) 52 (53.6) 18 (18.6) 27 (27.8)

Both of transfer of care and symptom management (n=113) 39 (34.5) 29 (25.7) 45 (39.8)

TABLE 2: Association between quality of care and quality of life with palliative care consultation
time in patients with advanced cancer.
ER: emergency room; PC: palliative care

*Chi-square test; **ANOVA

Palliative care referral
Concerning the timing of palliative care referral among advanced cancer patients, it was too late and much
too late among 25.7% and 58.1% of them, respectively (Figure 3). Severe not well-being (59.1%), tiredness
(49%), loss of appetite (29.5%), and shortness of breath (18.6%) were the most frequently reported among
patients with advanced cancer. No pain, drowsiness, nausea, depression, and anxiety were observed among
64.8%, 59%, 72%, 72.9%, and 72.3% of patients, respectively.
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FIGURE 3: Timing of palliative care referral among advanced cancer
patients.
Much too late (<1 month), too late (1 to 3 months), appropriate (3 to 6 months), appropriate/ideal (6 to 24
months), much too early (>24 months) in relation to date of death.

As shown in Figure 4, 60% of the patients had three or more hospital admissions in last year of life, whereas
53.8% had three or more visits to the ER (Figure 5).

FIGURE 4: Frequency of hospital admission in the last year of life
among patients with advanced cancer.
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FIGURE 5: Frequency of emergency room visits in the last year of life
among patients with advanced cancer.

History of referral to long-term care was observed among a minority of patients with advanced cancer (6.7%)
(Figure 6), while history of referral to home health care was reported among 57.1% of them (Figure 7).

FIGURE 6: Prevalence of referral to long term care among patients with
advanced cancer.
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FIGURE 7: Prevalence of referral to home health care among patients
with advanced cancer.

More than half of the participants (58.6%) reported history of referral to interdisciplinary team. Among
them, social workers ranked first (87%) (Figure 8).

FIGURE 8: : Interdisciplinary team to whom patients with advanced
cancer were referred.

Regarding the time interval between signing the DNR order and the patient’s death, it was within three days
before death in 59% of patients whereas it exceeded two weeks among 22.4% of them (Figure 9).
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FIGURE 9: The time interval between signing the DNR order and the
patient’s death.
DNR: do not resuscitate

Length of hospital stay ranged between one and 153 days with a mean±SD of 21.8±23.5 days whereas the
length of survival after first referral to PC services ranged between 0 and 663 days (56.5±97.6) and the
median was 24 days. The reason for referral to PC services was mainly both transfer of care and symptom
management (53.8%). Thirty-three patients (15.7%) were actively dying (Table 3).

Variables Description

Length of hospital stay (days)

Range 1-153

Mean±SD 21.8±23.5

Length of survival after referral to palliative care services

Range 0-663

Mean±SD 56.5±97.6

Median 24

Reason of referral

Transfer of care 97 (46.2%)

Both (Transfer of care and symptom management) 113 (53.8%)

Actively dying

Yes 33 (15.7%)

No 177 (84.3%)

TABLE 3: Quality of care and quality of life in patients with advanced cancer.

Regarding prognostic factors, the majority of patients with advanced cancer belonged to category 4 of the
ECOG (97.1%). Palliative performance status ranged between 30% and 50% in most of the participants
(77.6%). Most of the participants belonged to group C (98.6%) according to PPI.

None of the studied demographic/basic characteristics of the patients (age, gender, marital status, eligibility,
and type of cancer) was significantly associated with PC referral time.
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Patients with no pain, no impact on wellbeing, no loss of appetite, and moderate depression were more
likely than others to be referred for PC service much too late, p=0.008, 0.012, 0.011, and 0.023 respectively.
Patients with severe nausea were less likely to be referred much too late to PC services (Table 4).

