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Introduction

Vetter’s review summarizes outcomes for six screening tools
for palliative care referral among patients with gynecologic
cancers (1). The development of multiple screening
methods in both inpatient and outpatient settings shows
interest in expanding use of palliative care services for
eligible patients. However, early palliative care uptake has
increased only marginally in the past decade despite over
ten randomized control trials demonstrating its efficacy
and endorsements by multiple national oncology societies.
A discussion on how to optimize screening gynecologic
oncology patients for palliative care consult is incomplete
without considering how to operationalize palliative care
integration in gynecologic oncology more effectively.

Background

Temel et al’s seminal 2010 trial showed that early palliative
care improved mood and quality-of-life for lung cancer
patients (2). The ENABLE III study even suggested a
trend toward increased survival among advanced cancer
patients with early integrated palliative care (3). Another
large, randomized trial that included gynecologic cancer
patients demonstrated increased symptom control, quality-
of-life, and satisfaction with care for patients receiving early
outpatient palliative care (4). In gynecologic oncology, both
inpatient and outpatient palliative care visits have been
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shown to meaningfully improve symptom burden in terms
of pain, nausea, fatigue, anxiety/depression, and appetite
among gynecologic cancer patients (5,6).

"This body of evidence led to formal recommendations for
early and systematic integration of palliative care in oncology
care from the National Comprehensive Cancer Network
(NCCN), Society of Gynecologic Oncology (SGO), and
American Society of Clinical Oncology (ASCO) (7-9).
ASCO went on to propose eligibility criteria for automatic
palliative care consult including stage III-IV disease, prior
hospitalization within 30 days and/or recent hospitalization
lasting longer than seven days, and/or active poorly
controlled symptoms (10). Further, the recommendation
was made to begin integration of palliative care within eight
weeks of an advanced stage cancer diagnosis. However,
the promise of early integrated palliative care has yet to be
realized in practice in the ways in which it has been defined
and recommended in theory. Prior studies in gynecologic
oncology demonstrate that only 30-50% of eligible patients
were seen by palliative care (11,12). Further, only 15-20%
receive a “timely” palliative care consult in line with the
recommendation of eight weeks by ASCO (12). As Albert
Einstein once said, “In theory, theory and practice are the
same. In practice, they are not”. Screening gynecologic
oncology patients by one or more of the methods presented
by Vetter is only one piece of the process of implementing
integrated palliative care. Two recent reviews by Salyer
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Figure 1 Process map with sequential flow diagram outlining steps required for identification, referral, and uptake of timely early integrated

specialty palliative care.

et al. [2022] and Hui ez a/. [2022] highlighted the importance
of designing interventions to increase palliative care uptake
that are compatible with the operational model for palliative
care delivery in a given healthcare system (13,14). Vetter’s
reported results describing existing palliative care screening
tools in gynecologic oncology demonstrate the need to
include implementation science metrics and methodology in
future studies in this area.

Operationalizing palliative care delivery: toward
a personalized yet systematic implementation
framework

The screening methods analyzed in Vetter’s review varied
in three dimensions: (I) care setting (inpatient versus
outpatient); (II) type of prompt for referral (e.g., prompt
question versus presence/absence of clinical criteria versus
symptom breadth/intensity score); (III) source of substrate
data for screening (healthcare provider versus patient).
Identified screening methods underperformed in terms of
increasing palliative care utilization across the spectrum
of practice settings. Salyer et al. [2022] proposed that
palliative care will be implemented through one of three
models based on whether a given institution has access to
(I) primary palliative care only, (II) primary palliative care
+ inpatient specialty palliative care only, or (III) primary
palliative care + inpatient and outpatient specialty palliative
care (13). Hui ez al. [2022] similarly suggested that given
the scarcity of palliative care resources, screening should
move beyond solving for early palliative care referral (i.e.,
how can we identify the entire universe patients who
may benefit from integrated palliative care and get them
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evaluated by palliative care as expediently as possible?) and
instead optimize for timely palliative care referral (i.e., how
can we quickly identify patients with high supportive care
needs and prioritize rapid integration of palliative care
with ongoing oncologic care?) (14). The resource and care
delivery model in a given institution will determine what
screening method is most effective and feasible. A lack of
standardized reporting on these factors limits our ability to
evaluate the utility of existing screening methods.

