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SUMMARY
An international collaboration between 30 experts in oncology, palliative care, public health and psycho-on-
cology provided opportunities and guidelines on how to achieve full integration based on current findings of 
palliative care research in a Lancet Oncology Commission paper. This review provides a summary of this 
commission paper in which an overview is given of the different levels of palliative care and which elements 
of patient-centred care are crucial in the provision of optimal integrated palliative care. Due to the increase 
in incidence and prevalence of patients living with advanced cancer and associated care needs, palliative 
care should be seen as an essential component of comprehensive care throughout the life course and di-
sease trajectory. If cure is not achievable, a combined tumour-directed approach and patient-centred ap-
proach is needed. We need to rethink and reorganise the delivery of oncology and palliative care to improve 
treatment and promote collaboration at the appropriate levels of care. Palliative care needs to be implemen-
ted in cancer care plans and in clinical care pathways. To guide patients and their family through the health-
care system and improve their health care outcomes, a multidisciplinary team approach is needed in which 
primary, secondary and tertiary palliative care providers can collaborate and communicate and in which 
patients can be referred to tertiary palliative care if needed.  
(BELG J MED ONCOL 2020;14(2):47-55)
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INTRODUCTION
Full integration of oncology and palliative care relies on the 

specific knowledge and skills of two models of care: the tu-

mour-directed approach, the main focus of which is on treat-

ing the disease; and the host-directed approach, which focuses 

on the patient with the disease. An international collaboration 

between 30 experts in oncology, palliative care, public health 

and psycho-oncology provided opportunities and guidelines 

on how to achieve full integration based on current findings 

of palliative care research in a Lancet Oncology Commission 

paper.1 This review provides a summary of this commission 

paper in which an overview is given of the different levels of 

palliative care and which elements of patient-centred care are 

crucial in the provision of optimal integrated palliative care. 
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Furthermore, reflections are made upon how the tumour-di-

rected approach and the host-directed approach can collabo-

rate with each other to achieve full integration and what this 

means for the clinical practice in Belgium. 

In the earlier years, a dichotomised perception of oncology 

care and palliative care existed with palliative care as syno-

nym of end-of-life care. However, this is not in line with the 

current definition of palliative care as formulated by the WHO 

– “applicable early in the course of the illness, in conjunction 

with other therapies that are intended to prolong life” –, an 

approach in which oncology care and palliative care are inte-

grated or given in parallel.2

Several studies show that in the life-prolonging phase of can-

cer treatment, physical, emotional, and existential problems 

-core issues of palliative care- can be present and typically in-

crease as the terminal phase or death approaches.3,4 To mit-

igate the palliative care needs of people with cancer, several 

associations therefore recommend that palliative care is ini-

tiated early, ideally concurrent with curative or life-prolong-

ing treatments.2,5,6

The development of new therapies and the combined approach 

of oncology and palliative care comes with a new challenge in 

cancer care: how can complex care pathways be organised in a 

flexible and optimal structure, involving multiple profession-

als working simultaneously or in parallel? Now, health care is 

mostly organised in silos of primary, secondary and tertiary 

levels of care. Patients and their families need to switch be-

tween and within these silos which might cause difficulties 

by receiving mixed messages about the focus of care present-

ed by different professionals. 

In 2007, the WHO stated that a comprehensive, integrated ap-

proach was needed to fight fragmentation of health care. In-

tegration is defined as ‘the search to connect the health care 

system with other human service systems to improve outcome’ 

and three levels of integration exist: linkage, coordination and 

full integration.7 To speak about full integration, professionals 

with different competencies and from distinct organisations 

work together in complex and formalised structures (Table 1). 

Communication and collaboration among the healthcare pro-

viders must be predictable and clearly understood, with the 

roles of the team members clarified.

