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History of Palliative Care
Palliative care is a relatively new discipline, and 

its founding is credited to Dame Cicely Saunders, 
an English nurse, social worker, and physician, who 
proposed a model of specialized care for the dying, and 
in 1967 went on to establish the first modern hospice, 
St Christopher's Hospice in London. Saunders also 
pioneered a fundamental principle of palliative care—

the concept of "total pain"—that encapsulates the 
physical, emotional, social, and spiritual dimensions of 
pain.(1-3) Since the 1960's, palliative care has seen 
tremendous growth throughout the United States, 
becoming a recognized medical specialty in 2006.(4) 
Recent data from America's Care of Serious Illness: 
2019 State-by-State Report Card on Access to 
Palliative Care in US Hospital corroborates this 
expansion, indicating that 72% of U.S. hospitals 
with 50 or more beds have palliative care teams, an 
increase from 67%, 53%, and 7% in 2015, 2008, and 
2001, respectively.(5)

Defi nition of Palliative Care
Palliative care is defined by the World Health 

Organization (WHO) as "the prevention and relief 

of suffering of adult and paediatric patients and 
their families facing the problems associated with 
life-threatening illness.(5) These problems include 
physical, psychological, social and spiritual suffering 
of patients and psychological, social and spiritual 
suffering of family members".(6) The Centers for 
Medicare and Medicaid Services further specifies 
palliative care as a patient and family-centric model 
that fosters patient autonomy, through the optimization 
of "quality of life by anticipating, preventing, and 
treating suffering through addressing physical, 
intellectual, emotional, social, and spiritual needs, and 
facilitating patient autonomy, access to information, 
and choice".(7)
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Goals and Implementation of Palliative Care
Implicit in these defi nitions are the goals outlined 

by the WHO, which can be categorized into goals 
related to patient care, family involvement, and 
community and health care systems expansion.

Patient care goals include: (1) universal 
accessibility, (2) provision of care not only to the dying 
patient, but also to those with serious/life-threatening 
illnesses, or with physical, psychological, social or 
spiritual consequences of illness and its therapy, 
(3) emphasis on early diagnosis, assessment, and 
treatment of problems, (4) implementation of care 
early in the course of disease as an adjunct to other 
life-prolonging interventions or preventive measures, 
(5) relief of suffering in addition to anticipation and 
prevention of suffering, (6) enhancement of quality of 
life, dignity, and comfort, and improvement of  the course 
of illness, (7) achievement of a comfort level consistent 
with the patient's goals without intentionally hastening 
death, (8) provision of guidance regarding optimal life-
sustaining treatments and alternatives to life-prolonging 
therapies of questionable benefi t near the end of life.

Family involvement goals include: (1) ongoing 
patient and family support throughout the illness, and 
(2) provision of support for bereaved family members 
after the patient's death to mitigate fi nancial hardship 
resulting from the illness.

Community and health care systems expansion 
goals involve: (1) advancement of palliative care by all 
levels of health care workers, whether trained in basic, 
intermediate or specialized palliative care, (2) active 
involvement in the community including accessibility 
to palliative care in patients' homes and at all levels 
of health care systems, and (3) improvement in 
continuity of care leading to strengthening of the 
health care system.(8)

Palliative care is delivered by an interdisciplinary 
team of palliative care physicians, nurses, social 
workers, and others, who collaborate with the medical 
team, often described as "an extra layer of support." 
Indicated at any age and stage of serious illness, 
palliative therapies can be initiated at any time as an 
adjunct to curative or standard treatment.(9) 

Palliative Care Outcomes  
Palliative care implementation improves the 

quality equation and fulfi lls the triple aim outlined by the 
Institute for Healthcare Improvement by (1) improving 
patient experience (including quality of care and patient 
satisfaction), (2) improving population health, and 
(3) reducing healthcare costs.(10) Specifi cally, the "three 
pillars" of palliative care: communication, collaboration, 
and coordination, facilitate (1) improved outcomes, 
(2) a reduced symptom burden, (3) care in accordance 
with patient and family preferences, (4) improved 
patient and family satisfaction, and (5) reduced costs. 
In this model care becomes longitudinal, rather than 
episodic, in keeping with the WHO goals.(11)

