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ABSTRACT 

Introduction: Many patients and their families are hesitant to consult a palliative care (PC) team. In 
2014, approximately 6,000,000 people in the United States could benefit from PC, and this number is 
expected to increase over the next 25 years.  

Objectives: The purpose of this review is to shed light on the significance of PC and provide a holistic view 
outlining both the benefits and existing barriers. 

Methods: A literature search was conducted using MEDLINE (PubMed), Cochrane Central Register of 
Controlled Trials, and Web of Science to identify articles published in journals from 1948 to 2019. A 
narrative approach was used to search the grey literature.  

Discussion: Traditionally, the philosophy behind PC was based on alleviating suffering associated with 
terminal illnesses; PC was recommended only after other treatment options had been exhausted. However, 
the tenets of PC are applicable to anyone with a life-threatening illness as it is beneficial in conjunction with 
traditional treatments. It is now recognized that PC services are valuable when initiated alongside disease-
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modifying therapy early in the disease course. Studies have shown that PC decreased total symptom burden, 
reduced hospitalizations, and enabled patients to remain safely at home.  

Conclusion: As the population ages and chronic illnesses become more widespread, there continues to be 
a growing need for PC programs. The importance of PC should not be overlooked despite existing barriers 
such as the lack of professional training and the cost of implementation. Education and open discussion 
play essential roles in the successful early integration of PC. 

KEY WORDS: Barriers to palliative care, integration, model of palliative care, multidiscipline care 
coordination, palliative care 

 

 

INTRODUCTION 

Palliative care (PC) is a specialized area of health 
care that aims to improve patient quality of life 
through expert symptom monitoring, psychosocial 
care, patient–physician communication, facilitation 
of treatment planning, and comprehensive discus-
sions with family members with respect to end-of-
life care planning. A key to delivering PC is incorpo-
rating a multidisciplinary team and comprehensive 
approach which addresses not only the physical as-
pect, but also the emotional, spiritual, and practical 
domains. Over the last few decades, there has been 
rising awareness regarding the benefits of integrat-
ing PC with curative interventions. Unresolved ques-
tions as well as barriers remain, regarding how to 
successfully promote the integration of PC.  

Palliative care is a relatively new medical subspe-
cialty which has evolved substantially during the last 
six decades. It originated as hospice care in the late 
1940s, specifically aimed at improving the quality of 
life of patients with terminal illnesses. Growing dis-
satisfaction and concern with the care of terminally 
ill patients, due to a preoccupation with curative 
interventions, led to an increased focus on quality of 
life. In 1990, the World Health Organization (WHO) 
recognized PC as a distinct specialty, defined as:  

[an] approach that improves the quality of 
life of patients and their families facing the 
problems 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.1  

Integration of PC was first introduced in Canada 
in 1999 under the Palliative Care Integration Project 
(PCIP). In 2005, the End of Life Care Strategy 
(EoLCS) further expanded the implementation of 

PC, including integration, coordination, and quality 
of care.2  

In 2011, over 29 million people died from termi-
nal illnesses globally, and it is estimated that 20.4 
million people require PC at the end of their lives 
each year.1 A study by Murtagh showed that 69%–
82% of patients who died in high-income countries 
could have benefited from a PC program.3 The major-
ity of adults in need of PC died from cardiovascular 
diseases (39%), cancer (34%), and chronic respira-
tory diseases (10%).1 In terms of the global distribu-
tion of the need for PC, 78% of adults requiring PC 
at the end of life are located in low- and middle-
income countries; however, the largest rate per 
100,000 adult population in need of PC comes from 
higher-income countries.1 Currently, only 14% of 
those who need PC are receiving it worldwide.4 
Thus, only a fraction of people who require PC are 
receiving it, and with the increasing number of com-
plex comorbidities and the growing aging popula-
tion, there continues to be a large unmet need for PC 
programs.  

Despite the value of PC, significant barriers re-
main to integrating PC services into existing health-
care systems. The WHO emphasizes a public health 
model with a focus on policy, education, medication 
availability, and implementation for PC develop-
ment1; however, a number of barriers exist to 
achieving these components. For instance, many 
countries lack government support and policies that 
support the provision of PC. Without policies and 
funding mechanisms in place for PC development, 
the growth of PC is limited to whatever can be 
achieved by community and clinical leaders. Ad-
ditionally, the majority of healthcare professionals 
receive little or no training on the principles and 
practice of PC. The availability of PC medications 
varies greatly worldwide, with 80% of the worldwide 
population lacking adequate access to opioids.1 



 

Palliative Care: Too Good to Be True? 
 

 

Rambam Maimonides Medical Journal 3 March 22, 2020  Epub ahead of print 
 

Lastly, psychological factors and access to financial 
resources can limit access to PC in many countries.1  

There have been great strides in illuminating the 
need for PC among patients with terminal illnesses. 
For instance, patients with end-stage renal disease 
(ESRD) experience high rates of chronic pain, de-
pression, cognitive impairment, and a reduced life 
expectancy. Although PC is associated with im-
proved symptom management and reduced health-
care costs, it is underutilized by this patient popula-
tion due to high healthcare costs and lack of pro-
vider training.5 This leads to late referral to PC ser-
vices, and ultimately late integration of PC. The 
large unmet need to alleviate the suffering of pa-
tients with ESRD highlights an area for expansion of 
PC programs.5 Studies show recent expansion of PC, 
with over 1,000 new hospital-based PC programs 
created in the United States over the past 10 years.5 
Globally, PC has been applied for symptomatic relief 
in patients with respiratory failure due to drug-
resistant tuberculosis, emphasizing the value of PC 
used in conjunction with active disease treatment.1 
Palliative care is considered to be an integral part of 
a comprehensive care program, and its importance 
is also seen in developing countries. For example, in 
Qatar, PC was established in 2008 as a focus of 
education, research, and treatment.7 The progres-
sive shift towards integrating PC alongside curative 
interventions in Western countries for patients with 
advanced and serious illnesses further emphasizes 
the need for improved access to PC programs.1  

Despite the clear benefits of PC, many patients 
and their families remain hesitant to initiate a con-
sultation with a PC team.8 Lack of public awareness 
regarding what PC is and what it can and cannot do, 
along with the associated stigma which equates PC 
with death, may result in a reluctance to access PC 
in a timely manner. The primary goal of this review 
was to examine the current PC literature and pro-
vide a holistic perspective that outlines both the 
benefits of PC and ongoing barriers to its imple-
mentation. 