Severity of symptoms

Timing of palliative care referral

P-value*Much too late Too late Appropriate Ideal

N=122 (%) N=54 (%) N=22 (%) N=12 (%)

Pain

No (n=136) 91 (66.9) 27 (19.9) 12 (8.8) 6 (4.4)

0.008
Mild (n=10) 4 (40.0) 5 (50.0) 0 (0.0) 1 (10.0)

Moderate (n=57) 23 (40.4) 20 (35.1) 9 (15.8) 5 (8.8)

Severe (n=7) 4 (57.1) 2 (28.6) 1 (14.3) 0 (0.0)

Tiredness

No (n=9) 3 (33.3) 4 (44.4) 1 (11.1) 1 (11.1)

0.281
Mild (n=9) 7 (77.8) 2 (22.2) 0 (0.0) 0 (0.0)

Moderate (n=89) 44 (49.4) 30 (33.7) 10 (11.2) 5 (5.6)

Severe (n=103) 68 (66.0) 18 (17.5) 11 (10.7) 6 (5.8)

Drowsiness

No (n=124) 76 (61.3) 33 (26.6) 9 (7.3) 6 (4.8)

0.057
Mild (n=31) 12 (38.7) 14 (45.2) 4 (12.9) 1 (3.2)

Moderate (n=46) 28 (60.9) 7 (15.2) 7 (15.2) 4 (8.7)

Severe (n=9) 6 (66.7) 0 (0.0) 2 (22.2) 1 (11.1)

Nausea

No (n=151) 93 (61.6) 38 (25.2) 11 (7.3) 9 (6.0)

0.023
Mild (n=20) 8 (40.0) 7 (35.0) 4 (20.0) 1 (5.0)

Moderate (n=28) 18 (64.3) 7 (25.0) 3 (10.7) 0 (0.0)

Severe (n=11) 3 (27.3) 2 (18.2) 4 (36.4) 2 (18.2)

Depression

No (n=153) 89 (58.2) 41 (26.8) 15 (9.8) 8 (5.2)

0.042
Mild (n=19) 8 (42.1) 7 (36.8) 4 (21.1) 0 (0.0)

Moderate (n=22) 18 (81.8) 3 (13.6) 0 (0.0) 1 (4.5)

Severe (n=16) 7 (43.8) 3 (18.8) 3 (18.8) 3 (18.8)

Anxiety

No (n=152) 90 (59.2) 38 (25.0) 16 (10.5) 8 (5.3)

0.436
Mild (n=26) 10 (38.5) 10 (38.5) 4 (15.4) 2 (7.7)

Moderate (n=26) 17 (65.4) 6 (23.1) 2 (7.7) 1 (3.8)

Severe (n=6) 5 (83.3) 0 (0.0) 0 (0.0) 1 (16.7)

Loss of appetite

No (n=6) 6 (100) 0 (0.0) 0 (0.0) 0 (0.0)

0.011
Mild (n=28) 22 (78.6) 4 (14.3) 1 (3.6) 1 (3.6)

Moderate (n=114) 59 (51.8) 37 (32.5) 13 (11.4) 5 (4.4)
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Severe (n=62) 35 (56.5) 13 (21.0) 8 (12.9) 6 (9.7)

Best wellbeing

No (n=4) 3 (75.0) 1 (25.0) 0 (0.0) 0 (0.0)

0.012
Mild (n=8) 5 (62.5) 2 (25.0) 0 (0.0) 1 (12.5)

Moderate (n=74) 35 (47.3) 30 (40.5) 9 (12.2) 0 (0.0)

Severe (n=124) 79 (63.7) 21 (16.9) 13 (10.5) 11 (8.9)

Shortness of breath

No (n=124) 67 (54.0) 35 (28.2) 14 (11.3) 8 (6.5)

0.629
Mild (n=8) 4 (50.0) 4 (50.0) 0 (0.0) 0 (0.0)

Moderate (n=39) 26 (66.7) 8 (20.5) 4 (10.3) 1 (2.6)

Severe (n=39) 25 (64.1) 7 (17.9) 4 (10.3) 3 (7.7)

