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Implementation of early palliative care in an oncologic outpatient clinic –
an observational study of the first year
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ABSTRACT
Background: As earlier studies found that early onset specialized palliative care (ESPC) results in better
quality of life (QoL), less hospitalization and chemotherapy toward end-of life, we implemented ESPC
in our oncology outpatient clinic. The aim of this study was to describe reasons for referral, interven-
tions performed and the satisfaction among the oncologic staff.
Material and Methods: The outpatient ESPC clinic was established in the department of oncology.
Prespecified selected data was obtained from the patients records. All patients were asked to fill in a
questionnaire concerning their symptoms and QOL. A survey among the oncologic personnel concerning
their perception of the clinic was conducted. All data were consecutively collected in a share point
database.
Results: We included 134 patients. The primary referral symptoms were pain (69%) or psychologica-
l/existential challenges (23%). 55% of patients filled in an EORTC questionnaire and rated a median
(QoL) of 3.4. Interventions initiated were on based on the following symptoms: pain (70%), constipa-
tion (53%), nausea (15%), dyspnea (10%) and depression (7%). Median waiting time was 13days. Of
the 134 patients referred to the ESPC clinic 101 was admitted. Symptoms and problems were resolved
in the ESPC clinic for 81 of the 101 admitted patients (80%), i.e., after one consultation for 25 patients
and after a follow up course in the clinic for 56 patients. A survey among the staff at the Department
of Oncology demonstrated a high degree of satisfaction with the ESPC clinic.
Conclusions: We report experiences from implementation of ESPC in our outpatient oncologic clinic,
where 81 (80%) of the admitted patients could be finished after one or a few follow up contacts, as
their symptoms had been resolved. There was a high degree of satisfaction with the clinic among the
oncologic staff.
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Introduction

Traditionally, specialized palliative care (SPC) has been initi-
ated as part of the oncologic patient trajectory when pallia-
tive treatment is no longer possible and life-prolonging
chemotherapy was terminated. In recent years, this paradigm
has shifted, and palliative care is thought to – ideally – be
an integrated part of the treatment course of oncologic
patients, preferably with an early onset. In 2018, Kaasa et al.
[1] published recommendations of how, systematically to
integrate palliative care, addressing several areas of action. A
key area is awareness of palliative care needs in seriously ill
patients in a busy outpatient oncology setting. Another area
is enhancing cooperation between the oncology staff and
SPC workers, hence increasing symptom management
among patients as well as improving basic palliative skills
among the oncology staff. Studies have shown that early
integrated palliative care not only reduces symptom burden
and improves quality of life [1–5] but also reduces propor-
tion of hospitalization in the last two months of life [6] and
the use of intensive cancer treatment at the end of life [7–8].
Furthermore, a randomized study showed that when offered

early palliative support, a larger amount of patients die in
the comfort of their own home, and they spend less time at
hospitals and more time at home or in nursing homes [9]. In
2017, the Danish Health Authorities recommended a pallia-
tive approach for all patients with life threatening disease,
and that palliative care was to be provided as early as at the
time of first palliative diagnosis [10]. Furthermore, the goal
was set for these patients to have access to SPC within
10 days of referral. Based on these recommendations we
implemented an outpatient clinic for early specialized pallia-
tive care (ESPC). It was introduced exclusively for patients
with a non-curable malignant diagnosis and was physically
placed directly in our oncologic outpatient clinic. The
patients were booked for an assessment in the ESPC clinic
while they were either still in an active oncological course,
receiving oncological treatment, or while they were in a fol-
low-up course.

The focus was on the symptoms that empirically have a
large impact on the everyday life of the palliative cancer
patients and their families, i.e., pain, dyspnea, anxiety, nau-
sea, constipation, anorexia and psychosocial and existential
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issues. In addition, we wanted to promote the cooperation
between the oncology and the specialized palliative care
staff, hence increasing the palliative skills among the staff in
the Department of Oncology.

The aim of this study was to describe the implementation
process; our patient population based on pre specified clin-
ical observations. Furthermore, to evaluate the satisfaction
among the oncologic staff and thereby contribute to the
expansion of ESPC into the oncologic society.

