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According to World Health Organization (WHO), palliative 
care (PC) could improve the symptom and psychosocial 
aspects of patients with advanced medical illness (1). Early 
PC had been shown to improve symptom burden, quality of 
life and other clinical outcomes in advanced cancer patients 
(2-4).

However, PC may not be well developed or integrated 
in some of other specialties. From literatures, about 40% 
of patients with advanced malignancies receive palliative 
radiotherapy (RT) (5,6). In fact, a number of patients 
considered for palliative RT have concomitant significant 
symptom burden. For example, approximately 10–15% 
of patients on palliative RT have concurrent depression/
anxiety (7,8). As radiation oncologists are usually the 
ones referring patients to PC, thus it is seldom the ones 
coordinating the multidisciplinary care for palliative 
patients. Most radiation oncology (RO) clinics do not 
have formalized or dedicated palliative RT programs, 
that might not have the resources and infrastructure to 
deliver timely multi-disciplinary supportive and PC. In this 
context, the lack of structured PC program in RO field is 
due to number of reasons e.g., structural inequities, service 
model and training. However, according to a recent survey, 
most radiation oncologists thought that they should be 
able to provide some basic/general PC for these patients, 
in the presence of high complexity of advanced cancer 
patients with significant symptom burden and psychosocial 
problems (9).

In order to further develop PC service, one may adapt 

the general versus specialty PC integration model (10) for 
their own specialties including neurology and renal (11-13).  
It is also known that this model is more sustainable for 
PC development in terms of manpower and skill transfer. 
One improvement program with specialty PC integration 
showed that appropriate referral to team members has 
been associated with improved symptom burden including 
fatigue, depression, anxiety, drowsiness, and well-being 
among patients followed up in a palliative RT clinic (14). 
In this context, the radiation oncologists, just like other 
medical specialists ,could provide general PC in the first 
place and then refer their RO patients to a specialty PC 
with more complex needs. Radiation oncologists could also 
provide education to PC team regarding indications for and 
misconceptions of palliative RT. 

Based on previous literatures, the radiation oncologists 
could deliver general PC through consultation, making 
referrals to supportive services, management of symptom 
burden, and regular follow-up, along with delivery of 
radiation therapy. It was noted that about one-third 
of all consultations were for palliative intent RT, and 
50% of RT treatments (palliative intent) were either in 
localized or metastatic diseases (15,16). Around 80% of 
RT consultations included multidisciplinary care including 
symptom control, care coordination, goals of care, and 
psychosocial support (16). In addition, the patients might 
sometimes be depressed or anxious during the course of RT 
and thus require supportive care to their moods in addition 
to symptom management (17).
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Though more often the RO programs would provide 
educational activities for their trainees, the content is usually 
not comprehensive. One study assessed the state of PC 
educational curriculum in residency programs in the United 
States by doing a survey involving more than 50 program 
directors of RO programs (18). Majority of them (>90%) 
perceived that PC was the most important competency, 
however only 67% RO programs had such formal training 
activities. Moreover, there were only few curricula focused 
on management of drowsiness, spiritual related issues and 
advanced care planning, though these programs usually 
had fixed duration of time (e.g., 2 or more hours) allocated 
to management of pain, nausea and vomiting. Most of 
the education on palliative RO was dedicated mainly to 
brain, brain and spine. The survey results of the education 
program showed there was disparity as one-third of the RO 
programs did not have integrated didactics. Moreover, some 
of these RO programs did not have structured curricula. 
One of the limitations was that the survey only involved 
perspective of the program directors.

