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Abstract Page 

Problem: Individuals diagnosed with advanced lung cancer encounter a life-limiting illness 

compounded by a high symptom burden and quality of life issues.  Despite evidence of complex 

care needs during many phases of the illness and evidence supporting the contribution of 

palliative care interventions to relieve symptom burden and psychosocial distress, health care 

providers typically delay referrals to palliative care until the final days of life.  Numerous 

barriers contribute to limited utilization of palliative care by lung cancer providers including: 

lack of knowledge about palliative care, uncertainty about criteria for palliative care, timing of 

referral to palliative care in the disease trajectory, and attitudes about palliative care or the role of 

specialists.  Published data on lung cancer referrals to a palliative care consultation service (PCS) 

at the researcher’s institution indicated that referrals were made for 8% (n=118) of lung cancer 

patients admitted over a 3.5-year period.  Referrals occurred late in the disease trajectory and late 

during the hospital stay (6-day median pre-consult length of stay ([LOS]).  To improve referral to 

palliative care, palliative care experts recommend evidence-based education of providers about 

palliative care and the use of referral criteria to identify eligible patients 

Objective: 1. To develop and implement a multi-faceted educational intervention including 

referral criteria for lung cancer providers (physicians and nurse practitioners) caring for 

hospitalized lung cancer patients.  2. To assess the impact of the interventions on outcome 

measures indicative of provider referral patterns compared to previously published baseline data. 

Design: A single group post-test only quasi-experimental design was used to measure outcomes 

(number of referrals, reasons for referral, pre-consult LOS, performance scores and patient 
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discharge disposition) following implementation of the educational intervention including 

referral criteria. 

Sample: Two inpatient oncology provider teams in an urban teaching hospital with 700 beds.   

Methods: The intervention consisted of a didactic presentation to key oncologists and nurse 

practitioners about palliative care needs of lung cancer patients, the role of the palliative care 

consultation team, and the referral criteria followed by education outreach visits to 4 oncologists 

and 2 nurse practitioners to reinforce the educational content.  The investigator also attended 

weekly interdisciplinary oncology team meetings to provide written copies of referral criteria. 

Data Source: Baseline and post-intervention data from the Palliative Care Service database. 

Results: Data were collected for 2.5 months following the initial didactic education session and 

introduction of referral criteria.  Lung cancer remained the diagnosis most frequently referred to 

the PCS.  Oncology providers referred 21.4% (n=3) of all lung cancer admissions to PCS post 

intervention, compared to 20.5% (n=32) during the baseline period.  Ten patients with cancers 

other than lung cancer were also referred, and their data aggregated with lung cancer referral 

data.  Patients were mostly female (53%), African American (61.5%), and had a mean age of 

58.7 years.  The top reasons for referral were end of life issues, goals of care discussion, and 

advanced care planning in the post-intervention sample, similar to baseline data.  Following the 

intervention, more referrals for pain management (31% versus 18%) were made compared to 

baseline data and the pre-consult LOS was shorter (median-1 day).  Additionally, more patients 

were discharged alive (100%, n=13 versus 70%, n=83), and more were enrolled in hospice (77%, 

n=10 versus 41%, n=48).  Implications: The study design, a short data collection period, and 

small number of lung cancer referrals limited interpretation of the impact of this intervention.  



LUNG CANCER PROVIDER EDUCATION AND REFERRAL CRITERIA 

 

 

3 

The addition of non-lung cancer referrals to the data analysis showed promising trends favoring 

the intervention but lack of a baseline comparison was a limitation.  Dissemination of initial 

results will be presented to oncology providers and a longer data collection period will ensue. 
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Overview 
Statement of Practice Problem 
 
 Individuals with life-limiting illness compounded by a high symptom burden, such as 

those diagnosed with advanced lung cancer, are appropriate candidates for specialty palliative 

care consultation (Griffin, Koch, Nelson & Cooley, 2007; Temel, Pirl & Lynch, 2006; Temel et 

al., 2010).  In 2010 an estimated 157,300 Americans were expected to die from lung cancer, 

ranking it the number one cause of cancer-related death among both men and women (Jemal, 

Siegel, Xu, & Ward, 2010).  Although chemotherapy potentially prolongs life in these patients, 

its effect is generally limited to a few months and is associated with medical complications, pain 

and other symptoms, quality of life issues, and high care costs (Barbera, Taylor & Dudgeon, 

2010; Lutz, et al., 2001; Podnos, et al., 2007; von Gunten, 2005).  Despite evidence of complex 

patient care needs during many phases of the illness and the evidence supporting the contribution 

of palliative care interventions in reducing symptom burden and distress, health care providers 

typically delay referral to palliative care until the final days of life (Griffin et al., 2003).  The gap 

between the care needs of this patient population and provider referrals to palliative care is the 

focus for this capstone proposal (Goepp et al., 2008). 