METHODS  

Search Strategy 
This structured narrative review was planned and 
conducted according to the guidelines in the Pre-
ferred Reporting Items for Systematic Reviews and 
Meta-Analysis (PRISMA), in conjunction with a 
more narrative approach (especially with respect to 
grey literature). English-language literature was 

evaluated by searching PubMed, the Cochrane Cen-
tral Register of Controlled Trials, and Web of Sci-
ence (1948 to 2019) for the terms: “palliative care,” 
“multidiscipline approach,” “care coordination,” 
“existing integrated model of palliative care,” “early 
referral of the palliative care,” and “existing barriers 
of palliative care.” Grey literature was searched 
using the metaRegister of controlled trials (active 
and archived registers; May 2018). Identified studies 
were tracked using Scopus. The identified studies 
and review articles were verified to discover further 
relevant studies and avoid any unintentional 
exclusions. 

Inclusion and Exclusion Criteria 
Screening criteria were established for the published 
content and study type of the located literature 
(Table 1).  

Once publications were screened, the inclusion 
and exclusion criteria detailed in Table 2 were 
applied. 

RESULTS 

An initial database search yielded 189 studies. Two 
reviewers (HS, EL) used Covidence (Veritas Health 
Innovation, Melbourne, Australia) to independently 
assess whether the primary studies met the inclu-
sion criteria. Duplicate entries were identified and 
removed, and the selection of articles was finalized 
by consensus. An additional 111 papers were ex-
cluded as they did not meet the inclusion review cri-
teria, leaving 78 publications for further assessment. 
The investigators further reviewed the reference lists 
from these articles and grey literature. A total of 23 
articles were identified as duplicates and also 
excluded from the review. A total of 55 articles were 
selected on the basis of the eligibility criteria; 3 
additional articles deemed pertinent to the focus of 
this review were added, giving a final total of 58 
articles reviewed.  

DISCUSSION 

The goals of PC (Box 1) revolve around the preven-
tion and alleviation of pain and discomfort associ-
ated with life-threatening illnesses; care plans are 
developed in close collaboration with patients and 
their families. This ensures that care aligns with the 
patient’s values and preferences. Consistent and 
sustained communication between the patient and 
caregivers is vital in providing support to the patient 
and their family. Clearly communicating diagnosis,  
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prognosis, and what to expect in the future improves 
satisfaction with care.9 Studies have shown that PC 
relieves the burden on family members and im-
proves patient quality of life.10,11 

Benefits of Palliative Care 
The many benefits of utilizing PC approaches are 
clear and have been highlighted by various random-
ized control trials (RCTs). Brännström and Boman12 

used a sample of 62 congestive heart failure (CHF) 
patients with New York Heart Association (NYHA) 
class III/IV symptoms to compare disease-modifying 
treatment to palliative home care, also known as the 
“PREFER” model. Patients who were randomly cho-
sen to receive PC experienced an improved health-
related quality of life, greater symptom relief, and 
fewer re-hospitalizations.12 The incorporation of a 
PREFER model ultimately led to decreased morbid-

Table 1. Screening Guidelines Used to Locate Appropriate Literature for this Review. 

Guideline Include Exclude 

Does this study describe 
the important aspects of 
palliative care? 

Palliative care is defined as 
follows: 
Patient- and family-centered care 
that optimizes quality of life by 
anticipating, preventing, and 
treating suffering 

• Experimental studies that do not 
evaluate palliative care 
interventions 

• Experimental studies evaluating 
palliative care not focused on 
patient–family dyad 

Palliative care may be reported 
as: 
• End-of-life care 
• Restorative care 

• Bereavement care 

 

What type of study is it? • Randomized controlled trials 

• Cross-sectional studies 

• Cohort studies 

• Observational studies 

• Controlled before–after studies 

• Interrupted time series studies 

• Repeated measure studies 

• Non-randomized trials 

• Longitudinal studies 

• Commentaries  

• Case reports 

• Case series  

• Editorials 

 

Table 2. Literature Inclusion and Exclusion Criteria. 

Inclusion Criteria Exclusion Criteria 

• Human studies published in English 

• Peer-reviewed observational and 
experimental studies (i.e. no commentaries) 

• Studies that report the existing model of PC 

• Studies involving palliative care at any level, 
including practicing specialists, general 
practitioners, patients, and/or family 
members 

• Studies focusing mainly on existing PC 
barriers 

• Qualitative and quantitative research studies 

• Experimental studies not evaluating 
palliative care interventions 

• Experimental studies evaluating palliative 
care but not focused on patient–family dyad 

• Non-English-language studies 

• Animal studies 
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ity and total symptom improvement. Additionally, a 
study by Sidebottom et al. compared PC to curative 
inpatient care and showed that those who received a 
PC referral had a short-term improvement in total 
symptom burden, quality of life, and depressive 
symptoms at 1 and 3 months follow-up.13 Wong et al. 
published a phase-three RCT of 84 patients with 
NYHA class III/IV symptoms admitted to hospital 
with decompensated CHF, which showed a 55% re-
duction in readmission rate at 12 weeks in patients 
in the multidisciplinary PC program.14 More recent-
ly, a single-center RCT conducted by Rogers et al., 
which looked at the combination of PC interventions 
during hospitalization, reported significant improve-
ments in quality of life at 6 months after discharge 
in an outpatient environment.15 Palliative care can 
also reduce healthcare costs. This is based on the 
concept that if the patient is being well cared for, 
there is an expectation of fewer complications and 
fewer unnecessary hospital visits.16 For example, a 
mobile integrated healthcare (MIH) program that 
was held over the course of 6 months in Florida pro-
duced a net saving of over US$2.4 million.17 The 
MIH is a delivery model that provides care on an as-
needed basis and aims to prevent any gaps in the 
healthcare services. Closing these gaps will decrease 
healthcare costs by reducing the number of emer-
gency hospital visits, thereby leading to an improved 
patient experience. Member satisfaction was also 
scored as very high, with 86% of respondents saying 
that they would recommend the program to friends 
and family.17 Overall, a multidisciplinary PC pro-
gram is associated with improvements in patient 
quality of life, symptom burden, advance care plan-
ning, patient and caregiver satisfaction, and reduced 
healthcare utilization.18  