Method

Prior to the onset of the ESPC clinic, physicians from our
local SPC team introduced the oncologic staff, nurses and
physicians to the idea of the outpatient clinic. The introduc-
tion was completed at several meetings where the staff was
educated about ‘the typical palliative patient’ according to
physical symptoms and awareness of psychosocial and exist-
ential conditions. Furthermore, we wrote a pamphlet describ-
ing the concepts of the ESPC clinic. Both doctors and nurses
from the oncologic department could refer patients for the
ESPC clinic when identifying palliative needs, which were not
handled in the traditional oncological setting. The clinic was
located directly in the oncologic outpatient clinic. Patients
were seen by a SPC physician and an oncologic nurse in an
one hour consultation. Follow up consultations of 30-minute
sessions were available if needed. Follow-up sessions could
be conducted by physical attendance or by telephone,
depending on patient’s preferences.

According to RECORD guidelines [11] data were continuously
entered into a SharePointTM database. Sex was defined as a bin-
ary variable corresponding to the biological sex registered. Age
at referral as a continuous variable, type of cancer sorted into
groups according to cancer site, type of oncologic therapy cate-
gorized into (chemotherapy/other cytostatic therapy/radiothera-
py/no active treatment), civil status categorized as living alone or
together with a partner, employment status categorized as work-
ing, retired or off work sick. All patients were asked to fill out
the patient self-assessment questionnaire EORTC QLQ-C30 [12] at
the first visit. In this questionnaire, a total of 30 common symp-
toms are lined out and the patient is asked to grade these
symptoms as ‘1’ Not at all, ‘2’ A little, ‘3’ Quite a bit or ‘4’ Very
much. Furthermore, rating of overall health and rating of quality
of life (QOL) on a numeric rating scale from 1 to 7, where 1 is
very poor and 7 is excellent was performed. We registered the
reason for referral to the ESPC clinic, given by the referring staff
and the presence of several physical symptoms as pain, nausea,
constipation and dyspnea as well as psychosocial and existential
symptoms such as anxiety and depression unveiled during the
consultation. Interventions performed in the ESPC clinic as pre-
scription of analgetics, laxatives, medication against nausea,
depression and anxiety was registered. Furthermore, we recorded
if the ESPC clinic referred patients to other interdisciplinary inter-
ventions as social workers, psychologist, physiotherapist or home
care nurses. The patients were finished from the clinic in cases,
where as well the patient as the staff agreed, that their com-
plaints were resolved. The Danish Palliative Care Database [13]
recommends a waiting time of a maximum of ten days for

patients referred to SPC. There is no golden standard for waiting
time for basic palliative care needs. We recorded waiting time to
the ESPC clinic from date of referral to first visit. For follow-up
we registered if and how many times patients were seen in the
ESPC clinic and to which instance patients were allocated after
the clinic; either department of oncology, their general practi-
tioner or a SPC team. The purpose of the follow- up was to
complete the initiated palliative effort within a limited number
of consultations. In case of complex symptoms not possible to
solve in the ESPC clinic patients were referred directly to the SPC
team. Patients were followed until death regarding registration
of later referral to a SPC team. To investigate potential differen-
ces between patients seen in the ESPC clinic and patients
referred to the SPC team we looked at median survival as a sur-
rogate marker for early referral. Median overall survival was
obtained for patients referred to and seen in the SPC team in
2021. After one year, we conducted a written survey among the
referring staff in the oncologic department (doctors and nurses).
The questions asked were whether the ESPC clinic contributed in
a positive way to the oncologic outpatient clinic, whether they
found it helpful in their daily work and whether they found that
the clinic was helpful for the patients.

Statistics

All data were analyzed with the statistical software package
STATATM. We used non-parametrical statistics. Numerical val-
ues are shown as median (range). For survival analysis, log
rank analysis was performed and survival time was illustrated
using a Kaplan–Meier plot.

Results

In total, 134 patients consulted the ESPC clinic from January
1st to December 31st 2021. Their clinical baseline characteris-
tics appear from Table 1. As shown, about two thirds of all
patients had pulmonary, breast or gastrointestinal cancer.
Two thirds of patients were receiving oncologic treatment at
the time of assessment in the ESPC clinic, whereas approxi-
mately one third did not. Reasons for referral to the ESPC
clinic appear from Table 2.