 
Studies show that integrating palliative care 

into oncology care improves patient satisfaction,(12) 
lowers hospital admission costs(13,14) and hospital 
readmissions,(15,16) reduces chemotherapy costs,(17) 
promotes adherence to end of life quality measures(18) 
and decreases emergency department visits and 
hospital days.(19,20) A 2010 randomized controlled trial 
(RCT) of 151 patients with newly diagnosed metastatic 
non-small  cel l  lung cancer by Temel, et al (11) 
demonstrated a potential survival benefi t in the group 
assigned to early palliative care compared to usual 
care.(14) In addition, there were lower chemotherapy 
related costs and no overall cost increases with the 
addition of palliative and hospice care.(17,21)

Integrative Medicine Defi nition
Like palliative care, integrative medicine is 

a patient-centered, comprehensive, longitudinal  
approach to patient care. The Academic Consortium 
of Integrative Medicine and Health defi nes integrative 
medicine as an entity that "reaffirms the importance 
of the relationship between practitioner and patient, 
focuses on the whole person, is informed by evidence, 
and makes use of all appropriate therapeutic and 
lifestyle approaches, healthcare professionals and 
disciplines to achieve optimal health and healing".(22)

The Institute of Medicine 2009 Summit on 
Integrative Medicine and the Health of the Public 
further defined integrative medicine it as "a patient-
centered comprehensive approach to health" that 
includes "physical, mental, emotional, and spiritual 
factors".  I t  emphasizes prevent ion treatment 
rehabilitation, and recovery "using multiple modalities, 
both usual and unconventional, to manage, maintain 
and restore health" through the coordination of all 
phases of care "across the spectrum of caregivers 
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and institutions".(23)

Principles of Integrative Medicine
Integrative medicine applies the biopsychosocial 

model proposed by George Engel(24) in which multiple 
strata impact illness, from societal to molecular, with 
the patient's subjective experience playing an essential 
and ongoing role in diagnosis and management. 
It is a personalized approach to the patient that 
moves away from the reductionist model of disease 
described by Greene and Loscalzo, in which illness is 
broken down into its component parts (organs, tissue, 
cells or molecules).(25) Hence, integrative medicine 
attempts to "put the patient back together" by focusing 
on the illness in the context of the whole person. 
The Modern Hippocratic Oath exemplifi es this whole 
person approach: "I will remember that I do not treat 
a fever chart, a cancerous growth, but a sick human 
being, whose illness may affect the person's family 
and economic stability. My responsibility includes 
these related problems, if I am to care adequately for 
the sick."

Integrative Medicine Modalities 
Integrative health modalities include (1) natural 

products (dietary supplements, botanicals, probiotics, 
vitamins and minerals), (2) mind-body modalities 
such as acupuncture, tai chi, qi gong, hypnotherapy, 
and relaxation techniques (breathing exercises, 
guided imagery, and progressive muscle relaxation) 
and (3) other established approaches such as 
(a) Ayurvedic medicine, (b) traditional Chinese 
medicine, (c) homeopathy (uses products derived from 
plants, minerals, or animals), (d) naturopathy (uses 
exercise, diet, massage), and (e) functional medicine 
(focuses on dynamic factors underlying the illness).(26,27)

These modalities are increasingly used in the 
United States. The National Center for Complementary 
and Integrative Health ranked the 10 most common 
integrative health modalities used by American adults in 
the 2012 National Health Interview Survey (NHIS) with 
the percentage of adults using each modality as follows: 
natural products (17.7%), deep breathing (10.9%), Yoga, 
tai chi, qi gong (10.1%), chiropractic or osteopathic 
manipulation (8.4%), meditation (8.0%), massage 
(6.9%), special diets (3.0%), homeopathy (2.2%), 
progressive relaxation (2.1%), and guided imagery 
(1.7%).(26) Further growth of the use of integrative 
health practices nationally is evidenced in the 2017 