Background of Practice Problem 

 The aims of palliative care are promotion of quality of life for patients with life-limiting 

illness, prevention and treatment of suffering, and alignment of patient wishes with health care 

choices (Meier, Casarett, von Gunten, Smith, & Storey, 2010).  Historically associated with care 

of the dying, today the scope of palliative care has expanded from time of diagnosis of life-

threatening illness throughout chronic illness care (see Figure 1).  The National Comprehensive 

Cancer Network (2010) clinical practice guidelines recommend the introduction of palliative 
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care to all cancer patients at initial diagnosis and its integration throughout all phases of 

treatment.  Therefore, patients are neither required to abandon life-prolonging medical treatments 

nor be close to death to receive palliative care.  Evidence emerging from randomized controlled 

trials has demonstrated benefits of palliative care for patients with chronic illness or cancer 

which include: symptom relief, improved patient/family satisfaction, longer survival, lowered 

cost of care, higher quality, earlier transition to hospice care and more compassionate care at the 

end-of-life (Bakitas, et al., 2009; Delgado-Guay, Parsons, Li, Palmer, & Bruera, 2009; Fromme, 

et al., 2006; Gade, et al., 2008; Morrison, et al., 2008; Ogle, Mavis, & Wyatt, 2002; Temel et al., 

2010; Zimmerman, Riechelmann, Kryzyzanowska, Rodin, & Tannock, 2008).  

Multiple factors contribute to limited utilization and late referral for palliative care among 

patients with life-limiting illnesses and cancer (Ahmed et al., 2004; Brickner, Scannell, Marquet, 

& Ackerson, 2004; Enguidanos, et al., 2009; Goepp, et al., 2008; Huskamp, et al., 2009; 

Johnson, Girgis, Paul, & Currow, 2008; Melvin & Oldham, 2009; McGorty & Bornstein, 2003; 

Ogle, et al., 2002; Pavlish & Ceronsky, 2007; Snow et al., 2009; Whedon, 2001).  These barriers 

include health care provider factors, such as difficulty with prognosticating in advanced illness, 

reluctance to initiate end-of-life conversations with patients, misperceptions of palliative care 

services, or lack of knowledge about when to make a referral.  Cultural attitudes in the US about 

health care, association of palliative care with hospice care and death, and a tendency to deny 

death explain the hesitancy of patients or their families to consider palliative care (Lorenz, 

Shugarman, & Lynn, 2006).  Referral patterns to palliative care provide insight into barriers and 

opportunities for educational interventions that might correct misperceptions, increase 

knowledge about palliative care availability and influence provider practice. 
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 In the practice setting of this capstone project, a 700-bed academic medical center, 

previously published data on providers’ referral practices indicated that palliative care 

consultation was infrequently considered for lung cancer patients (Reville, Miller, Toner, & 

Reifsnyder, 2010).  In an analysis of three years of data following the inception of a palliative 

care consultation service (PCS), 1,476 lung cancer patients were discharged from this hospital 

(Reville, et al., 2010).  Only 8% (118) among these were referred to a palliative care consultation 

service.  The patients referred for palliative care consultation had lower performance status 

scores and were more likely to die than patients not referred.  Despite these indicators of debility, 

referrals were far less common for symptom management (18%) or psychosocial distress (4%) 

compared to other reasons for referral.  These referral patterns are consistent with reports in the 

literature that reflect limited access to palliative care until late in the disease trajectory and 

underutilization of palliative care professionals to address symptoms and psychosocial concerns 

(Center to Advance Palliative Care (CAPC), 2005; Goepp, et al., 2008).  These findings were the 

impetus for development of educational interventions to promote more frequent and earlier 

referrals by lung cancer providers.    