In another study for resident perspective, they revealed 
that the amount of time for PC education in the curriculum 
is just minimal (19). In general, about 80% of residents felt 
that their PC training as not at all or minimally adequate. 
The study results showed that majority of RO residents 
thought that their training to be inadequate in terms 
of teaching hours and materials. RO residency training 
appeared to give more opportunities to educate how 
radiation oncologists should approach to handle patients 
near end of life (EOL) (20). RO residents were more likely 
than attendings as to list the influence of peers and mentors 
so that this could help their practice during their EOL care.  
Apart from formal curriculum and guidelines, these results 
revealed that RO residents placed more value in the clinical 
experience of the faculty. This information could be useful 
for the further development of the educational material 
which consists of more important clinical components for 
the training purpose of these residents.

In this issue of Annals of Palliative Medicine, Chen and 
colleagues reported longitudinal relationships between 
specialty PC and palliative RT, temporal distribution of 
symptoms, and predictors of earlier specialty PC (21). 
The study focused on the ways to determine how specialty 
PC and palliative RT consultations and symptom burden 
changed over time, along with studying the predictors of 
earlier referral to PC service in metastatic cancer patients. 
By dividing the total period (from diagnosis of metastatic 
disease to death) into 4 quartiles, about 26% and 46% of 

palliative RT consultations while 14% and 47% specialty 
PC visits occurred in last 3rd and 4th quartiles respectively. 
The study also showed that pain was a significant predictor 
for PC but patients with ≥2 chemotherapy was unlikely 
to have earlier PC. The most common reasons for PC 
visit were pain and goals of care. In general, about 73% of 
patients were referred to hospice including use of home 
care service. 

This study has several advantages, as it addresses the gaps 
of inadequate knowledge of the longitudinal relationships 
between specialty PC and palliative RT, the symptom 
burden of those patients in RO and most importantly, 
showed the predictors that can identify patients to have 
earlier PC referral. The authors highlighted the relatively 
lower occurrence of earlier PC in RO, which, on the other 
hand, gave us an opportunity to improve multidisciplinary 
PC through educational initiatives in patients undergoing 
palliative RT. In fact, the radiation oncologists usually 
encounter their patients early in the disease course, 
more often in the outpatient setting, thus the relatively 
earlier occurrence of palliative RT consultations would 
definitely have a unique chance for radiation oncologists 
to not only improve their symptom burden with use of 
palliative RT, but also to work closely with specialty PC via 
multidisciplinary team approach. Integrating of PC into 
RO is very important as they have more opportunities to 
see their patients and thus could provide more streamlined 
coordination and gives timely referral of patients to 
specialty PC.

However, the study found that the PC visits occurred 
late in the last quarter of life from metastatic diagnosis to 
death. The authors speculated that misconceptions on the 
purpose of PC and the timing for referral, thus might have 
led to a delay to specialty PC for patients who received 
multiple prior palliative chemotherapy regimens at EOL. 
It is recommended that two or more lines of palliative 
chemotherapy could be a trigger for early specialty PC 
referral as to facilitate advance care planning discussions 
which could reduce use of some of unnecessary EOL 
treatments e.g., chemotherapy (2). Much work still has been 
done to improve the timing for early PC. This includes the 
ways of early PC integration, training and skills that could 
suit to the specialist and relevant staff. 

Another limitation is lack of blood cancer patients in 
this study. Patients with hematologic malignancies (HM) 
were not included as they are not commonly treated with 
palliative RT (2). Those with HM who receive palliative RT 
are usually patients with a different disease trajectory from 
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that of advanced solid cancer, e.g., follicular or cutaneous 
T cell lymphomas. Thus, it is reasonable to have another 
similar study for patients with HM. Moreover, the study 
samples were relatively young. This might be a potential 
reason for late PC referral as related to their acceptance. 
It is noted that the study center is a tertiary academic 
institution and thus some patients are referred to the study 
center in a later stage. 

As our population is ageing and the demand of advanced 
cancer patients, according to the PC needs of WHO, 
is great (around 70%) (1), there is an urge to develop 
their own PC skills (e.g., symptom control, goals of care 
discussion) in the field of RO. More research on the benefits 
of early PC for this group of patients are highly warranted, 
although several hurdles might be encountered (22).
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