Traditionally, the philosophy of PC was based on 
alleviating suffering associated with terminal ill-
nesses, and it was utilized as comfort care once cura-

tive treatment options were exhausted.19 A 2016 sur-
vey, conducted as part of the HoldFAST study, 
found that healthcare providers would only refer 
heart failure patients to PC when they had nothing 
further to offer.20 This highlights the need for im-
proved awareness regarding the role and goals of PC 
within both the medical community and the general 
public. The tenets of PC may be applicable to anyone 
with a life-threatening illness and can provide 
benefit when offered in conjunction with curative 
treatment options at all stages of disease. Studies 
show that the provision of a PC program should be 
considered based on need and not diagnosis since 
there is no apparent difference between patients 
with non-malignant life-limiting chronic illness and 
patients with cancer.21  

Previously, a strict dichotomy existed, where 
patients initially received curative care until it failed, 
and then switched to PC.22 This model emphasized 
an abrupt shift to PC when no further attempts at 
disease-modifying treatment are feasible. Recently, 
there has been a switch towards an overlapping 
model of PC where patients receive a gradually in-
creasing degree of PC while less curative/restorative 
care was received.22 The newly accepted model of PC 
places greater emphasis on the introduction of PC 
earlier during the disease trajectory. This integrated 
model of PC focuses on providing PC concurrently 
with curative treatment, beginning at the time of 
patient admission. Both disease-modifying/curative 
and palliative modalities are used simultaneously.22 
Applying PC at all stages of an illness requires con-
tinual reassessment of physical exam findings, 
symptom assessment scales, laboratory findings, 
psychological evaluation, and patient level of com-
fort to achieve optimal symptom management.22 It 
is important to note that this model of integrative 
care continues after death in order to address the 
bereavement needs of the patient’s family, in con-
trast to curative therapy, which ends prior to death.  

It has been widely acknowledged that patients 
with non-malignant chronic illness, such as those 
with chronic obstructive pulmonary disease (COPD), 
benefit from access to PC.21 Additionally, a 2010 
study conducted at Massachusetts General Hospital 
in Boston revealed that patients with lung cancer 
who received PC integrated with standard cancer 
care experienced less depressive symptoms (16% 
versus 38%, P=0.01) and rated a better quality of life 
(mean score on the FACT-L scale, range 0–136; 
higher scores indicate a better quality of life: 98.0 
versus 91.5; P=0.03).23 Most respondents indicated 

Box 1. Goals of Palliative Care. 
 Control pain and other symptoms 
 Relieve burden on family members 
 Improve understanding of the illness and 

what to expect in the future 
 Address physical, social, psychosocial, 

and spiritual domains of care 
 Evaluate treatment alternatives in the 

context of patients’ goals and values 
 Improve patients’ quality of life 
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that they would prefer to die at home in the pres-
ence of loved ones23; however, only one-third of pa-
tients in the United States are afforded this.8 Despite 
the clear benefits of these programs, public and 
healthcare providers were evidently poorly educated 
regarding them, which led to this unfortunate out-
come. 

Barriers to Palliative Care 
While the benefits of PC are numerous, there are 
many barriers to accessing these programs. A grow-
ing body of evidence has suggested that older people 
are more likely to be referred late to PC programs 
since referral is needs-based.24 The idea that elderly 
people have fewer requirements for PC is thought to 
be a consequence of death being more expected and 
potentially easier to come to terms with in this 
population.24 This belief leads to reduced utilization 
of specialized PC services.24 As the population ages, 
there will continue to be a growing need for PC pro-
grams. This increases the demand for improved 
home and community programs, as many people in 
need of PC live and prefer to stay at home, or reside 
in long-term care settings.1,23  

The variability in disease trajectory and uncer-
tainty of prognosis makes it difficult to identify 
patients that may benefit from PC. For example, in 
COPD patients, mortality is variable which makes it 
challenging for clinicians to recognize the transition 
to end of life.25 The existing model of prognostica-
tion is seen in Table 3 and comprises early and late 

stages of advanced cancer.26 The difficulties of using 
this existing model derive from the limited research 
into its application for non-malignant disease, and 
its reliance on physician estimation, which is subject 
to non-reproducibility.27 Given the complexity of 
this type of prognostic tool, an alternative screening 
tool , the “Surprise Question (SQ),” is routinely used 
to identify people who might benefit from PC ser-
vices nearing the end of life.28 Studies have identi-
fied three triggers that may be utilized to initiate PC: 
the SQ, general indicators of decline, and specific 
clinical indicators related to certain conditions. The 
SQ helps physicians harness the clinical impression 
to plan the most appropriate care for each patient. 
This is done by asking questions such as: “Would 
you be surprised if the patient were to die in the next 
few months?” The utility of the SQ has been 
validated as a predictor for patients who are ap-
proaching the end of life, and it may simultaneously 
serve as a prognostic tool to improve the delivery of 
PC in the emergency setting.29 The SQ has also been 
confirmed to be an effective approach to screening 
patients who might need PC. However, further 
research and development are required to increase 
its effectiveness in conjunction with other parame-
ters.30 If the answer to SQ is negative or uncertain, 
healthcare providers would then investigate and 
assess the general indicators of decline, delineated 
in Box 2.31,32 Decreasing response to treatment, 
repeated unplanned hospital admission, general 
physical decline, and declining functional perform-
ance status all suggest that PC may be a useful op-

Table 3. The Existing Model of Prognosis Between Early and Advanced Stages of Cancer. 