The most prominent reason was the need for optimization
of pain management, identified as the most frequent com-
plaint in nearly 70% of patients. In one third of patients, the
referring staff had identified more than one complaint. The
interventions given in the ESPC clinic are listed in Table 3. As
illustrated, several other symptoms or complaints were
unveiled during the consultations. Besides pain management,
constipation was the most prevalent symptom, present in
more than half of patients. Further symptoms that required
medical intervention were nausea, dyspnea and mental
depression. Of the 134 included patients, QOL was reported
in 74 (55%). Median QOL among these patient was 3.4
(range 1–7). Median waiting time to the ESPC clinic was 13
(0–40) days and only 40% were seen in the ESPC clinic within
10 days of referral. In order to investigate if patients seen in
the ESPC clinic had earlier access to SPC compared to the
population in our SPC team we looked at patient survival
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time. A total of 529 patients were referred to and seen by
the SPC team in 2021. The median survival for ESPC patients
was 6.6 (5.2–18.5) months, whereas the median survival for
the population in the palliative team was 2.2 (1.9–2.6)
months. Figure 1 illustrates a Kaplan Meier plot for patients
seen in the ESPC clinic and SPC team. Amongst the 134
patients, 76 patients (57%) had a follow up course in the
clinic as illustrated in the flowchart in Figure 2. Figure 3 illus-
trates the number of follow up visits in ESPC. Fifty-six (74%)
patients were completed in the ESPC clinic as it was possible
to resolve their palliative problems in this setting. Thirty-
three patients (25%) were referred directly to the SPC team

due to complex palliative care needs, requiring an interdis-
ciplinary effort. In total, the ESPC clinic managed to solve the
palliative issues in 81 of the 134 (60%) referred patients with-
out involving the SPC team. However, later on an additional
29 (36%) of the 81 patients initially finished from the ESPC
clinic developed complex palliative symptoms and were
referred to a SPC team. Table 4 illustrates the results of the
survey among the oncologic staff members. Fourteen physi-
cians and 34 nurses completed the survey. The majority of
the staff gave the ESPC clinic very high scores. The survey
demonstrated the clinic as helpful in the busy daily routines
of the oncologic outpatient clinic, covering important issues
of the patient’s complaints.

Discussion

Previous studies have shown that implementation of early
palliative care significantly improves quality of life and
reduces symptom burden in patients with advanced cancer
[1,14] which was one of the main reasons for introducing the
ESPC outpatient clinic. As described in the results section, to
assess symptom burden, we asked patients to fill out the
EORTC qlq-c30 pall prior to their visit in the clinic. Results
demonstrated that the majority of patients referred to the
ESPC clinic reported an inferior quality of life of a median of
3.4. This illustrated that there was a huge need for interven-
tion. In several cases, patients expressed gratitude when fin-
ishing the consultation, appreciating someone taking the
time to show interest in not merely their diagnosis, but in
them as a person, their lives and their loved ones. Our
results also showed the most prominent demand was for
improvement of pain management, improved treatment of
constipation, as well as management of psychological and
existential pain. These findings are concordant with the
results of Skjoedt et al. [15]. One could argue that symptoms
as pain and constipation ought to be handled by the onco-
logic staff. However, in a busy daily routine, focus of the dia-
logue is usually on treatment options concerning the
oncologic diagnosis, possible effects and side effects to this
treatment, prognosis and other oncologic issues. This might
have the consequence that dialogue about other symptoms

Table 1. Baseline characteristics.

Variable n (%) ¼ 134

Age, years
Median (range) 67.9 (31–89)

Sex
Male 59 (44)
Female 75 (56)

Civil status
Living alone 49 (37)
Married 85 (63)

Employment
Working 4 (3)
Retired 101 (75)
Off work sick 29 (22)

Diagnosis
Lung cancer 30 (22)
Breast cancer 28 (21)
Upper gastrointestinal cancer 21 (16)
Lower gastrointestinal cancer 13 (10)
Gynaecologic cancer 12 (9)
Head and neck cancer 10 (8)
Urinary cancer 7 (5)
Brain cancer 5 (4)
Prostatae cancer 6 (4)
Other 2 (1)

Oncologic therapy
Chemotherapy 63 (47)
No active treatment 37 (28)
Other cytostatic therapy 26 (19)
Radiotherapy 8 (6)

Table 2. Reason for referral.