Constipation

No (n=160) 100 (62.5) 33 (20.6) 17 (10.6) 10 (6.3)

0.149
Mild (n=22) 9 (40.9) 11 (50.0) 1 (4.5) 1 (4.5)

Moderate (n=20) 10 (50.0) 7 (35.0) 3 (15.0) 0 (0.0)

Severe (n=8) 3 (37.5) 3 (37.5) 1 (12.5) 1 (12.5)

TABLE 4: Association between severity of the presenting symptoms and palliative care referral
time among patients with advanced cancer.
*Chi-square test

Patients who were admitted to the hospital three times or more were less likely than those who were
admitted fewer times to be referred much too late to PC services, p=0.046. Also, patients who were not
referred to long-term care or home health care were more likely to be referred to PC services much too late,
p<0.001. Length of survival after first referral to PC services was much higher among patients with ideal
referral time to PC services than others as being 373±174.9 compared to 16.4±35.3 among those whose
referral time was described as much too late, p<0.001 (Table 5).
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Variables

Timing of palliative care referral

P-value*Much too late  Too late  Appropriate  Ideal

N=122(%) N=54(%) N=22(%) N=12(%)

Frequency of hospital admission

0-2 (n=84) 57 (67.8) 13 (15.5) 9 (10.7) 5 (6.0)
0.046

≥3 (n=126) 65 (51.6) 41 (32.5) 13 (10.3) 7 (5.6)

Frequency of emergency room admission

0-2 (n=97) 57 (58.8) 26 (26.8) 8 (8.2) 6 (6.2)
0.796

≥3 (n=113) 65 (57.5) 28 (24.8) 14 (12.4) 6 (5.3)

Referral to long-term care

No (n=196) 119 (60.7) 50 (25.5) 19 (9.7) 8 (4.1)
<0.001

Yes (n=14) 3 (21.4) 4 (28.6) 3 (21.4) 4 (28.6)

Referral to home health care

No (n=90) 71 (78.9) 14 (15.6) 4 (4.4) 1 (1.1)
<0.001

Yes (n=120) 51 (42.5) 40 (33.3) 18 (15.0) 11 (9.2)

Referral to interdisciplinary team

No (n=87) 51 (58.7) 23 (26.4) 9 (10.3) 4 (4.6)
0.948

Yes (n=123) 71 (57.7) 31 (25.2) 13 (10.6) 8 (6.5)

Length of hospital stay (days)

Mean±SD 23.0±25.1 21.7±22.2 15.5±16.2 21.9±23.7 0.617**

Length of survival after first referral to PC services

Mean±SD 16.4±35.3 51.6±16.1 118.4±18 373±174.9 <0.001*

Do Not Resuscitate status before death

Within 3 days (n=124) 72 (58.1) 30 (24.2) 14 (11.3) 8 (6.5)

0.418**4-2 weeks (n=39) 27 (69.2) 10 (25.6) 1 (2.6) 1 (2.6)

>2 weeks (n=47) 23 (48.9) 14 (29.8) 7 (14.9) 3 (6.4)

Actively dying

Yes (n=33) 25 (75.7) 5 (15.2) 2 (6.1) 1 (3.0)
0.170*

No (n=177) 97 (54.8) 49 (27.7) 20 (11.3) 11 (6.2)

Reason of referral

Transfer of care (n=97) 58 (59.8)  22 (22.7)  11 (11.3)  6 (6.2)  
0.817*

Both of transfer of care and symptom management (n=113) 64 (56.7) 32 (28.3) 11 (9.7) 6 (5.3)

TABLE 5: Association between quality of care and quality of life with palliative care referral time in
the patients with advanced cancer.
*Chi-square test; **ANOVA

In 28.8% of patients whose PPI ranged between 30% and 50% compared to 14.9% of those whose PPI ranged
between 10% and 20% indicated too late referral time to PC, p=0.040. Other studied prognostic factors (PPS
and ECOG) were not significantly associated with PC referral time (Table 6).
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Variables