Regardless of the specific delivery model, a patient’s
ability to obtain integrated palliative care relies on five
components. (I) The gynecologic cancer patient must
have a need for physical and/or psychological symptom
management, serious illness communication, and/or
coping skills/family management. (II) This need must
be recognized (often by the oncologist) as meeting
standardized criteria to be above the threshold for primary
palliative care management alone and prompt referral to
specialty palliative care. (III) The patient must have the
willingness and the ability to present to the consultation
and engage with palliative care services. (IV) There must
be adequate and timely specialty palliative care services
for patients to access. (V) We also need standardized flags
to prompt reassessment of patients’ needs for specialty
palliative care for patients who do not screen in on initial
assessment. Process mapping can improve uptake of care
interventions by illustrating the activities and behaviors that
support implementation of new processes (15). Figure 1
shows a process map for palliative care referral in the
outpatient setting.

A theoretical advantage of a standardized and systematic
approach to patient evaluation for palliative care needs is the
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Figure 2 Example Fishbone Diagram mapping factors contributing to delayed specialty palliative care referral uptake.

opportunity to mitigate barriers and leverage facilitators to
engagement with palliative care. Commonly, we attribute
barriers to palliative care either at the level of patients and/
or their support system, at the level of the oncologist, and/
or at the level of the healthcare system. Barriers include
inadequate knowledge of what palliative care is and its utility,
misperceptions about whether palliative care enhances or
compromises quality of medical care, stigma and perceived
threat, logistical and financial barriers, biases about patient
needs/values, and concerns about resource availability
and allocation (16). Fee-for-service reimbursement for
palliative care can also create undue burden for patients
with co-pay out-of-pocket expenses and for palliative
care practices by reimbursing only 20-60% of operating
expenses (17). Facilitators of palliative care consultation
can include positive experiences with palliative care among
a patient’s social network, buy-in on role of palliative care
from primary oncologist, integration of palliative care into
multidisciplinary tumor boards and patient care conferences,
and increased palliative care education among medical and
surgical oncologists (13). Innovative membership-based
reimbursement structures can also increase access and
affordability of palliative care (17).

Past research limited analysis to grouping facilitators
and barriers by themes, which omits the level of detail
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needed to accurately map the determinants of behaviors by
patients and physicians in the process of obtaining palliative
care in a particular practice setting (18). In Figure 2,
we present an example of how an individual institution
might explore where to target interventions or research
to improve palliative care uptake. The diagram leverages
principles of Theoretical Domains Framework of behavior
change to explore how individuals’ behaviors contribute
to implementation problems in an intervention (19). This
exercise can facilitate a more thorough root-cause analysis
as to the presence and impact of barriers to palliative care
for individual patients and/or groups. Moreover, promoting
specificity in naming and characterizing barriers can help
avoid introducing generalizations and bias. For example,
this permits more nuanced exploration of the etiologies
of ongoing racial disparities in receipt of palliative care
by acknowledging the many ways in which racism affects
experiences within the healthcare system (20).

Reassessing screening methods from an
implementation science lens

A review of key study results from an implementation
science lens can provide further direction as to the next
steps required to operationalize palliative care more
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broadly. One of the most widely used implementation
frameworks is “RE-AIM”, which evaluates five factors
deemed critical for successful intervention implementation:
(I) Reach: proportion of target population that participates
in the intervention; (II) Effectiveness: positive and
negative outcomes of intervention for the study population
and healthcare providers/organization adopting the
intervention; (III) Adoption: uptake of the intervention
with other stakeholders/institutions, a form of active
dissemination; (IV) Implementation: “the extent to which
the program is delivered as intended” with intended effect
and (V) Maintenance: intervention sustainability (21).