Educational strategies including written materials, didactic presentation, and educational 

outreach visits have been used to influence health care professionals’ practice (Grimshaw et al., 

2001; Grimshaw et al., 2004; Martin, Doig, Heyland, Morrison, & Sibbald, 2004; O’Brien, et al., 

2007; Rowe et al., 2007; Shorr, Niven, Katz, Parker, & Eliasson, 2000).  However, there is a lack 

of evidence favoring the effectiveness of any single method.  Rather, a combination of 

educational strategies is generally recommended (Greco & Eisenberg, 1993).   
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Numerous experts have recommended health care provider education about palliative 

care and the use of specific patient criteria to identify eligible patients for palliative care referral, 

with a goal of increasing palliative care utilization (Ahmed, et al., 2004; CAPC, 2005; 

Enguidanos, et al., 2009; Goepp et al., 2008; Meier & Sieger, 2004; National Priorities 

Partnership, 2008; Weissman & Meier, 2011).   Researchers have used referral criteria to 

determine subject inclusion in studies demonstrating positive outcomes of palliative care 

involvement such as reduced length of hospital stay, earlier referral, mortality prediction, 

improved quality of life, and lower utilization of acute care settings, (Bakitas, et al, 2009; Bell, 

Warren, & Sivec, 2003; Brumley, Enguidanos, & Hillary, 2003; Byock, et al., 2003; Campbell & 

Guzman, 2004; Hicks et al., 2010; Norton et al., 2007; Saint-Emma, Roach, Gill, Spayde, & 

Taylor, 2002).  However, there is a gap in the evidence supporting the effectiveness of referral 

criteria to educate providers, facilitate patient referrals, address providers’ barriers to consult 

palliative care, provide guidance on criteria development or to impact timing of the referral in the 

disease process (Ahmed et al., 2004; Hicks et al., 2010; Norton et al., 2007).  

Theoretical Framework 

 The domains of palliative care. 

 The conceptual framework for palliative care guided this project.  The practice of 

palliative care is defined within eight domains of care that adhere to the core values of 

interdisciplinary collaboration, patient/family-centered care, promotion of optimal functioning, 

and quality of life for patients (see Appendix A for domains table) (National Consensus Project 

for Quality Palliative Care, 2009).  The fundamental elements of palliative care practice are pain 

and symptom management, alleviation of psychosocial distress, culturally-sensitive 
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communication to assist with decision making, coordination of care across different settings and 

compassionate care of the dying and bereaved (National Consensus Project for Quality Palliative 

Care, 2009).  The Clinical Practice Guidelines for Quality Palliative Care are based on the eight 

domains of palliative care and serve as a guide for developing palliative care programs, practice 

and evaluation (2009).  

 The structure and processes of care domain was the focus of this capstone project.  The 

structures of care include operational features such as policies, personnel, and financial resources 

to support a palliative care program (Weissman & Meier, 2008).  Processes of care include the 

components governing daily palliative care clinical activity; for example, referral criteria used to 

screen for appropriate patients, tools to assess symptoms, and practices relevant to documenting 

and communicating recommendations for patient care (Weissman, Meier, & Spragens, 2008).  

The outcomes of care include the number of consults, results of patient satisfaction surveys, or 

symptom severity scores (Seow, et al., 2009; Hui et al., 2010).  Due to the recent development of 

palliative care as a specialty over the last decade, systemic outcome measurement derived from 

processes of care is still at a nascent stage (Meier et al., 2010; Weissman, Meier, & Spragens, 

2008; Zimmerman, et al., 2008).   

Project Purpose 

The primary aim of this capstone project was to develop and implement a multi-faceted 

educational intervention for physicians and advanced practice nurses caring for lung cancer 

patients in an acute care medical center (see Appendix B for outline of practice problem) 

(Newhouse, R. P., Dearholt, S. L., Poe, S. S., Pugh, L. C., & White, K. M., 2007).  The 

investigator, an advanced practice palliative care nurse and assistant director of the hospital’s 



LUNG CANCER PROVIDER EDUCATION AND REFERRAL CRITERIA 

 

 

16 

palliative care service, delivered the educational intervention.  This intervention included an 

educational didactic for physicians and nurse practitioners from the Solid Tumor Division, 

educational outreach visits to key oncologists and advanced practice nurses involved with 

inpatient oncology care, and provision of referral criteria in written format for provider reference 

(see Appendix E project referral criteria). 

The second aim of the project was to assess the impact of the intervention using outcome 

measures indicative of provider referral patterns.  Outcome measures were: frequency and 

reasons for referral, particularly of patients with lung cancer, referring specialty, performance 

status, number of hospital days prior to consultation and discharge disposition compared to PCS 

data prior to the project. 