Timing of palliative care referral

P-value*Much too late Too late Appropriate Ideal

N=122 (%) N=54 (%) N=22 (%) N=12 (%)

Eastern Cooperative Oncology Group (ECOG)

Group 3 (n=6) 3 (50.0) 2 (33.3) 1 (16.7) 0 (0.0)
0.852

Group 4 (n=204) 119 (58.3) 52 (25.5) 21 (10.3) 12 (5.9)

Palliative Performance Status (PPS)

10-20% (n=47) 35 (74.5) 7 (14.9) 3 (6.4) 2 (4.3)
0.040

30-50% (n=163) 87 (53.4) 47 (28.8) 19 (11.7) 10 (6.1)

Palliative Prognostic Index (PPI)

Group B (n=3) 2 (66.7) 0 (0.0) 1 (33.3) 0 (0.0)
0.473

Group C (n=207) 120 (58.0) 54 (26.1) 21 (10.1) 12 (5.8)

TABLE 6: Association between prognostic factors and palliative care time of referral among the
patients with advanced cancer.
*Chi-square test

Discussion
Advances in cancer treatments observed in the last decades lead to remarkable survival benefits, and
consequently the patients' quality of life [14]. Palliative care can play a fundamental role for early
interventions regarding symptom palliation and offering psychosocial support that helped the survival and
cancer patients' quality of life [3,5]. The present study was done to identify the timing of the first palliative
consultation and referral of advanced cancer patients to the palliative care service in KFSHRC, Jeddah, Saudi
Arabia.

Consultation of palliative care earlier is associated with lesser need for intensive medical care and enhanced
quality outcomes for cancer patients [15]. In the current survey, more than half of the patients had a history
of PC consultation. In them, PC consultation was described as late in 60.5% of the patients; a higher rate of
late PC consultation has been reported in a cohort of cancer patients in Tennessee, USA (84.5%) [16]. In
Brazil, cancer patients have been referred to palliative care late in the course of the disease [17].

In the current study, the mean length of survival time from referral to PC to death was 56.5 days and the
median was 24 days. Different figures have been reported from different studies carried out in various
countries. In Brazil [17], the mean time from entry into PC service to death was 72 days. In the USA [18], the
median times were 42 and 57 days in two different studies. In Australia [19], a median time of 54 days has
been reported. However, a very long median time (237 days) has also been observed in an American study
[15]. A very close figure (median time = 21 days) has been reported in a study carried out in China [20]. In
Lebanon [21], the overall median survival time was 18.7 months, time to first PC consultation was 17.9
months, and survival post-PC consultation was 0.6 months. The findings present in our study could be
explained by the fact that our patients are mostly referred to palliative care too late.

Visiting ER more frequently (≥3 times) was associated with earlier PC consultation in this study compared to
less frequent visiting (0-2 times). Also, patients who were referred to home healthcare were more likely to
consult PC earlier compared to their counterparts. Also, in the current study, longer survival time was
associated with earlier PC consultation. In accordance with others [15], PC consultation time was not
associated with patient's demographic factors in the current survey.

The current survey revealed that none of the prognostic factors (ECOG, PPS, PPI) was significantly
associated with PC consultation time while others have shown an association [22]. In a recent study carried
out in Lebanon [21], late PC consultation was associated with a childless status, awareness of the diagnosis,
and lack of palliative home care.

The present study revealed that referral to PC for both transfer of care and symptom management was
associated with earlier PC. Delayed PC consultation was also observed in a recent study carried out in
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Lebanon [21].

Concerning the timing of palliative care referral among advanced cancer patients who sought consultation in
the present study, it was too late and much too late in 25.7% and 58.1% of cases, respectively, whereas it was
appropriate/ideal among only in 16.2% of them. In a recent study carried out by Barth et al., half of the
patients were referred to the PC service within 3.7 months before death [23].