Vetter appropriately describes results separately
for inpatient versus outpatient screening methods,
acknowledging differences in implementation and risk of
bias in very different care settings. In general, inpatient
palliative care referrals occurred when gynecologic cancer
patients met a set of criteria (either a “yes” to the “surprise
question”, or a set of 2—4 clinical criteria such as late-stage
disease, poorly controlled symptoms, etc.) (1). Multiple
evaluated prompts for referral yielded minimal to no change
in palliative care referrals with up to 40% of patients eligible
under stated criteria still not being referred to palliative
care with limited understanding of persistent barriers and/
or missed opportunities (1). We propose that limited gains
in palliative care utilization in the inpatient setting reflects
the fact that at the time of inpatient admission, we have
already missed the window for “timely” palliative care
integration. We anticipate greater potential for increasing
palliative care utilization with a focus on identification and
referral strategies in the outpatient setting. Additionally,
all proposed inpatient prompts/criteria for referral
required eligibility evaluations initiated and determined by
physicians. This type of approach does not address implicit
biases or reluctance to introduce palliative care, nor does it
mitigate the known gating effect of the oncologist and/or
primary care provider on palliative care access.

In contrast, in the outpatient setting, identified studies
leveraged data generated from completion of instruments
assessing patient symptoms, distress, and/or functional
status. Two of the more effective studies by Gressel er al.
[2019] in the U.S. (22) and Zimmerman et /. [2021] out of
Canada (23) leveraged patient-reported outcome measures,
effectively shifting agency for initiating and assessing
palliative care needs from the physician to the patient.
Importantly, both the study by Zimmerman and a related
physician/nurse-administered palliative care referral protocol
proposed by Paiva er a/. [2020] noted that only a subset of
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patient and caregiver symptom and distress metrics were
prevalent, and symptom endorsement appeared lower than
expected (24). This suggests opportunities for refinement of
instruments and enhanced patient and caregiver education
about what palliative care is (and is not) and its role as
part of timely, optimized, and high-quality care. Reasons
cited for declining palliative care consult were adequately
controlled symptoms, feeling overwhelmed by current
appointments, and/or lack of interest (24). Importantly,
in the Zimmerman et 4/. [2021] study, there was a subset
of patients with advanced or recurrent cancer who fell
consistently under the threshold for palliative care referral
based on Edmonton Symptom Assessment System-revised
(ESAS-r) who maintained high quality-of-life and mood
scores without palliative care intervention (23). This further
emphasizes the role of patient-driven needs assessment to
identify a subset of the cancer patient population most likely
to benefit from palliative care, particularly in areas where
outpatient resources remain scarce. Of note, studies did not
consistently report quality improvement outcomes such as
percentage of palliative care referrals placed and percentage
of patients who presented to at least one appointment.
Increased reporting of these metrics would permit more
rigorous evaluation of palliative care referral pathways.

Additionally, an ongoing challenge for assessing
comparative effectiveness of palliative care screening and
referral initiatives is the presence of multiple screening
questionnaires and numerous, heterogeneous clinical
criteria to prompt palliative care referral. A prior systematic
review in 2016 revealed at least twenty published criteria
assessing six functional domains (25). This includes multiple
sets of “consensus criteria” introduced by NCCN, Center
to Advance Palliative Care (CAPC), and an International
Delphi consensus with further studies performed with
adapted or modified versions of the consensus criteria
(13,25). Similarly, multiple patient symptom screening
instruments exist through ESAS-r and the Patient Reported
Outcomes Measurement Information System (PROMIS®)
(22,23). Future research could consider secondary factor
analysis to hone in on which criteria/questions have greatest
predictive value for utility of palliative care services.
Ongoing reexamination of implementation outcomes for
palliative care can improve the quality of patient care in
gynecologic oncology.

Opportunities, challenges, and future directions

Taken together, these results suggest that including patient-
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reported outcomes and providing automated coordination
support for palliative care referral may increase utilization
of palliative care services. Though physicians can help
identify patients with more subtle presentations who would
benefit from palliative care and can educate patients about
palliative care to bolster patient acceptance, improved
implementation and effectiveness is achieved when
physicians are not the sole gatekeepers/arbiters of palliative
care introduction. Attention to implementation and quality
improvement outcomes in study design and outcomes
reporting is critical if we aim to finally achieve widespread
adoption of palliative care. Future interventions would
benefit from effective electronic medical record integration
and meaningful use alerts tailored to the needs of specific
institutions and delivery models.
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