Reason for referral n (%)

Pain 92 (69)
Psychological/existential pain 31 (23)
Declining general condition 18 (13)
Gastrointestinal symptoms 14 (10)
Dyspnea 8 (6)
Anxiety 3 (2)
More than one symptom 39 (29)

Table 3. Interventions in the ESPC clinic.

Pharmacologic treatment n (%)

Analgesics 94 (70)
Nausea 20 (15)
Antidepressant 9 (7)
Dyspnea 14 (10)
Constipation 71 (53)

Referral to other interdisciplinary coworkers n (%)

Social worker 11 (8)
Physiotherapist 9 (7)
Psychologist 16 (12)
Priest 2 (2)
Homecare nurse 33 (25)

Figure 1. Survival estimate of patient population in the ESPC clinic compared
to patient population in the SPC team.

524 S. U. A. GILL ET AL.



is not prioritized as highly, but this is merely an assumption.
It could also be speculated, that the busy atmosphere in the
outpatient clinic, may lead to many patients wishing to avoid
bothering the staff with their basic complaints. Patients
might also fear that their treatment possibilities will be
reduced, if they present too many complaints, which might
bias the symptoms reported to the oncologist. We believe
that patients might have fewer reservations in the ESPC con-
sultation, as focus of the dialogue is different, and the aim is
an improvement of symptom burden and QoL, and not a
matter of receiving treatment or not. Hence, as the oncolo-
gists manage the oncologic challenges, the ESPC staff can
concentrate on patient reported symptoms, and how their
disease affects their daily lives, rather than on diagnosis, dis-
ease stage and status. This opens up the possibility to touch
subjects of a more personal character, as there is also time

and sentiment for asking about psychological and existential
challenges for the patients and their relatives. Results
showed that most of our patients were terminated from the
ESPC clinic after the initial contact and only one follow up
visit. As we have only terminated patients, after either solv-
ing the issues they were referred with, or by referring them
to our SPC unit, this illustrates that patients were screened
effectively in the EPSC clinic. Patients with complex issues,
and a need for a more intense follow up course, were
quickly referred to the SPC clinic, and those with more basic
palliative care issues, were followed up and finished in the
ESPC clinic, demonstrating a rational use of resources in the
clinic. Some of the complex patients, primary younger
patients, who were assessed in the ESPC clinic had been
offered a referral to the SPC unit prior to the visit in the
ESPC clinic, but had declined due to the stigmatization of
being a patient connected to a SPC unit. During the consult-
ation in the ESPC clinic we were able to explain to these
patients the benefits of being referred, which made them
accept referral. Therefore, the ESPC clinic might also serve as
a catalyst for early referral to SPC in patients with a complex
symptom burden and reservations toward receiving SPC.
Furthermore, the ESPC clinic also acts as a filter, where differ-
entiation of non-complex versus complex patients is per-
formed effectively and with a high level of expertise. Based
on the above, we conclude that with our ESPC clinic, we
were able to make a difference in many patient’s daily chal-
lenges with a relatively low effort, and hence also low costs
for the health system. The Danish Palliative database [13]
have set a goal of no more than 10 days waiting time, from
referral to a SPC unit, to primary contact. Our waiting times
from referral to the first contact in the ESPC clinic did not
meet this criterion. This illustrates the high need of a pallia-
tive effort in palliative oncologic patients, and that the ESPC
clinic has filled a gap in treating and handling palliative care
needs of our oncologic patients, though more available slots
could be desired to bring down waiting times. We already
determined that the ESPC clinic has benefited the palliative
oncologic patients. We also wanted to determine satisfaction
with the clinic among the staff in the oncologic outpatient

Figure 2. Flowchart of patients seem in the ESPC clinic.
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Figure 3. Number of follow up visits.

Table 4. Survey of the staff.

Question asked (N¼ 48) Score (1–10)

Does ESPC clinic contribute positively to
the oncologic outpatient clinic?

