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Abstract

Purpose A large volume of literature suggests that timely integration of palliative care (PC) enhances the well-being, quality
of life and satisfaction of patients and their families. It may also positively impact clinical outcomes and healthcare costs
throughout the disease trajectory. Therefore, reviewing clinical practice to reflect real-life situations regarding timely PC
integration is essential.

Methods This study, conducted at the Vienna General Hospital between March 2016 and August 2022, retrospectively exam-
ined PC consultation (PCC) requests. It aimed to assess the timeliness of PC integration by analysing the duration between
diagnosis and the first PCC request, as well as the interval between the first PCC request and death.

Results This study included 895 PCCs. The median time from diagnosis to the first PCC was 16.6 (interquartile range (IQR):
3.9-48.4) months, while the median time from the first PCC to death was 17.2 (IQR: 6.1-50.7) days. The median time from
diagnosis to first PCC was 10.4 months in females (confidence interval (CI): 6.0-14.8) compared to 10.6 months in males
(CI: 8.1-13.1; p=0.675). There were no gender disparities in the time from first PCC to death, with a median of 23.3 days
(CI: 15.6-31.0) for females and 22.3 days (CI: 16.2-28.4) for males (p =0.93). Fifty percent of patients died between 5 and
47 days after the first PCC.

Conclusion These findings highlight the discrepancy between the clinical perception of PC as end-of-life care and the exist-
ing literature, thereby emphasising the importance of timely PC integration.
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Introduction
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feroniki.adamidis @ meduniwien.ac.at Palliative care (PC) is the active, holistic care of people of

all ages with serious health-related distress [1]. PC is multi-
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and advance care planning. In the early stages of potentially
life-threatening illnesses, many patients endure debilitating
symptoms and psychosocial challenges, emphasising the
need for timely PC integration [2].

Over the past decade, a substantial body of research has
supported the incorporation of PC into the field of oncol-
ogy for patients living with advanced cancer [3-5]. The
focus has shifted from debating the need for PC to ascer-
taining the most effective approach to its implementation
[6]. Key considerations now include determining the best
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delivery model, the optimal timing for referrals, the patients
who would benefit the most from PC and the scope of PC
responsibilities within the oncology community. Given the
distressing symptoms and complexities encountered in the
early treatment stages of serious illnesses, it is essential to
identify the most effective methods and appropriate timing
for integrating PC into the overall care pathway [7].

Since the landmark study by Temel et al. in 2010 [8],
which examined the impact of early PC from the time of
diagnosis in advanced lung cancer, the concept of early PC
integration has gained prominence. The study demonstrated
that patients with stage IV lung cancer benefited from the
early PC perspective by preserving their quality of life,
maintaining their social environment, implementing their
treatment and care preferences and avoiding futile therapy
and high costs [9].

The shift from the phrasing early integration of PC to
timely integration of PC reflects a more nuanced and patient-
centred approach. Both terms emphasise the importance of
incorporating PC into a patient’s treatment plan but differ
in their implications [10, 11]. The term early implies that
PC should be offered as soon as a life-limiting illness is
diagnosed, often alongside curative or disease-modifying
treatments. By contrast, the term timely reflects a more flex-
ible and individualised approach, recognising that the opti-
mal timing for introducing PC should be determined by the
patient’s individual circumstances and may evolve as the
disease progresses [11]. This approach aligns with the prin-
ciples of patient-centred care, ensuring that PC is integrated
when it is most beneficial and supportive for the patient and
their family.

In their mixed-methods study, Zimmermann et al. pro-
posed the notion of the PC team as a proactive resource,
emphasising its effectiveness in optimising efficiency within
the healthcare system [12].

Many well-designed studies have shown that incorporat-
ing PC into treatment is beneficial and improves quality of
life without reducing survival [1, 8, 13—18]. However, struc-
tured and timely integration of PC remains the exception
rather than the norm.

General PC is defined as an approach that should be pro-
vided by healthcare professionals regardless of their special-
ity. Often referred to as general or primary PC, it requires
routine assessment of symptoms, expertise in symptom man-
agement and communication skills. These communication
skills include a willingness to discuss patients’ fears, con-
cerns and end-of-life (EOL) issues without fear of destroying
hope.

Specialist PC is provided by dedicated teams and applies
to patients with both oncological and non-oncological con-
ditions [19]. These teams should be involved in patient care
based on the availability of services and the specific needs
of the patients.