Variable  Early Stage Advanced Stage (Late Stage) 

Prognosis Years, decades  Months, weeks, days 

Prognostic 
Factors 

Clinical: stage, laboratory studies 
Pathological: histology, grade 
Molecular: gene, microarray 
Others: treatments, resources 

Clinical: symptoms, laboratory studies  
Pathological: NA 
Molecular: NA 
Others: treatments, resources 

Tools Scores: International Prognostic Index 
Programs: Adjuvant online 

Scores: Palliative Prognostic Score, 
Palliative Prognostic Index 
Programs: Palliative Performance scale 

Implications Overall outlook on life span 
Worse prognosis indicating more intensive 
cancer treatment 
New cancer treatment indicating changes 
in prognostic factors  

End-of-life planning 
Worse prognosis; limit cancer treatment 
Limited cancer treatment; same prognostic 
factors 
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tion for future management. The Palliative Perform-
ance Scale (PPS) serves to measure the progress of a 
patient’s general decline and is a guide to initiate 
and facilitate conversation about PC and end-of-life 
transition.33  

Lack of basic training in PC for healthcare pro-
viders, as well as inadequate public knowledge, are 
the most frequently identified barriers to incorpor-
ating PC into treatment options.23,33 This issue is 
caused by a lack of education combined with dif-
fering views about the sanctity of life. As a result, 
emphasis on and opinions regarding use of aggres-
sive therapies vary, all of which may negatively im-
pact end-of-life quality. 35 Additionally, the tendency 
to associate PC with end-of-life and hospice care 
remains a barrier to the timely integration of PC and 
results from a lack of relevant knowledge. Conflict-
ing treatment plans in PC occur when the treatment 
for the chronic illness stands in the way of the PC 

treatment or vice versa. Based on a 2013 public 
opinion survey, 90% of respondents agreed PC 
should be integrated into care for all people with 
chronic, life-limiting conditions, and 87% of them 
indicated that it should be available early in the 
course of a disease.10 Lastly, ineffective communica-
tion between healthcare providers during times of 
transition has also been categorized as a significant 
barrier to PC.36 Clinical work has been shown to 
suffer due to lack of coordination between staff in 
treatment of patients, with many citing lack of face-
to-face contact and outdated electronic medical 
records technology as factors.37 The identified 
barriers to PC are summarized in Table 4.  

Multidisciplinary Approach of Palliative 
Care 
Multidisciplinary care is defined as a team approach 
to health care where healthcare professionals con-
sider all relevant treatment options in a complicated 
illness with the goal to improve communication 
between patients, caregiver, and healthcare provid-
ers and help with coordination of care.38 The multi-
disciplinary approach utilized in PC is notable in the 
literature for a number of reasons. The role of PC at 
the end of life is to relieve the suffering of both 
patients and caregivers via well-established assess-
ments and treatments. Palliative care does not 
merely help patients, it also provides support to the 
patient’s family during bereavement.39 Moreover, 
research by Silbermann illustrates the importance of 
the multidisciplinary team in offering impactful 
healthcare service to patients and their families.40  

Nurses and social workers are in an ideal posi-
tion to communicate patients’ social and emotional 
needs to other care providers if a relationship is 
developed early in the disease trajectory. Social 
workers play a crucial role in family care and crisis 
management in the different stages of grief, making 

Box 2. General Indicators of Decline and 
Increasing Needs Among Patients.* 
 Progressive disease and worsening 

symptoms  
 Not responding to treatment or no 

further disease-modifying treatment 
available 

 Declining functional performance status 
(inability to perform activities of daily 
living, Palliative Performance Scale <60) 

 Many comorbid conditions 
 Unintentional weight loss 
 Frequent hospitalizations 
 Sentinel event (falls, bereavement, etc.) 

* Modified from Mississauga Halton Regional 
Hospice Palliative Care: Early Identification & 
Prognostic Indicator Guide30 and Thomas et al.31 

 

Table 4. Identified Barriers to Palliative Care. 

Barrier References 

Late referral associated with elderly patients 24 

Lack of precision in the prognostication process  25–30,33 

Lack of training and deficiency of PC knowledge 24,34,35 

Poor communication between healthcare providers 36 

Lack of public awareness of the role of PC 8,20 

Stigma surrounding PC and its association with end of life 8 
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them an essential component of a PC team. Social 
workers’ extensive knowledge of social support 
networks and financial assistance programs further 
enhances their importance in PC programs.41 Other 
allied healthcare providers including speech–
language pathologists, physical therapists, occupa-
tional therapists, and registered dietitians all play an 
important role in maximizing patient quality of life 
and achieving the best possible comfort level at the 
end stages of terminal illness. The speech–language 
pathologists and registered dietitians are often in 
charge of developing strategies to maintain comfort 
feeding when there is a high risk of an aspiration 
event. They also support the patient in their ability 
to participate in decision-making with respect to the 
desired care.42 Furthermore, physical therapists and 
occupational therapists often play an important role 
in supporting patients by maintaining and fostering 
a sense of cohesion and independence by enhancing 
their mobility and occupational pursuits. In the PC 
environment, physical therapists and occupational 
therapists focus on “reverse rehabilitation” instead 
of making progress towards life, thus quality of life 
and comfort are insured until death. This is done by 
trying to incorporate daily activities into their treat-
ment with the goal to potentially improve the quality 
of the remaining life.43 Lastly, the involvement of 
registered dietitians often exerts a positive influence 
in nutritional assessment. This subsequently leads 
to a better sense of comfort for the patient and 
higher family satisfaction level.44 Overall, multidisci-
plinary care aims to follow evidence-based guide-
lines and provides opportunities for both education-
al and quality assurance, which are aligned with the 
central aim of the PC program.45 

Early Referral to Palliative Care 
The greatest benefits from PC programs are 
achieved when there is early integration and coordi-
nation of care. Compelling evidence has shown that 
early implementation of PC improves symptoms, 
quality of life, and disease outcomes for cancer 
patients when coupled with standard treatments.19 A 
study by Rowland highlighted the need for early 
referral and demonstrated no significant improve-
ment in quality of life between “late” PC referral 
group and control group.46 Another study regarding 
early integration of PC for patients with advanced 
cancers demonstrated improvement in quality of life 
with no significant burden or cost to the patients.47 
Furthermore, integration of PC has been proposed 
to foster improved service coordination, efficiency, 
and end-of-life quality for patients and family mem-

bers.48 From patients’ perspectives, integrated PC 
underpins the importance of minimizing steps in the 
healthcare delivery and programs. Combined with 
the multidisciplinary approach, early integration of 
PC led to a better quality of life as evidenced in the 
study by Ellis among lung cancer patients.45 