EARLY INTEGRATION OF PALLIATIVE CARE IN 
ONCOLOGY CARE
In the last decade, several randomised controlled trials (RCTs) 

were developed to support the early integration of palliative 

care in oncology care.8–13 These RCTs had positive effects 

on the quality of life and mood of patients and family car-

egivers and even on survival. They showed the added value 

of the integrated model in which specialised palliative care 

was provided concurrent with oncology care. The heteroge-

neity in study outcomes, methodological quality and concep-

tualisation of integrated care are limitations but the overall 

picture shows that different kinds of early palliative care in-

terventions integrated in oncology care have a positive effect 

on various patient outcomes. 

Despite clear recommendations for full integration following 

the evidence of those RCTs, the translation of findings of the 

research context to clinical practice is missing and guide-

lines on when and how to integrate are yet to be established 

by health-care systems. 

MODELS OF PALLIATIVE CARE 
INTEGRATION 
The overall aim of integration of health-care services is to 

coordinate care among providers and across settings so that 

patients and their families have access to the care they need, 

resulting in improved health outcomes.7 With cancer having 

TABLE 1. Three levels of integration, adapted from Leutz.7 

Linkage 
•  Work in parallel or series with basic understanding of the various professional skills
•  e.g. palliative home care team and oncology team both know that they exist and that they can refer if needed

Coordination
•  Patients are cared for in a well-structured plan, on the basis of patients’ needs and the content of the standardised 

care pathway
•  Integration operates in separate structures within a system 
• e.g. information sharing is routinely installed across disciplines and settings 

Full integration
•  Resources are pooled into one unit or section, taking from existing systems
•  Silos are eliminated (partially or totally) and the organisation is based on the standardised care pathway
•  e.g. care providers across settings and disciplines are gathered together in multidisciplinary team meetings  
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more and more a chronic character, primary care providers 

including general practitioners (GPs) and community nurs-

es are increasingly recognised to play an important role in 

cancer control.8 Hence, communication between multidisci-

plinary team members across settings and disciplines is nec-

essary to improve patient care. 

MODELS OF INTEGRATION – THE BROAD 
PICTURE 
Existing models of integration of palliative care into oncol-

ogy care can be classified broadly into time-based, provid-

er-based, and setting-based models.14 The most well-known 

conceptual model of palliative care integration is time-based. 

This model provides an approach in which palliative care is 

introduced at diagnosis, and gradually increases until death 

approaches. Another conceptual model of palliative care inte-

gration is setting-based, in which the delivery of care is based 

on the setting in which care is provided. The ideal setting 

for care is proposed to be in the community, with palliative 

care being provided primarily in the patient’s home, rather 

than in the hospital.15 The third conceptual model of palli-

ative care integration is provider-based and classifies pallia-

tive care as either primary, secondary or tertiary based on 

the degree of complexity. It proposes the involvement of and 

collaboration between different care providers at each level. 

This model emphasises differential competence of providers 

in palliative care, with increasing levels of competence re-

quired to deal with more complex issues. 

To strive for fully integrated care, a provider-based conceptual 

model is suggested of primary, secondary and tertiary palli-

ative care provision delivered by generalists, oncology teams 

and specialised palliative care teams (Figure 1). This model 

crosses settings and is not time specific, but emphasises the 

need for oncology and palliative care to be fully integrated 

across all settings and levels of palliative care provision. This 

model is grounded in the concept that most palliative care 

can – when the treatment goals are cure or life prolongation 

– be provided by oncologists with basic competence in palli-

ative care. Palliative care specialists should provide consul-

tation for complex problems.7 

PRIMARY, SECONDARY AND TERTIARY 
PALLIATIVE CARE 
Primary palliative care has been defined as the core skills and 

competencies that all clinicians should feel comfortable pro-

viding to patients with advanced cancer and their families. 

This includes basic assessment and management of physical, 

psychological, social, spiritual and practical problems, com-

munication related to prognosis and advance care planning 

(ACP), appropriate referral and bereavement care.16 

Secondary palliative care refers to the care provided by the 

oncology team. Oncologists should provide routine system-

FIGURE 1. Proposed model of optimal oncology palliative care provision, including integration across providers and settings.