It has been documented that early integration of palliative care for patients with advanced cancer not only
improves control of their physical symptom but also improves their psychological well-being [5].
Concerning presenting symptoms, patients with no pain, no affection of wellbeing, or loss of appetite were
more likely than others to be referred for PC service much too late; those with severe nausea were less likely
to be referred much too late to PC services; while patients with moderate depression also were most likely to
be much too late referred to PC services.

Ideal or appropriate referral to PC service for patients with advanced cancer has also been associated with
better quality of life by enhancing the patient's understands of their health problem and prospective
prognosis and helping to cope and planning for advanced care [24]. In the current study, 60% of patients
with advanced cancer experienced three or more hospital admissions in the last year of life compared to
nearly 25% of patients in Canada who experienced two or more hospital admissions in the last month of life
[25]. Both results indicate a need for improvement of the process of referral to PC services. Moreover, in the
current study, patients who were admitted to the hospital three times or more were less likely than others to
be much too late referred to PC services.

The present cohort revealed a mean of hospital stay for advanced cancer patients of 21.8±23.5 days,
however, it was not associated with the timing of referral to PC service. Some others suggested that
early PC referral is associated with fewer hospitalizations near the end of life [26].

In this study, almost 60% of the patients with advanced cancer were referred to the interdisciplinary team,
mainly social workers. It has been reported that the integration of interdisciplinary PC services into the
routine care of advanced cancer patients is highly recommended [27].

In the present study, the time interval between signing the DNR order and the patient’s death was three days
in 59% of patients whereas it exceeded two weeks among 22.4% of them. In a study carried out in Korea, the
median time between signing DNR consent to death was 1.76 days, which is a very short time. They
attributed this finding to the fact that their study was conducted at a hospital in which patients tend to
receive more active anti-cancer therapy [28].

Concerning the performance status, although in the present study, patients belonging to group 4 ECOG were
more likely to consult PC than those of group 3, yet the difference was not significant, most probably due to
the small number of patients in group 3, so results might be underpowered to detect a significant difference.
Also, in the current survey, ECOG was not associated with the time of referral to PC. It has been confirmed
from previous literature that the performance status of patients correlates positively with their response to
treatment, survival, and quality of life [29]. It has been also observed that older patients with a good
performance status have outcomes of treatment very similar to those of their younger counterparts [30].

Limitations and barriers
Illness-specific limitation includes lack of a clear transition between curative and palliative phases of
management and prognostic uncertainty. Cultural limitation includes cultural and social barriers, a
misconception that palliative care is only provided for patients with cancer near the end of their life and a
lack of knowledge regarding the role played by the palliative care team. Oncologist (primary physician)-
based limitation includes lack of knowledge regarding the potential role in palliative care services and
misconception of them that palliative and hospice cares are the same. System-based limitation includes lack
of clear guidelines concerning referral, limited resources for PC, not yet established in the study setting
hospice care, advanced care planning and grief with bereavement program. Finally, the study-based
limitation is that the study was carried out in a single-center, which could impact the generalizability of
findings. Also, the retrospective nature of the study makes it subjected to some biases, including the
incomplete recording of some patient-related factors and the possible exclusion of a few cancer patients
admitted to other departments during the study period, and finally, there were difficulties in the collection
of required data.

Conclusions
The article tackles an important and rarely investigated subject in developing countries. A considerable
proportion of terminal cancer patients, PC was consulted late, and the timing of PC referral was too late and
much too late in most of those who consulted PC. Length of survival was higher among patients who
reported early PC consultation and who with ideal referral time to PC services than others. Therefore, future
considerations to facilitate early integration of PC in cancer patients' care is highly recommended through
mainly improving staff education in communication skills and palliative care approach with established the
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advanced care planning and bereavement program. Patients should access PC services early to improve
outcomes and quality of life. A further multi-centric study including patients from other facilities is highly
recommended to be able to generalize the findings.
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