Care Coordination of Palliative Care 
Coordinating care around the individual is essential 
in maximizing the quality of end-of-life care. It 
ensures people receive the right care at the right 
time and in the right place. It helps patients to have 
a greater autonomy and control over their care with 
fewer unwanted hospital admissions. The Institute 
of Medicine in Duarte California identified care 
coordination as the pivotal step in improving the 
safety and effectiveness of the chosen care program. 
A study conducted by Dr Zachariah, for example, 
has shown that care coordination models, with early 
integration of PC, indeed lead to improvement 
among bladder cancer patients.49 Specifically, PC 
should be coordinated differently in the different 
environments such as in the community or a 
hospital setting. In the community setting, including 
patient homes and nursing homes, PC focuses on 
provision through established delivery systems such 
as home care. In this setting, nurses and social work-
ers play a crucial role in coordinating and overseeing 
care in the community to maximize quality of life 
with consideration of the patient’s goals and prefer-
ences.50 A study conducted by Vimalananda et al. 
found that the most helpful contacts for patients 
were usually non-physician staff such as nurses.51 
This is due to them being easier to contact and them 
being typically the first ones to notice any problems 
in treatment; however, their roles need to be cen-
tralized to ensure adequate patient care.37 Inpatient 
PC units are designed to support patients when they 
can no longer be cared for at home or within their 
community. Palliative care in the hospital setting is 
provided by a team ranging from primary care pro-
viders to PC consultants and other relevant special-
ists for the illness. These PC providers include 
physicians, nurses, pharmacists, and chaplains.16  

Specialist PC doctors are in charge of managing 
the patient’s medical care and coordinating the care 
with other health professionals. The role of family 
physicians is to assist in coordination of care with 
specialists and act as generalist to support the con-
sultation and transfer of care in ensuring the deliv-
ery of the standard clinical practice.30 Palliative care 
consultants mostly focus on dealing with complex 
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cases and providing support and care for patients in 
acute care or long-term settings. Hospital-based PC 
consultation services have demonstrated improved 
physical and psychological symptom management, 
caregiver well-being, and markedly superior overall 
patient and family satisfaction.52  

Traditionally, an interdisciplinary consultation 
team was made up of a doctor, a nurse, and a social 
worker. The new service-delivery or co-management 
model incorporates an interdisciplinary approach 
with more than one clinician. For example, with 
cancer patients, the PC clinician and oncologist will 
work together to treat the patients by dividing the 
tasks.53 The specific method and setting for end-of-
life care depends on many factors. The type of dis-
ease plays a role in the type of treatment. Cancer has 
more of a predictable trajectory than non-malignant 
diseases like CHF; PC for CHF patients involves car-
diologists along with the other PC providers.16 How-
ever, cardiologists often do not discuss PC until very 
late in the disease trajectory, creating a dilemma 
with respect to who is responsible for care coordina-
tion.54 Hence, it is important to identify better strat-
egies to coordinate care between specialists, general 
practitioners, and PC providers in order to overcome 
the existing communication and implementation 
barriers related to PC.17 Professionals experienced 
difficulty communicating with each other in order to 
coordinate the delivery of care, with a reluctance to 
share information.35 Some general practitioners 
were reluctant to suggest that patients had PC 
needs.35 This stemmed from uncertainty among the 
staff regarding who the correct party was to com-
municate with, and what kind of information needed 
to be shared.35 Within the community setting, most 
end-of-life PC was provided by primary healthcare 
teams (PHCTs); this has proved satisfactory to 
patients with cancer-related treatment needs.55  

Specialists, general practitioners, and nurses play 
a crucial role in the early identification of patients 
eligible for PC. This initiative has been shown to 
improve the quality of life care and maximize hospi-
tal resource utilization.56 It is also promising that 
the use of the electronic health record check can 
securely transmit patient data among healthcare 
providers, which ultimately enhances the coordina-
tion of PC among those with multiple chronic condi-
tions. With respect to hospital settings, PC programs 
have grown by more than 150% over the past 
decade.57 Emergent or unplanned care is often pro-
vided by emergency medical services or profession-
als who are not connected to the patient’s ongoing 

healthcare management. This results in unnecessary 
costs, tests, increased medical errors, and a lack of 
communication and coordination between care 
teams and settings.16  

Lastly, psychiatrists often have a person-centered 
approach, which is complemented by effective com-
munication and supportive care for patients at dif-
ferent stages of their lives.53,58 Initiating PC is often 
thought of as a death sentence to patients and their 
families. Thus, discussing PC throughout primary 
treatment and involving psychiatrists may provide 
additional support and improve patients’ quality of 
life.16  

CONCLUSION 

Although PC has traditionally been seen as a last 
resort, it is now being embraced as a necessary 
treatment in the early stages of both malignant and 
non-malignant chronic life-limiting illnesses. Edu-
cation and open discussion play essential roles in 
the early integration of PC into treatment options. 
The growing need for improved access and equity in 
PC programs results from both an aging population 
and the widespread nature of chronic illnesses. 
Since the purpose of PC is to diminish suffering as-
sociated with life-threatening illnesses, it is impera-
tive to advocate the associated benefits to the public 
and to healthcare providers. 

FUTURE DIRECTIONS 

In addition to summarizing the previous research on 
PC for improving end-of-life care, the findings from 
this narrative review highlight several potential ave-
nues for future research. Healthcare professionals 
must enhance their PC knowledge to better meet 
patients’ needs. The core competencies of PC, in-
cluding communication and symptom management, 
have not received wide attention in most medical 
school training programs. Improved faculty capa-
bility in modeling and teaching state-of-the-art PC 
in academic health centers has been proposed to 
meet the teaching needs.59 Moreover, the PC needs 
of older adults with multiple coexisting conditions 
have yet to be well described. Better understanding 
of the needs of this patient population and their 
caregivers is required to develop a well-established 
PC model and allocate the specialist-level PC work-
force efficiently. Lastly, a better transition to PC will 
ensure its coordination and continuity. The newly 
emerging concept of the MIH aims to facilitate the 
coordination of PC by closing unaddressed gaps (i.e. 
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access to transportation, declining functional status, 
community support). Another type of gap the MIH 
model aims to close is poor care coordination caus-
ing failure to transmit patient information, harmful 
drug interactions, and conflicting treatment plans 
that may be presented by primary care providers or 
specialists.60 

REFERENCES 

1. Connor SR, Sepluveda Bermedo MC, eds. Global 
Atlas of Palliative Care at the End of Life. London, 
UK: The Worldwide Palliative Care Alliance; 2014. 
Available at: https://www.who.int/nmh/Global_ 
Atlas_of_Palliative_Care.pdf (accessed January 19, 
2020). 