Primary palliative care is community-based care provided by general practitioners, secondary palliative care is more complex care 

provided by oncologists, and tertiary palliative care is complex care provided by multidisciplinary specialist palliative care teams.
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atic symptom assessment and should further clearly com-

municate to patients about prognosis and treatment options. 

Patients with complex palliative symptoms should be re-

ferred to tertiary palliative care services.17 

Tertiary palliative care is provided by physicians and other 

disciplines with specialist palliative care training and should 

be available to all patients with cancer, regardless of progno-

sis, and to primary and secondary palliative care providers 

to be supported in their provision of palliative care. 

ESSENTIAL ELEMENTS OF SECONDARY 
PALLIATIVE CARE IN ONCOLOGY 
PRACTICES 
The proposed model of optimal oncology palliative care pro-

vision states that most palliative care can be provided by 

oncologists with basic competence in palliative care. Also 

in Belgium, the role of the medical oncologist in palliative 

care starts with providing detailed prognostic information, 

so that patients and family caregivers can be supported in 

taking part in a well-informed way in the decision-making 

processes. Furthermore, oncologists are fulfilling an impor-

tant signal function in which systematic needs assessment by 

oncologists is crucial to identify patients who are in need of 

receiving specialist palliative care. To provide optimal sec-

ondary palliative care, oncologists should be able to manage 

essential elements of palliative care that are shown in Fig-

ure 2. In this section, some elements will be described more 

in detail. 

SYSTEMATIC ASSESSMENT OF THE PATIENT’S 
PERSPECTIVE 
The patient perspective and experiences cannot fully be re-

placed by clinical observations and examinations by the 

oncologist or palliative care specialist. In current consulta-

tions, many symptoms are not identified or addressed. Pa-

tient-reported outcome measures (PROMS), described as 

‘measurements of any aspect of a patient’s health status that 

come directly from the patient’, can be used to highlight 

the patient’s experience in the consultations. The benefits 

of routine assessment of PROMs in clinical practice include 

improved patient-physician communication, increased phy-

sician’s awareness of patients’ physical and psychological 

functioning, improved patient wellbeing and a more effi-

cient and focused use of time.18–21 Although frequently used 

in clinical trials on oncology and palliative care, systemat-

ic symptom assessment is (still) not part of routine onco-

logical care.22 Insufficient and unsystematic assessment of 

symptoms is a major factor explaining inadequate symp-

tom relief in patients with cancer. Clinical studies of pa-

tients with cancer have found systematic use of PROMs to 

improve a range of symptoms, including pain.20 Therefore, 

relieving burdensome symptoms is a core task within pa-

tient-centeredness and a special obligation on the part of 

the physicians. Importantly, the initial assessment might be 

done in an oncology clinic or setting, but a more in-depth 

assessment can be done by the specialised palliative care 

or psychosocial oncology team.

PROGNOSTICATION 
PROGNOSTICATION 
Detailed prognostic information about survival associat-

ed with each stage of disease can help patients and clini-

cians to make informed decisions about the best course 

of treatment. In integrated care, prognostic questions are 

most relevant to the decision about whether or not to pro-

ceed with palliative chemotherapy. When used appropriate-

ly, palliative chemo can improve quality of life and survival 

in patients with advanced cancer but when given to patients 

who are near the end of life (less than 30 days), chemo sel-

dom has benefits and might adversely affect the quality of 

death.23 

The UK National Confidential Enquiry into Patient Out-

come and Death reviewed in 2008 deaths occurring with-

in 30 days of systematic anticancer chemotherapy treatment 

(SACT).24 The results showed that the decision to give pal-

liative SACT was inappropriate in 19% of cases and in 27% 

of patients the treatment might have caused or hastened 

the patient’s death. The authors therefore recommended 

that oncologists should fully discuss the aims and likely 

outcomes of treatment with patients, including a discus-

sion of the option of no treatment. Moreover, for patients 

with an ECOG performance status of 3 or 4, the authors 

recommended that palliative chemo should only be em-

barked on with caution and after consideration by a multi-

disciplinary team. 