9.5

Do your patients profit from the ESPC clinic? 9.7
Are you clearly aware of the referral criteria? 8.5
Do you see the ESPC clinic as a help for

you as a doctor/nurse?
9.1

Scores. visual analogue scale, 0 worst score, 10 best score.
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clinic, and hence conducted a questionnaire survey among
doctors and nurses in the clinic. Evaluation by the staff in
the oncologic outpatient clinic revealed a high level of satis-
faction with the ESPC clinic. We learned that the implemen-
tation process could have been even better by more
intensive introduction to the staff. It was expressed that clari-
fication of the referral criteria in addition to the oral and
written information about the ESPC clinic would be benefi-
cial. After completion of the survey, we made oral presenta-
tions of some of our data at the respective staff meetings
with the purpose of accommodating the wishes from the
staff. We specified in detail which patients might profit from
assessment in the ESPC clinic and which interdisciplinary
skills are not available there, but in the SPC unit. We believe
that this specification will increase the referral rate, and that
repeating this regularly would be beneficial. As mentioned
by Kaasa et al. the achievement of integration among the
different services and levels of health care is by no means
straightforward. Although it has been known for years that
integration of an early palliative approach at least results in
better quality of life for oncologic patients [7,14] and several
studies demonstrated a lesser consumption of health care
services [16] this process has not to our knowledge been
implemented as a routine at the oncologic departments in
Denmark. Whether the reason for this might be economic
limitations is unknown. We have not made any cost – benefit
analyses in our implementation process. Possible hurdles for
implementation of ESPC might be the meeting of two differ-
ent cultures with different foci—i.e., the tumor-centered and
patient-centered pathways. These two cultures need to join
forces and attend to the patient’s needs during the develop-
ment and implementation of the ESCPs. The development of
ESPC teams is a method for meeting these challenges [1]. In
the future, we aim to conduct follow up EORTC-question-
naires, to better evaluate the effect of our effort, including
improvements in QoL. Furthermore, we are currently working
on an electronic solution for the EORTC 30 questionnaire;
which will hopefully make it easier for the patient to fill out
the EORTC 30, and we will be able to automatically send out
follow up questionnaires. Our next area of development will
be expanding the staff composition to also include family
team employees (psychologists and social workers) to our
ESPC clinic, as these psychosocial family related problems
were prominent in many of our patients and we think that
many of them can be handled in an outpatient setting. It is
not our intention to phase out the home visits, as these pro-
vide a completely different insight into the family compos-
ition. However, if some of the consultations took place in the
ESPC clinic, one would be able to work with the issues earlier
in the process and thus perhaps be able to resolve chal-
lenges for the families earlier on. Moreover, it would save
time resources, which would benefit other patients. In add-
ition, it is our long term aim that the participating oncologic
nurses of the ESPC clinic will be able to undertake some of
the follow-up visits, which are currently carried out by the
doctors from the specialized palliative care unit. This could
free up more ‘doctor consultation sessions’ and thus provide
more patients the opportunity for ESPC. Unfortunately, we

did not conduct a follow up survey after 1–4weeks, as is
standard with other patients in the palliative unit. Hence, we
cannot demonstrate an effect of the effort in the ESPC clinic.
However, to the best of our knowledge, and based on the
oral feedback we have received from patients and their rela-
tives, we are convinced that we were able to help most of
our patients with reducing their symptom burden.

Ethics

As the study was conducted as a quality assurance study,
only approval from Odense University Hospital was necessary
and the approval was granted. The project was approved by
with the Danish title: ‘Tidlig palliativ indsats hos uhelbrede-
ligt syge kræftpatienter i et onkologisk forløb’ ¼ ‘Early pallia-
tive approach in incurable cancer patients during an
oncologic course’ as a quality assurance project. All patients
gave written and oral informed consent.

Conclusion

This work describes our first year experiences after imple-
menting an ESPC clinic in our Oncologic Department. Out of
101 admitted patients, we could solve the palliative needs
for 81 patients after one or a few consultations. The most
frequent palliative needs were pain, constipation and psy-
chological needs. A survey at the oncologic staff showed
large satisfaction with this new initiative, which hopefully in
the future will expand, so more patients with complex pallia-
tive needs may have consultations in the clinic.
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