2. Williams A, Mary K, Dykeman S, DeMiglio L. A 
Timeline of Hospice Palliative Care Policy and 
Practice in Ontario, Canada. February 2010. 
Available at: http://www.virtualhospice.ca/Assets/ 
HPC%20Evolution%20in%20Ontario_Report_April
_2010_20120709110648.pdf (accessed January 19, 
2020). 

3. Murtagh FEM, Bausewein C, Verne J, Groeneveld EI, 
Kaloki YE, Higginson IJ. How many people need 
palliative care? A study developing and comparing 
methods for population-based estimates. Palliat Med 
2014;28:49–58. CrossRef 

4. World Health Organization. Palliative Care Fact 
Sheet. 19 February 2018. Available at: https://www. 
who.int/news-room/fact-sheets/detail/palliative-care 
(accessed February 28, 2020). 

5. Kurella Tamura M, Cohen LM. Should there be an 
expanded role for palliative care in end-stage renal 
disease? Curr Opin Nephrol Hypertens 2010;19:556–
60. CrossRef 

6. Spaulding A, Harrison DA, Harrison JP. Palliative 
care: a partnership across the continuum of 
care. Health Care Manag (Frederick) 2016;35:189–
98. CrossRef 

7. Rome RB, Luminais HH, Bourgeois DA, Blais CM. 
The role of palliative care at the end of life. Ochsner J 
2011;11:348–52. 

8. Harman SM, Bailey FA. Palliative care: the last hours 
and days of life. UpToDate website, updated June 
2019. Available at: https://www.uptodate.com/ 
contents/palliative-care-the-last-hours-and-days-of-
life (accessed January 19, 2020). 

9. Teno JM, Lynn J, Phillips RS, et al. Do formal 
advance directives affect resuscitation decisions and 
the use of resources for seriously ill patients? J Clin 
Ethics 1994;5:23–30. 

10. Canadian Hospice Palliative Care Association. What 
Canadians Say: The Way Forward Survey Report, 
December 2013. Available at: http://www.hpc 
integration.ca/media/51032/The%20Way%20Forwa
rd%20-%20What%20Canadians%20Say%20-
%20Survey%20Report%20Final%20Dec%202013.pd
f (accessed February 4, 2020).  

11. Krug K, Miksch A, Peters-Klimm F, Engeser P, 
Szecsenyi J. Correlation between patient quality of 
life in palliative care and burden of their family care-
givers: a prospective observational cohort study. BMC 
Palliat Care 2016;15:4. CrossRef 

12. Brännström M, Boman K. Effects of person‐centred 
and integrated chronic heart failure and palliative 
home care. PREFER: a randomized controlled study. 
Eur J Heart Fail 2014;16:1142–51. CrossRef 

13. Sidebottom AC, Jorgenson A, Richards H, Kirven J, 
Sillah A. Inpatient palliative care for patients with 
acute heart failure: outcomes from a randomized 
trial. J Palliat Med 2015;18:134–42. 

14. Wong FK, Ng AY, Lee PH, et al. Effects of a transi-
tional palliative care model on patients with end-
stage heart failure: a randomised controlled trial. 
Heart 2016;102:1100–8. CrossRef 

15. Rogers JG, Patel CB, Mentz RJ, et al. Palliative care 
in heart failure: the PAL-HF randomized, controlled 
clinical trial. J Am Coll Cardiol 2017;70:331–41. 
CrossRef 

16. Curtis JR. Palliative and end-of-life care for patients 
with severe COPD. Eur Respir J 2008;32:796–803. 
CrossRef 

17. Roeper B, Mocko J, O’Connor LM, Zhou J, Castillo D, 
Beck EH. Mobile integrated healthcare intervention 
and impact analysis with a Medicare advantage popu-
lation. Popul Health Manag 2018;21:349–56. CrossRef  

18. Kavalieratos D, Corbelli J, Zhang D, et al. Association 
between palliative care and patient and caregiver out-
comes: a systematic review and meta-analysis. JAMA 
2016;316:2104–14. CrossRef 

19. Meier DE, McCormick E. Benefits, services, and 
models of subspecialty palliative care. UpToDate 
website, updated 2019. Available at: https://www. 
uptodate.com/contents/benefits-services-and-
models-of-subspecialty-palliative-care (accessed Jan-
uary 19, 2020). 

20. Glogowska M, Simmonds R, McLachlan S, et al. 
“Sometimes we can’t fix things”: a qualitative study of 
health care professionals’ perceptions of end of life 
care for patients with heart failure. BMC Palliat Care 
2016;15:3. CrossRef 