COMMUNICATION ABOUT PROGNOSIS 
Using prognostic tools can only be beneficial for patients 

when the estimates and implications for treatment are clear-

ly communicated by the oncologist to the patient. Ninety 

percent of patients with advanced cancer want informa-

tion about the disease, treatment options, symptom man-

agement and life expectancy.25 Research shows that honest 

discussions contribute to better physician-patient relation-

ships that foster hope and that avoidance of prognostic dis-

cussions can lead to mistrust, anxiety, reduced quality of 

life and family distress.26 Integrating palliative care from 

diagnosis, including regular appointments with a palliative 

care specialist, improves quality of life, prognostic aware-

ness and communication about end of life preferences. Em-
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Palliative Care Domain Endorsed elements of secondary palliative care in oncology practices

Symptom Assessment/ 
Management

•  Monthly symptom assessment using a validated quantitative instrument 
•  Educate patients about the cause and management of existing symptoms
•  Instruct patients how and when to contact the clinic during and after hours for new or 

worsening/poorly controlled symptoms
•  Assess the effectiveness of adjusted medication by the next clinical encounter 

Psychosocial 
Assessment/ Management

•  Conduct an initial, basic psychosocial assessment
•  Assess distress with a validated quantitative instrument initially and after any clinical 

change (e.g. cancer progression)
•  Manage distress at a basic level with supportive, empathetic statements and validation 

of the patient’s experience. Otherwise, patients should be referred 

Spiritual and Cultural 
Assessment/ Management

•  Document patient’s faith 
•  Provide patients with a framework to consider their goals and hopes along with the likely 

medical outcome(s) of their illnesses and support those goals
•  Assess and document preferences for communication and language 
•  Provide translation services 

Communication and 
Shared Decision Making

•  Assess patients and families for preferences regarding (1) how they want to receive 
information regarding the patient’s cancer, prognosis, treatment risks/benefits, treatment 
plan, and bad news; and (2) who participates in the decision making and to what extent 

•  Provide oral and written documentation of the treatment plan to the patient and family 
with specific details regarding expectations for (1) disease control, (2) effects on 
symptoms and quality of life, (3) length and frequency of treatment, and (4) the frequency 
of and rationale for disease reassessment. 

•  Assess the patient’s and family’s understanding of the patient’s illness, prognosis, and 
goals of care at diagnosis, disease progression, and with changes in the treatment plan

•  Openly acknowledge and address mistakes as soon as they are noticed 

Advance Care Planning •  Begin advance care planning at the diagnosis of advanced cancer, starting with 
assessing the patient’s and family’s readiness to discuss advance care planning and any 
concerns they might have

•  Code status, living wills, advanced directives, health care surrogate, and out of hospital 
“do not resuscitate” orders should be discussed, completed and documented as soon 
as possible

Coordination and 
Continuity of Care

•  Coordinate care with primary care, hospice, hospital, and nursing home

Appropriate Palliative 
Care and Hospice Referral

•  Describe the difference between hospice and palliative care to patients and families as 
soon as possible after an advanced cancer diagnosis

•  Conduct routine patient assessments to determine need for palliative care or hospice 
referral

•  Refer patients with a prognosis of 3 months or less and/or an Eastern Cooperative 
Oncology Group performance status of 3-4 to hospice

•  Collaboratively agree upon referrals with the patient/family 

Carer Support •  Obtain permission to speak with primary caregiver(s) and to include them in 
conversations about the patient’s care

•  Assess caregivers attending clinic visits with patients for distress at least once
•  Inform caregivers how to contact the clinic in routine and emergency situations
•  Provide information about local and online caregiver resources
•  Provide bereavement follow-up in the form of a phone call and/or condolence card and 

information regarding local bereavement resources

End-of-Life Care •  Have processes to evaluate patient symptoms, advise medication changes to patients 
and family, and provide on-call coverage 24 hours per day, 7 days per week 

FIGURE 2. Essential elements of secondary palliative care in oncological practice.
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pathic communication about prognosis and uncertainty are 

communicative skills that should be mandatory in the cur-

riculum for oncologists and other clinical specialties treat-

ing patients with cancer. 