@ Springer

The European Society of Medical Oncology (ESMO)
guidelines recommend that PC services should be evidence-
based, integrated, dynamic and personalised. Ideally, PC
should begin at the time of diagnosis and continue through
survivorship or EOL [20]. ESMO also emphasises that PC
should be provided alongside disease-modifying treatments
and should not be limited to EOL care. The American Soci-
ety of Clinical Oncology (ASCO) also provides guidelines
for integrating PC into standard oncology care [15]. Fur-
thermore, data indicate significant distress levels at the time
of diagnosis of any serious illness, highlighting the need for
early intervention as the disease progresses [21].

However, the implementation of timely PC involvement
requires further refinement. The optimal timing for PC
involvement depends on a combination of factors, including
the patient’s burden and needs (physical symptoms, psycho-
social burden, caregiver burden and prognostic aspects) and
the goals that PC aims to achieve [22].

There is still no consensus on the best time to offer a PC
consultation (PCC) during the course of the disease [23].
The present study is the first to examine a real-world PCC
service in one of the largest academic hospitals in Europe. It
aims to assess PC integration by analysing two timeframes:
the period between diagnosis and the first request for PC
and the interval between the first request for PC and death.
These assessments provide insights into the timeliness of
PC initiation after diagnosis and the duration of PC support
before death, thereby improving our understanding of the
effectiveness of PC integration and its impact on patient care
and outcomes.

Methods
Data acquisition

The study sample includes cases of consultation requests
from wards seeking PC within their own setting, as well as
cases where transfer to the PC ward is deemed necessary. It
involves patients who received PCC services between March
2016 and August 2022 at Vienna General Hospital, the larg-
est academic hospital in Austria and one of the largest hos-
pitals in Europe. Patients with insufficient documentation
of their consultations were excluded. Digital patient records
were reviewed using the hospital’s computer information
management system (AKIM). Demographic information,
including age, sex, primary diagnosis and PCC-related
data, was extracted for each participant. Only authorised
personnel had access to the original data. Prior to analysis,
study-relevant data were pseudonymised using a sequential
pseudonymisation number, ensuring that only authorised
personnel had access to the original data.
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The study was conducted in accordance with the Dec-
laration of Helsinki and was approved by the Ethics Com-
mittee of the Medical University of Vienna (EK Number:
1333/2019).

PCC service at Vienna General Hospital

The Vienna General Hospital has approximately 1,700
beds with an integrated comprehensive cancer centre and a
12-bed PC unit (PCU) providing specialised PC. The PCU
records approximately 350 admissions per year. The admis-
sion process to the PCU involves three pathways: 1) PCC
Service: patients are assessed by a multidisciplinary team,
including a PC physician, to determine their needs and suit-
ability for inpatient care; 2) Outpatient Clinic for Palliative
Medicine: patients already receiving outpatient PC may be
referred for inpatient admission due to worsening symptoms
or complex needs; and 3) Referral by Mobile PC Teams or
Primary Care Physicians: mobile PC teams or attending
physicians can initiate admission by telephone for patients
requiring inpatient support.

A team consisting of a doctor and a nurse from the PCC
service provide PCCs to various units at the Vienna General
Hospital. The attending clinician must complete a consulta-
tion order form prior to the consultation, specifying whether
the patient should be referred to the PCU or if the requesting
unit only needs a consultation with the PC team. Possible
reasons for requesting a consultation (multiple responses are
possible) include pain, shortness of breath, nausea/vomit-
ing, psychological problems, nutritional problems, social
situation, carer relief, terminal care and care problems. The
level of care required by each patient is also assessed. It is
important to note whether a social worker has been involved
previously and whether the patient has been informed about
their current medical condition and the upcoming visit by
the PC team. The present study focused on the first contact
between a patient and the PC team, excluding PCU admis-
sions without prior PCC.

Statistical analysis

Data were reported as median, interquartile range (IQR) and
total range. Cumulative incidences of events were examined
using the log-rank test and presented using Kaplan—Meier
plots. The endpoints were survival since the diagnosis of
a life-limiting disease, time from diagnosis until the first
PCC and time from the first PCC to death. The statistical
analysis was conducted in two stages. First, the focus was
on the most frequent tumour groups (lung cancer, pancreatic
cancer, head and neck cancer, and colorectal cancer). Sec-
ond, these tumour groups were examined by sex, excluding
sex-specific diseases like breast and prostate cancers. A two-
sided p-value <0.05 was considered significant. Statistical

analysis was performed using SPSS (v.29) and GraphPad
Prism (v.8.0.1).