NHIS in which 14.3% of US adults reported practicing 
yoga percent in 2017 and 14.2% practiced meditation 
compared to 9.3% and 4.1%, respectively in 2012.(26)

Integrative Palliative Care
Integrative palliative care is an emerging discipline 

that has developed as a hybrid of integrative health 
and palliative care resulting from shared principles and 
goals of these models. Both provide individualized, 
person-centered care through a multidisciplinary team 
approach that seeks to optimizes quality of life and 
well-being, ameliorate physical, emotional, and spiritual 
suffering, and contextualize care concordant with 
patient and family wishes and goals. Both disciplines 
underscore the importance of initiating care early in 
the course of illness and continuing through all stages 
to encompass the entire lifespan. Integrative palliative 
care is unique in that uses distinct integrative therapies 
(including mind-body modalities, traditional Chinese 
medicine, Ayurveda, dietary supplements) to provide 
symptom management for palliative care patients who 
are dying or experiencing the sequela of serious illness 
and its treatment.(28,29)

Challenges and Limitations of Current Palliative 
Care Model 

One challenge in implementing a palliative care 
model that is fully aligned with its core principles 
involves patient selection. There is current underuse of 
palliative care in patients early in the course of serious 
illness, with a larger emphasis on patients with severe 
life-threatening illness and those at the end of life.  
In its definition, the palliative care model proposes 
early implementation of care delivery; however, the 
WHO reports a lack of awareness among policy-
makers, health care professionals, and the general 
public about the goals and benefi ts of palliative care 
and misconceptions about target groups, including 
the perception that palliative care is limited to cancer 
patients or those in the last few weeks of life.(30) 

An intrinsic limitation of the palliative care model 
is in its approach to and application of pharmacological 
therapies. Efforts are focused on providing supportive 
measures, emphasizing early recognition of symptoms 
and subsequent treatment with pharmacological 
therapy. Understanding the root (functional) cause of 
the symptoms and how to prevent symptom origination 
are not established methodologies used in the palliative 
care model. In addition, medications used in palliative 
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care may suppress organ function, rather than restoring 
it. Current palliative care guidelines recommend the 
use of opioids, anticholinergics, antipsychotics, and 
benzodiazepines to provide symptom relief.(7) These 
agents may lead to iatrogenic effects such as opioid-
induced constipation, nausea, insomnia, and fatigue. A 
2018 systematic review of 12 studies concluded there 
was little evidence regarding the effectiveness and 
safety of the drugs routinely used in palliative care in 
the dying patient.(31)

East-West Integrative Palliative Care Model
We propose an East-West integrative palliative 

care model based on our current East-West integrative 
medicine model that complements and expands 
the existing palliative and integrative palliative care 
approaches. Our model in its application to palliative care 
espouses the new emphasis on providing support to live 
well through the life course after initial diagnosis with a 
serious illness. In addition, we shift the paradigm of the 
palliative care model that involves suppressing symptoms 
of illness with drugs to addressing the functional cause 
of the symptoms and the imbalance and declining 
homeostatic reserve that perpetuate them. By using non-
pharmacological therapy early in the course of illness, 
we attempt to alter the disease course by targeting the 
dysregulation that produces symptoms.(32-36)

Since its founding in 1993, the UCLA Center for 
East-West Medicine has been using an East-West 
medicine person-centered model that can be applied 
to palliative care patients. Using a person-centered, 
healing-oriented, integrative approach, we treat 
patients with serious refractory problems, including 
cancer patients at various stages of their journey. 
Beginning with managing the stress associated with a 
new cancer diagnosis, we continue to support patients 
through oncological therapies in order to limit long- 
and short-term side effects and to maintain remission 
or slow disease progression.(36) In our East-West 
integrative palliative care model, we focus not only 
on the last 6 months of life in seriously ill or terminal 
patients, but also on the entire lifespan of those coping 
with long-term consequences of diabetes, autoimmune 
diseases, chronic heart, lung, liver, kidney diseases, 
and now the sequelae of corona virus disease 2019 
(COVID-19) infection. Congruent with the WHO goals 
for palliative care, by emphasizing palliation at all 
stages of the disease process, our model seeks to 
enhance quality of life. 