SHARED DECISION-MAKING AND 
ADVANCE CARE PLANNING 
SHARED DECISION-MAKING (SDM) 
Shared decision-making is a central component of pa-

tient-centred care and is highly relevant in all phases of 

cancer treatment but becomes increasingly important as 

the disease progresses. Decisions often become more com-

plex with disease progression, with trade-offs between life 

quantity and life quality. Physicians are obligated to pro-

vide information in a way that enables patients to be active 

and informed partners in the decision-making process.27 

A process to accomplish such shared decision-making can 

be described in four steps: awareness, discussion of ben-

efits and harms and their probabilities, elicitation of pa-

tients’ concerns and expectations, and partnership and 

participation.28 

In oncology care, only the second step seems to be common 

where most attention is typically paid to the objective bio-

logical aspects. Little attention however is often paid to the 

patient’s (host’s) preferences, symptoms, QoL and care, and 

the option of no tumour-directed treatment.29 To promote 

shared decision-making, the physician must encourage pa-

tients and family caregivers to participate in consultations 

and decisions regarding the care, determine situations in 

which this is crucial, and inform patients about the benefits 

and disadvantages of available treatment options. Shared 

decision-making is associated with better quality of life 

and satisfaction with care, better affective-cognitive out-

comes and decisions that are more in line with patients’ 

preferences. 

ADVANCE CARE PLANNING (ACP)
ACP can be described as ‘a process that supports adults at 

any age or stage of health in understanding and sharing 

their personal values, life goals, and preferences regarding 

future medical care. The goal of ACP is to help to ensure 

that people receive medical care that is consistent with their 

values, goals and preferences during serious and chron-

ic illnesses’.30 Importantly, ACP is not a singular event but 

evolves over time. Depending on available skills and re-

sources, ACP discussions can be held and repeated at all 

three levels of palliative care provision by primary caregiv-

ers, oncology teams or by the palliative care team. 

CARE TRANSITIONS AND 
COLLABORATION: MOVING AMONG 
LEVELS OF CARE 
Structures and tools for transitions between levels of care and 

collaboration among disciplines facilitate successful integra-

tion across primary, secondary and tertiary palliative care. To 

protect patients and family caregivers from getting lost in the 

different care providers and disciplines, clarity and clear di-

vision of each team’s responsibilities is necessary. 

Needs-based criteria

•  Severe physical symptoms (e.g., pain, dyspnoea or nausea scored 7–10 on a ten-point scale)

•  Severe emotional symptoms (e.g., depression or anxiety scored 7–10 on a ten-point scale)

•  Request for hastened death

•  Spiritual or existential crisis

Assistance with decision making or care planning

•  Patient request

•  Delirium

•  Brain or leptomeningeal metastases

•  Spinal cord or cauda equina compression

Time-based Criteria

•  Within 3 months of diagnosis of advanced or incurable cancer for patients with median survival of 1 year or less

•  Diagnosis of advanced cancer with progressive disease despite second-line systemic therapy (incurable)

FIGURE 3. Referral criteria for tertiary palliative care.
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Referral guidelines can help to clarify which patients and 