Results
Patient characteristics

The total sample consisted of 935 patients (50.9% female).
The analysis included 895 patients who received a PCC
and subsequently died (Table 1). The median age at diag-
nosis of the life-limiting illness was 64.7 (IQR: 54.0-73.5)
years, ranging from 16.2 to 97.0 years. The median age at
death was 67.8 (IQR: 57.3-76.5) years, ranging from 18.4
to 97.1 years. The median survival from diagnosis was
18.4 months, with an IQR of 5.7 to 50.8 months. Patients
spent a median of 20.3 (IQR: 10.1-36.5) days in the hospital.

Regarding PCCs, the median time from diagnosis was
16.6 (IQR: 3.9-48.4) months, while the median time from
the first PCC to death was 17.2 (IQR: 6.1-50.7) days
(Fig. 1). The total time from consultation to death ranged
from zero days to 5.4 years. A total of 19 patients (2.1%)
died on the day of their first PCC.

Analysis of frequent life-limiting diagnosis

The most common life-limiting diagnoses in the cohort
(n=434; 51.4% female; Table 2) were lung cancer (n =131;
14.0%), head and neck cancer (n =76; 8.1%), breast cancer
(n =72;7.7%), pancreatic cancer (n =67; 7.2%), colorectal
cancer (n =56; 6.0%) and prostate cancer (n =32; 3.4%).
The earliest diagnosis of a life-limiting condition occurred

Table 1 Demographic and clinical characteristics of patients who
received a palliative care consultation (PCC) (n=935)

Female — no. (%) 476 (50.9%)
Dead — no. (%) 40  (95.7%)
Age at diagnosis — years 64.7 (54.0-73.5)
Age at death — years 67.8 (57.3-76.5)
Survival since life-limiting diagnosis — months 18.4 (5.7-50.8)
Time to PCC — months 16.6 (3.9-48.4)
Time from PCC to death — days 17.2 (6.1-50.7)
Relative time from PCC to death related to 3.5 (0.9-15.5)
survival — %
Lung cancer — no. (%) 131 (14%)
Pancreatic cancer — no. (%) 67 (71.2%)
Colorectal cancer — no. (%) 56 (6.0%)
Head and neck cancer — no. (%) 76 (8.1%)
Breast cancer — no. (%) 72 (1.7%)
Prostate cancer — no. (%) 32 (3.4%)

Legend: Metric data are displayed as median and interquartile range.
PC palliative care
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at a median age of 56.1 (CI: 52.2-60.1) years for breast can-
cer (p=0.01). Median survival was shortest for pancreatic
cancer (6.6 [CI: 3.7-9.5] months) and lung cancer (8.6 [CI:
4.1-13.1] months) and longest for breast cancer (72.0 (CI:
59.2-84.8) months) (p <0.001; Fig. 2A). The time from the
primary diagnosis to the first PCC varied from less than one
year up to>5 years (p <0.001; Fig. 2B). The median time
to PCC was 5.2 (CI: 3.0-7.4) months for pancreatic cancer
and 6.6 (CI: 2.3-10.9) months for lung cancer. For breast
cancer, the median time was 70.2 (CI: 48.0-92.4) months.
There were no apparent diagnosis-related differences in the
time from the first PCC to death (p =0.141; Fig. 2C).

The longest time from PCC to death was observed in
patients with head and neck cancer (26.4 [CI: 16.0-36.8]
days), and the shortest time was 13.2 (CI: 5.0-21.4) days
in patients with prostate cancer. The highest observed per-
centage of time from PCC to death relative to the time since
diagnosis was 19.0% (6.7-31.4) in pancreatic cancer, while
the lowest percentage was 0.7% (0.2—1.2) in prostate can-
cer (p <0.001). Further time-related data according to life-
limiting diagnosis are shown in Table 2.

Disparities between sexes

In the general cohort, the median time from diagnosis to
death was 21.1 (CI: 17.5-24.7) months for females and 16.7
(CI: 14.4-19.0) months for males (p =0.027; Supplemental
Fig. 1). The time from life-limiting diagnosis to the first PCC
was 19.2 (CI: 16.0-22.4) months for females compared to
15.0 (CI: 11.9-18.1) months for males (p =0.032). Female
patients died within 19.2 (CI: 15.8-22.7) days after the first
PCC, while male patients died within 16.2 (CI: 13.4-19.1)
days (p=0.123). The relative time from PCC to death during

@ Springer

the period from diagnosis to death was 3.8% (CI: 2.9-4.6) in
females and 4.0% (CI: 3.0-5.0) in males (p=0.518).