21. Traue DC, Ross JR. Palliative care in non-malignant 
disease. J R Soc Med 2005;98:503–6. CrossRef 

https://www.who.int/nmh/Global_%20Atlas_of_Palliative_Care.pdf
https://www.who.int/nmh/Global_%20Atlas_of_Palliative_Care.pdf
http://www.virtualhospice.ca/Assets/HPC%20Evolution%20in%20Ontario_Report_April_2010_20120709110648.pdf
http://www.virtualhospice.ca/Assets/HPC%20Evolution%20in%20Ontario_Report_April_2010_20120709110648.pdf
http://www.virtualhospice.ca/Assets/HPC%20Evolution%20in%20Ontario_Report_April_2010_20120709110648.pdf
https://doi.org/10.1177/0269216313489367
https://www.who.int/news-room/fact-sheets/detail/palliative-care
https://www.who.int/news-room/fact-sheets/detail/palliative-care
https://doi.org/10.1097/MNH.0b013e32833d67bc
https://doi.org/10.1097/HCM.0000000000000115
https://www.uptodate.com/contents/palliative-care-the-last-hours-and-days-of-life
https://www.uptodate.com/contents/palliative-care-the-last-hours-and-days-of-life
https://www.uptodate.com/contents/palliative-care-the-last-hours-and-days-of-life
http://www.hpcintegration.ca/media/51032/The%20Way%20Forward%20-%20What%20Canadians%20Say%20-%20Survey%20Report%20Final%20Dec%202013.pdf
http://www.hpcintegration.ca/media/51032/The%20Way%20Forward%20-%20What%20Canadians%20Say%20-%20Survey%20Report%20Final%20Dec%202013.pdf
http://www.hpcintegration.ca/media/51032/The%20Way%20Forward%20-%20What%20Canadians%20Say%20-%20Survey%20Report%20Final%20Dec%202013.pdf
http://www.hpcintegration.ca/media/51032/The%20Way%20Forward%20-%20What%20Canadians%20Say%20-%20Survey%20Report%20Final%20Dec%202013.pdf
http://www.hpcintegration.ca/media/51032/The%20Way%20Forward%20-%20What%20Canadians%20Say%20-%20Survey%20Report%20Final%20Dec%202013.pdf
https://doi.org/10.1186/s12904-016-0082-y
https://doi.org/10.1002/ejhf.151
https://doi.org/10.1136/heartjnl-2015-308638
https://doi.org/10.1016/j.jacc.2017.05.030
https://doi.org/10.1183/09031936.00126107
https://doi.org/10.1089/pop.2017.0130
https://doi.org/10.1001/jama.2016.16840
https://www.uptodate.com/contents/benefits-services-and-models-of-subspecialty-palliative-care
https://www.uptodate.com/contents/benefits-services-and-models-of-subspecialty-palliative-care
https://www.uptodate.com/contents/benefits-services-and-models-of-subspecialty-palliative-care
https://doi.org/10.1186/s12904-016-0074-y
https://doi.org/10.1177/014107680509801111


 

Palliative Care: Too Good to Be True? 
 

 

Rambam Maimonides Medical Journal 11 March 22, 2020  Epub ahead of print 
 

22. Lanken PN, Terry PB, DeLisser HM, et al. An official 
American Thoracic Society clinical policy statement: 
palliative care for patients with respiratory diseases 
and critical illnesses. Am J Respir Crit Care Med 
2008;177:912–27. CrossRef 

23. Canadian Institute for Health Information (CIHI). 
Health Care Use at the End of Life in Western Canada. 
Ottawa, Canada: CIHI; 2007:22.  

24. Gardiner C, Cobb M, Gott M, Ingleton C. Barriers to 
providing palliative care for older people in acute 
hospitals. Age Ageing 2011;40:233–8. CrossRef  

25. Benzo R, Siemion W, Novotny P, et al. Factors to in-
form clinicians about the end of life in severe chronic 
obstructive pulmonary disease. J Pain Symptom 
Manage 2013;46:491–9. CrossRef  

26. Hui D. Prognostication of survival in patients with 
advanced cancer: predicting the unpredictable? 
Cancer Control 2015;22:489–97. CrossRef  

27. Pontin D, Jordan N. Issues in prognostication for 
hospital specialist palliative care doctors and nurses: 
a qualitative inquiry. Palliative Med 2013;27:165–71. 
CrossRef  

28. White N, Kupeli N, Vickerstaff V, Stone P. How 
accurate is the ‘Surprise Question’ at identifying 
patients at the end of life? A systematic review and 
meta-analysis. BMC Med 2017;15:139. CrossRef  

29. Moss AH, Ganjoo J, Sharma S, et al. Utility of the 
“surprise” question to identify dialysis patients with 
high mortality. Clin J Am Soc Nephrol 2008;5:1379–
84. CrossRef  

30. Gómez-Batiste X, Martínez-Muñoz M, Blay C, et al. 
Utility of the NECPAL CCOMS-ICO© tool and the 
Surprise Question as screening tools for early pal-
liative care and to predict mortality in patients with 
advanced chronic conditions: a cohort study. 
Palliative Med 2017;31:754–63. CrossRef  

31. Mississauga Halton Regional Hospice Palliative Care. 
Early Identification & Prognostic Indicator Guide. 
Available at: http://ocp.cancercare.on.ca/common/ 
pages/UserFile.aspx?fileId=344053 (accessed Janu-
ary 20, 2020). 

32. Thomas K, et al. The GSF Prognostic Indicator Gui-
dance. 4th ed. Shrewsbury, UK: The Gold Standards 
Framework Centre CIC; 2011. Available at: 
https://www.goldstandardsframework.org.uk/cd-
content/uploads/files/General%20Files/Prognostic%
20Indicator%20Guidance%20October%202011.pdf 
(accessed February 4, 2020). 

33. Campos S, Zhang L, Sinclair E, et al. The palliative per-
formance scale: examining its inter-rater reliability in 
an outpatient palliative radiation oncology clinic. 
Support Care Cancer 2009;17:685–90. CrossRef  

34. Temel JS, Greer JA, Muzikansky A, et al. Early pallia-
tive care for patients with metastatic non-small-cell 
lung cancer. N Engl J Med 2010;363:733–42. 
CrossRef  

35. Spence A, Hasson F, Waldron M, et al. Professionals 
delivering palliative care to people with COPD: quali-
tative study. Palliat Med 2009;23:126–31. CrossRef  

36. Mason B, Epiphaniou E, Nanton V, et al. Coordina-
tion of care for individuals with advanced progressive 
conditions: a multi-site ethnographic and serial inter-
view study. Br J Gen Pract 2013;63:e580–8. CrossRef  

37. Senderovich H. Integrated end-of-life care in ad-
vanced congestive heart failure: where are we now? 
2nd Global Congress on Hospice & Palliative Care. J 
Palliat Care Med 2016;6:5(Suppl). CrossRef 

38. Bowen L. The multidisciplinary team in palliative 
care: a case reflection. Indian J Palliat Care 2014;20: 
142–5. CrossRef  

39. Hughes MT, Smith TJ. The growth of palliative care 
in the United States. Annu Rev Public Health 2014; 
35:459–75. CrossRef  

40. Silbermann M, Pitsillides B, Al-Alfi N, et al. Multi-
disciplinary care team for cancer patients and its 
implementation in several Middle Eastern countries. 
Ann Oncol 2013;24:vii41–7. CrossRef 

41. Vissers KC, van den Brand MW, Jacobs J, et al. 
Palliative medicine update: a multidisciplinary ap-
proach. Pain Pract 2013;7:576–88. CrossRef  

42. Pollens R. Role of the speech-language pathologist in 
palliative hospice care. J Palliat Med 2004;7:694–
702. CrossRef  

43. Pizzi MA. Promoting health, wellness and quality of 
life at end-of-life care: hospice interdisciplinary 
perspective on creating a good death. J Allied Health 
2014;43:212–20.  