when these patients are likely to benefit from referral to ter-

tiary palliative care services. In a recent study using a Del-

phi process31, international palliative care experts reached 

consensus on eleven major criteria for outpatient palliative 

care referral in oncology centres, based on stage of disease, 

prognosis, and clinical problems (Figure 3). Importantly, the 

criteria were both time-based and needs-based and both au-

tomatic referral and clinician-based with only 7% agreeing 

that referral should only be based on automatic and stand-

ardised referral guidelines.32 

The development of strong collaborative relationships be-

tween primary, secondary and tertiary palliative care pro-

viders is essential to reach full integration. Primary palliative 

care providers should be invited to engage in patient care 

discussions, and shared electronic records are essential to 

maintain communication between community-based and 

hospital-based teams. These collaboration initiatives could 

support the GP in providing primary palliative care and in 

recognising transitions in care, and in strengthening the re-

lationship between patient and GP whilst undergoing onco-

logical treatment in the hospital.33 

Collaboration between secondary and tertiary palliative care 

providers should be a part of the multidisciplinary teams, 

KEY MESSAGES FOR CLINICAL PRACTICE

In the current health-care system in Belgium, the integration of palliative care in oncology care is situated on 
the levels linkage and coordination. Different disciplines and teams know the existence of each other and are 
aware who they can refer to which discipline if needed. Also, routine information sharing is installed between 
disciplines and settings. Furthermore, in Belgium, palliative care is slightly more involved in the curriculum of 
students in Medicine as part of several courses. However, more needs to be done to make palliative care an 
integral course of all curricula in medical and social care. Also, to strive for full integration, a provider-based 
model of palliative care is needed in which primary and secondary palliative care providers have an important 
role in providing palliative care and in referring patients to tertiary palliative care if complex palliative care 
problems are present. Several key messages for clinical practice are listed below: 

1.  Palliative care needs to be destigmatised by developing international and national consensus programs and 
engaging parliaments, patient organisations, and professional organisations in the campaigns.

2.  Prognostic communication about life expectancy should occur early in the disease trajectory as a part 
of early integration of palliative care, which can be achieved by teaching oncologists and palliative care 
physicians how to convey prognostic information. 

3.  Routine use of patient-reported outcome measures (PROMs) should be implemented in all settings of 
patient care by developing PROMS for use in clinical practice and in electronic patient record systems and 
assured that the information is used in the decision-making processes. 

4.  Shared decision-making and advance care planning should be planned as a mandatory part of all care 
trajectories, and families should also be involved in the decision-making processes.

5.  General practitioners (GPs) should be invited to engage in patient care discussions after disease 
progression or before home discharge. This already happens in Belgium, but more research needs to be 
done to find tools (i.e. telecommunication) to facilitate the presence of GPs. 

6.  Shared electronic records need to be developed to maintain communication between community-based 
and hospital-based care teams. 

7.  Presence of tertiary palliative care providers (i.e. palliative home care team, palliative support team 
in the hospital) on multidisciplinary oncology meetings and patient discussions should be superior to 
communication via email or phone.

REVIEW ONCOLOGY
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encouraged by joint rounds and tumour boards, and sup-

ported by combined palliative care and oncology education-

al activities for trainees.34 Joint patient consultations and 

the involvement of palliative care teams in tumour boards 

or multidisciplinary oncology meetings should be superi-

or to communication via email or phone.35,36 Collaboration 

can also be facilitated by technology and clinical tools. Sys-

tematic symptom screening can trigger timely referral to ter-

tiary palliative care programs. Joint electronic patient records 

among all levels of care provision can improve information 

transfer among care providers in the hospital and in the com-

munity. Involvement of primary and tertiary palliative care 

providers on multidisciplinary oncology meetings or patient 

discussions can also be facilitated by using telecommunica-

tion methods. 

CONCLUSIONS 
Due to the increase in incidence and prevalence of patients 

living with advanced cancer and associated care needs, pal-

liative care should be seen as an essential component of 

comprehensive care throughout the life course and disease 

trajectory. If cure is not achievable, a combined tumour-di-

rected approach and patient-centred approach is needed. We 

need to rethink and reorganise the delivery of oncology and 

palliative care to improve treatment and promote collabo-

ration at the appropriate levels of care. Palliative care needs 

to be implemented in cancer care plans and in clinical care 

pathways. To guide patients and their family through the 

healthcare system and improve their health care outcomes, a 

multidisciplinary team approach is needed in which primary, 

secondary and tertiary palliative care providers can collab-

orate and communicate. Symptom assessment by the sys-

tematic use of validated patient reported outcome measures 

(PROMs) is pivotal to achieve timely referral to tertiary pal-

liative care if needed and to engage patients to participate in 

the decision-making processes. Information transfer among 

care providers in the hospital and community is needed to 

guarantee continuity of care. Discussions about the patient’s 

care that is done by primary and tertiary palliative care pro-

viders together with oncologists and other specialists would 

significantly improve the patient’s care. 
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