Focusing on the frequent diagnosis (lung cancer, pan-
creatic cancer, colorectal cancer and head and neck can-
cer; n =330; 45.8% female) and excluding sex-specific
diseases (breast and prostate cancers), the median age at
the diagnosis of a life-limiting illness was 67.4 years for
females (CI: 64.1-70.7 years) and 65.2 years for males
(CI: 62.7-67.7 years; p=0.074). Median survival from pri-
mary diagnosis was 11.4 (CI: 7.9-14.8) months for females
and 13.1 (CI: 10.4-15.8) months for males (p =0.627;
Fig. 3A). The median time from diagnosis to the first PCC
was 10.4 months for females (CI: 6.0-14.8 months) and
10.6 months for males (CI: 8.1-13.1 months), with no statis-
tically significant difference (p =0.675; Fig. 3B). There were
no sex differences in the time elapsed from the first PCC to
the time of death, with a median of 23.3 (CI: 15.6-31.0)
days for females and 22.3 (CI: 16.2-28.4) days for males
(p=0.928; Fig. 3C). The relative time from the first PCC
to death during the remaining time since diagnosis to death
was 10.9% (CI: 5.3-16.6) in females and 6.0% (CI: 4.6-7.5)
in males (p =0.044).

Discussion

The results of this study underscore a prevailing pattern
where timely engagement with PC remains rare among
patients with a life-limiting diagnosis. Instead, the majority
of patients were referred for a PCC during the EOL phase
or even at EOL itself. The results suggest that the endur-
ing perception of PC is still primarily associated with the
care of the dying. This perspective is exemplified by the
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observation that out of 935 patients referred for PCC, a sub-
stantial 895 died within a median of 17.2 days after their first
PCC. Over 75% of patients referred for PCC died within less
than 51 days. This pattern was consistent across common
diagnoses and regardless of sex.

Consistent intervals between PCC and time of death were
observed regardless of whether the prognosis was unfavoura-
ble, as in advanced lung and pancreatic cancers, or suggested
the possibility of prolonged survival, as in prostate and
breast cancers. The percentage of time from PCC to death,
relative to the time from diagnosis to death, was higher in
cancers with unfavourable outcomes (e.g. pancreatic cancer).

We observed sex differences within the general cohort,
where the survival since diagnosis and time to PCC was
longer for women. Interestingly, no such difference was
observed in the time from PCC to death and the relative
time from PCC to death. This observation led us to conclude
that PCCs were sought at a similar time just before death.
Examining sex differences in the most common diseases in
our dataset, we found that the time from PCC to death and
from diagnosis to PCC showed parallel patterns for both
female and male patients. Notably, the percentage of time
from PCC to death regarding the remaining lifetime since
diagnosis was higher in female patients.

@ Springer

A systematic review by Bennardi and colleagues iden-
tified significant barriers to the integration of PC in hae-
mato-oncology patients [24]. Among these barriers are the
lack of awareness, experience and training of healthcare
providers in the principles and practice of PC, as well as
uncertainty about the optimal timing for PC interventions.
An international consensus process identified patient-
related triggers for timely PC, such as high symptom bur-
den, high emotional distress, desire to die, prognosis of
6—-12 months, progression after first-line palliative therapy
and an Eastern Cooperative Oncology Group (ECOG)
stage 2 status [25]. In a consensus process by Hui et al.,
there was no clear vote for either an ‘automatic’ inclusion
(e.g. from a certain tumour stage) or a ‘referral-based’
inclusion, which would be decided individually; instead,
a mixture of both approaches was recommended [26].
Ideally, PC should be initiated as early as possible in the
diagnosis of an advanced incurable disease. It can be pro-
vided alongside disease-specific therapy to tailor PC to the
individual patient and their needs and can also be initiated
after the end of disease-specific therapy. The cornerstones
of PC are the realistic achievement of defined treatment
goals, advanced care planning, symptom management
and ensuring that therapeutic benefits outweigh potential
harms. In the coming years, it will be crucial to regularly
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identify individuals with complex healthcare needs and
significant symptom-related challenges, as they are likely
to benefit most from the timely initiation of specialised
PC [27]. These studies suggest a paradigm shift: the tim-
ing of PC should be based on individual needs rather than
prognostic considerations.