44. Pinto IF, Pereira JL, Campos CJ, Thompson JL. The 
dietitian’s role in palliative care: a qualitative study 
exploring the scope and emerging competencies for 
dietitians in palliative care. J Palliat Care Med 2016; 
6:253. CrossRef  

45. Ellis PM. The importance of multidisciplinary team 
management of patients with non-small-cell lung 
cancer. Curr Oncol 2012;19:S7–15. 

46. Rowland K, Schumann S-A. Palliative care: earlier is 
better. J Fam Pract 2010;59:695–8. 

47. Bharani T, Li Y, Helmy I, et al. Palliative care in 
Qatar, 2008–2016. J Palliat Care Med 2018;8:325. 
CrossRef  

48. Brazil K. A call for integrated and coordinated pallia-
tive care. J Palliat Med 2017;20:S27–9. CrossRef 

https://doi.org/10.1164/rccm.200605-587ST
https://doi.org/10.1093/ageing/afq172
https://doi.org/10.1016/j.jpainsymman.2012.10.283
https://doi.org/10.1177%2F107327481502200415
https://doi.org/10.1177/0269216311432898
https://doi.org/10.1186/s12916-017-0907-4
https://doi.org/10.2215/CJN.00940208
https://doi.org/10.1177/0269216316676647
http://ocp.cancercare.on.ca/common/pages/UserFile.aspx?fileId=344053
http://ocp.cancercare.on.ca/common/pages/UserFile.aspx?fileId=344053
https://www.goldstandardsframework.org.uk/cd-content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf
https://www.goldstandardsframework.org.uk/cd-content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf
https://www.goldstandardsframework.org.uk/cd-content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf
https://doi.org/10.1007/s00520-008-0524-z
https://doi.org/10.1056/NEJMoa1000678
https://doi.org/10.1177/0269216308098804
https://doi.org/10.3399/bjgp13X670714
https://doi.org/10.4172/2165-7386.C1.004
https://doi.org/10.4103/0973-1075.132637
https://doi.org/10.1146/annurev-publhealth-032013-182406
https://doi.org/10.1093/annonc/mdt265
https://doi.org/10.1111/papr.12025
https://doi.org/10.1089/jpm.2004.7.694
https://doi.org/10.4172/2165-7386.1000253
https://www.omicsonline.org/author-profile/bharani-t-215266/
https://doi.org/10.4172/2165-7386.1000325
https://doi.org/10.1089/jpm.2017.0430


 

Palliative Care: Too Good to Be True? 
 

 

Rambam Maimonides Medical Journal 12 March 22, 2020  Epub ahead of print 
 

49. Zachariah F, Gallo M, Loscalzo M, Crocitto LE. 
Embedding palliative care into care coordination. 
Journal of Clinical Oncology 2014;31:62. CrossRef  

50. Schroeder K. Nursing and the future of palliative 
care. Asia Pac J Oncol Nurs 2018;5:4–8. 

51. Vimalananda VG, Dvorin K, Fincke BG, Tardiff N, 
Bokhour BG. Patient, primary care provider, and 
specialist perspectives on specialty care coordination 
in an integrated health care system. J Ambul Care 
Manage 2018;41:15–24. CrossRef  

52. Casarett D, Pickard A, Bailey FA, et al. Do palliative 
consultations improve patient outcomes? J Am 
Geriatr Soc 2008;56:593–9. CrossRef  

53. Virdun C, Luckett T, Davidson PM, Phillips J. Dying 
in the hospital setting: a systematic review of quanti-
tative studies identifying the elements of end-of-life 
care that patients and their families rank as being 
most important. Palliat Med 2015;29:774–96. 
CrossRef 

54. Kim B, Lucatorto MA, Hawthorne K, et al. Care 
coordination between specialty care and primary 
care: a focus group study of provider perspectives on 
strong practices and improvement opportunities. J 
Multidiscip Healthc 2015;8:47–58. CrossRef  

55. Llobera J, Sansó N, Ruiz A, et al. Strengthening 
primary health care teams with palliative care 
leaders: protocol for a cluster randomized clinical 
trial. BMC Palliat Care 2018;17:4. CrossRef 

56. Kelley AS, Morrison RS. Palliative care for the seri-
ously ill. N Engl J Med 2015;373:747–55. CrossRef  

57. Fairman N, Irwin SA. Palliative care psychiatry: 
update on an emerging dimension of psychiatric 
practice. Curr Psychiatry Rep 2013;15:374. CrossRef   

58. Institute of Medicine, Committee on the Roles of Aca-
demic Health Centers in the 21st Century. Academic 
Health Centers: Leading Change in the 21st Century. 
1st ed. Washington DC: National Academies Press; 
2004.  

59. Clarke JL, Bourn S, Skoufalos A, Beck EH, Castillo 
DJ. An innovative approach to health care delivery 
for patients with chronic conditions. Popul Health 
Manag 2017;20:23–30. CrossRef 

60. Hanratty B, Hibbert D, Mair F, et al. Doctors’ percep-
tions of palliative care for heart failure: focus group 
study. BMJ 2002;325:581–5. CrossRef 

https://doi.org/10.1200/jco.2014.32.31_suppl.62
https://doi.org/10.1097/JAC.0000000000000219
https://doi.org/10.1111/j.1532-5415.2007.01610.x
https://doi.org/10.1177/0269216315583032
https://doi.org/10.2147/JMDH.S73469
https://doi.org/10.1186/s12904-017-0217-9
https://doi.org/10.1056/NEJMra1404684
https://doi.org/10.1007%2Fs11920-013-0374-3
https://doi.org/10.1089/pop.2016.0076
https://doi.org/10.1136/bmj.325.7364.581

	ABSTRACT
	ABSTRACT
	Methods
	Search Strategy
	Inclusion and Exclusion Criteria

	RESULTS
	Discussion
	Benefits of Palliative Care
	Barriers to Palliative Care
	Multidisciplinary Approach of Palliative Care
	Early Referral to Palliative Care
	Care Coordination of Palliative Care

	Conclusion
	Future Directions
	REFERENCES