Evaluation of each patient begins with a 
comprehensive history and physical examination. 
We probe into all aspects of the medical history 
including chronological medical illnesses, injuries, 
surgeries, family history, social habits, psychological/
emotional factors/stressors, sleep, diet, medications, 
and supplements. All of this data is synthesized to 
create a complex biopsychosocial portrait of the 
patient and to address each illness and stressor in the 
context of the whole person. Furthermore, we classify 
the characteristics into a Chinese medicine pattern 
diagnosis (for example, yin deficiency, blood stasis) 
that helps to identify deficiencies, excesses, and 
imbalances and creates a framework for treatment.

In our approach, beyond symptom amelioration, 
the primary goal of treatment is to re-regulate imbalances 
and replete deficiencies that lead to symptom 
appearance by turning on intrinsic healing mechanisms. 
Using acupuncture, diet, exercise, and stress 
management, our goal is to preserve digestive function, 
restorative sleep and mobility by shifting the symptom-
no symptom equation so as to prevent symptoms from 
arising. Acupuncture, as part of a comprehensive system 
of care, can be used in this re-regulating function.

Currently, there is growing evidence for use of 
acupuncture for symptom management in palliative 
care for 17 indications, though weak.(37) Despite the 
absence of strong evidence, experts increasingly 
recommend the use of acupuncture for treatment 
of symptoms because of its safety profile. In cancer 
care, patients often present with symptom clusters 
of multiple co-occurring complaints (pain, fatigue, 
sleep disturbance) and acupuncture can be targeted 
to addressing the entire symptom cluster. At present, 
acupuncture is recommended in oncology care for 
pain, cancer-related fatigue, chemotherapy-related 
nausea and vomiting, possibly xerostomia, as well 
as palliative care and cancer survivorship.(38,39) 
Current rigorous evidence for use of other integrative 
modalities in hospice and palliative care is lacking. 
More well-designed studies are needed to assess the 
effects of these therapies on the course of disease.

Conclusion 
The discipline of palliative care is guided 

by the WHO fundamental principle of providing 
comprehensive, compassionate, person-centered 
care. It uses a biopsychosocial approach to provide 
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longitudinal rather than episodic care, addressing 
physical, emotional, and spiritual suffering in seriously 
ill and dying patients. In current practice, this care-
model is underused in patients early in illness focusing 
on symptom suppression and amelioration of terminally 
ill and end-of-life patients through pharmacological 
therapy. Currently, there is little evidence regarding 
the effectiveness and safety of the drugs routinely 
used in palliative care in the dying patient, creating an 
opportunity to explore integrative palliative care, an 
emerging discipline that combines the philosophies 
of palliative care and integrative medicine to support 
patients in living well throughout their illness journey.

We have proposed an East-West integrative 
palliative care model based on our current East-
West person-centered model and the palliative care 
and integrative palliative care models using non-
pharmacological therapy that shifts the paradigm from 
suppressing the symptoms of illness to addressing 
their underlying cause and the imbalance and declining 
homeostatic reserve that perpetuate them. Through 
acupuncture, diet, exercise, and stress management, 
we attempt to re-regulate imbalances and replete 
defi ciencies that lead to symptom appearance by turning 
on intrinsic healing mechanisms. Extrapolating from 
palliative care studies, in the East-West integrative care 
model, we seek to (1) improve outcomes, (2) reduce 
symptom burden, (3) provide care in accordance with 
patient and family preferences, (4) improve patient 
and family satisfaction, and (5) reduce costs.(40) This 
whole-person integrative model expands the reach of 
palliative care by not only relieving symptoms, but also 
preventing symptoms and improving function, allowing 
the patient to maintain as many activities as possible and 
prolonging a better quality of life. Through this approach 
we reframe the dialogue such that patients are "living 
better" rather than "dying better" when faced with serious 
illness or death.
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