PC can reduce anxiety and improve psychosocial symp-
tom burden by providing prognostic information [28].
Aggressive treatments, prolonged hospital stays and emer-
gency department visits may indicate poor quality of life at
the EOL. Ideally, this can be prevented by timely PC [29].
Despite the scientific evidence, the practical application of
timely PC is still scarce. Given our ageing society and ongo-
ing medical advances, where many diseases are no longer
curable but offer an improved prognosis, distressing symp-
toms should be identified as early as possible.

The results of the current study underline that PCCs
should not only be offered to dying patients in their last days
but should also provide targeted care and holistic symptom
relief early in the course of the disease. Additionally, timely
PC could help patients cope with their illness and prepare
for the future. Timely PC could also reduce the number of
deaths in hospitals. If patients are referred for PC shortly
before death, there may be less time to respect patients’ indi-
vidual goals and values. The frequent demand for PC skills
should indicate that routine PC training should be available
across different medical specialities to improve understand-
ing and appreciation of the role of a PC team [30].

Strengths and limitations

When interpreting the results of the current study, it is
important to consider its retrospective nature. Notably, this
study focuses on PCC at a single centre. However, the aim
was to determine the actual referral patterns for timely PC
in the largest hospital in Vienna.

Although Vienna General Hospital is the largest hospital
in the country and one of the largest hospitals in Europe, our
data cannot be considered representative of the entire coun-
try due to varying PC structures in different federal states.
Furthermore, we cannot exclude the possibility that patients
may have had contact with a PC team outside the hospital,
although this is unlikely based on our experience.

Practical implications

Timely PC should not necessarily be used synonymously
with timely specialist PC, as much of PC is provided as
basic oncology PC. For the integration of specialist PC,
identifying triggers for timely PC is necessary to facilitate
meaningful and effective integration. Such collaborations
should be based on patient needs and consider availability
and resources. PCCs require human resources, making the

availability of PC services crucial in determining the best
place of care in consultation with patients, their caregiv-
ers and the medical team. The timely integration of PC
services into Comprehensive Cancer Centres is essential.
Additionally, providing PC to patients with non-malignant
conditions remains a challenge [31]. Multi-professional
and multi-sectoral comprehensive care is a major chal-
lenge. Quality control and patient-reported outcome
measures are essential to assess the type of care provided
by different PC services, evaluate treatment outcomes and
promote early PC based on outcome data [16, 32]. Prog-
nostic management approaches include recommending
PC support at the time of diagnosis of stage IV disease
or using the surprise question: ‘Would you be surprised
if the patient died within the next year?’ [33, 34]. The
results of a randomised controlled trial in patients with
advanced cancer patients show that early and systematic
integration of PC is more beneficial than PCCs offered on
an as-needed basis [35]. Regular assessment of symptoms
can lead to significant improvements in quality of life and
even overall survival [23]. The goal of timely integration
of PC could be achieved through low-threshold services,
such as outpatient services, 24-h telephone numbers
and the availability of primary PC services. Such a low-
threshold approach may also be appropriate for patients
with a longer life expectancy and less aggressive disease.
For PC to be effective at an early stage, PC providers
should also be open to concurrent disease-related thera-
pies. Health professionals in different settings need to
reflect on their own attitudes towards PC. A large number
of studies [25-27] have demonstrated the positive effects
of timely PC on various outcome parameters later in the
course of the disease using very different approaches.
Dual awareness is needed to meet the requirements of
both modern disease-oriented treatment concepts and
comprehensive PC.

Conclusion

The findings of this study highlight the ongoing chal-
lenges associated with providing timely PC in the real-
world setting of a tertiary care centre. In summary, the
results emphasise the critical need for enhanced education
regarding the importance of timely PC. The scarcity of
resources available for PC and the prevailing misconcep-
tion of PC as primarily EOL care underscore the urgency
of PC education.

Identification of triggers for timely PC integration is
essential to facilitate maximum benefit. The implementa-
tion of PC should be based on the needs of the patient while
considering availability and resource constraints.

@ Springer
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Timely PC can significantly impact the prioritisation of
care goals, which may include improving quality of life,
enhancing communication, increasing prognostic awareness
and providing support for family caregivers.
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