Key Assumptions 

 The capstone project relied on the following assumptions derived from an evidence 

review: 

1. Many barriers contribute to providers’ underutilization of palliative care for patients with 

lung cancer both in the US health care system and in this study setting (Ahmed et al., 

2004; Brickner, Scannell, Marquet, & Ackerson, 2004; Enguidanos, et al., 2009; Goepp, 

et al., 2008; Huskamp, et al., 2009; Johnson, Girgis, Paul, & Currow, 2008; Melvin & 

Oldham, 2009; McGorty & Bornstein, 2003; Ogle, et al., 2002; Pavlish & Ceronsky, 

2007; Snow et al., 2009; Whedon, 2001). 

2. Providers’ knowledge and attitudes about palliative care can be surmised from direct and 

indirect measures that reflect their patterns of referral.  Direct measures include 
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frequency of referral, reasons for referral and timing of referral in the patient’s hospital 

stay.  Indirect or proxy measures of providers’ referral patterns are derived from patient 

measures such as performance status, discharge disposition and length of stay (Reville, et 

al., 2010; Weissman, Meier, & Spragens, 2008)). 

3. Focused educational efforts complemented by specific referral criteria can facilitate 

change in provider referral practice (Ahmed et al., 2004; Greco & Eisenberg, 1993; 

Grimshaw et al., 2001; Grimshaw et al., 2004; Hicks & Distefano, 2011; O’Brien, et al., 

2007; Rowe et al., 2007; Shorr et al., 2000).  

4. Education of gatekeeper providers, i.e., attending oncologists, can influence referrals 

from all providers and staff within the oncology team (McGorty & Bornstein, 2003).   

Significance 

 This capstone project addressed provider barriers to palliative care referral using an 

evidence-based approach.  The introduction of a multi-faceted educational intervention that 

included education and referral criteria in this capstone project added a new palliative care 

service process linked to outcomes in the project setting.  Findings from this project suggest the 

feasibility of a combined approach to change provider referral patterns to palliative care. 

 Lung cancer is prevalent nationally and in this project setting.  Persons with advanced 

lung cancer can benefit from early palliative care involvement although evidence suggests they 

are underserved.  This project provides an example of the use of evidence-based approaches to 

address gaps in access to palliative care among a high need population by assisting oncology 
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providers to understand when to refer their patients to palliative care consultants (Elsayem, et al., 

2006)  

 A recently published consensus report from the Center to Advance Palliative Care 

supports both the focus and methods chosen for this project (Weissman & Meier, 2011).  First, 

the consensus report advocated system-wide changes in processes of care to identify appropriate 

hospitalized patients for palliative care consultation with a goal to promote optimal palliative 

care utilization.  The use of referral criteria is a novel process of care in the project setting.  

Second, the report advised that strategies should include, but not be limited to provider education 

as was also conceived for this capstone project.  Third, the consensus panel members 

recommended development and implementation of referral criteria to screen patients for 

palliative care needs and provided specific examples of criteria.  The congruence between this 

consensus document and the assumptions of this project underlines its significance as a 

contribution to a growing literature on palliative care implementation in the hospital setting. 
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Review of Literature 

Introduction 

 Palliative care for patients with serious or chronic illness such as cancer has been shown 

to lessen symptom burden, improve satisfaction with care and reduce health care expenditures 

(Gade et al., 2008; Morrison et al., 2008; Zimmerman, et al., 2008).  Clinical practice guidelines 

and health policy consensus support the integration of palliative care into oncology care from the 

point of diagnosis (Grant, Elk, Ferrell, Morrison, & von Gunten, 2009; National Comprehensive 

Cancer Network (NCCN), 2010; Walling et al., 2008).  Despite widespread support for palliative 

care, there are many barriers to its utilization by health care providers and to more universal 

adoption of palliative care models for chronic illness and end-of-life care (Ahmed, et al., 2004; 

Beckstrand & Kirchhoff, 2005; Brickner, Scannell, Marquet, & Ackerson, 2004; Byock et al., 

2003; Ewing, Farquhar, & Booth, 2009; Goepp, et al., 2008; Huskamp et al., 2009; Johnson, 

Girgis, Paul, & Currow, 2008; Lorenz et al., 2006; McGorty & Bornstein, 2003; Snow et al., 

2009).  Referral criteria have been used to identify patients likely to benefit from palliative care 

consultation, but there is limited evidence of their utility to increase referrals among lung cancer 

patients earlier in the disease course (Ahmed, et al., 2004; Hicks, et al., 2010; Hicks & Distefano, 

2011; Weissman & Meier, 2011). 

The first part of this literature review outlines two palliative care models: acute inpatient 

palliative care and hospice care, in the home or inpatient setting.  The next section includes a 

review of barriers to utilization of palliative care, followed by a section on the impact of these 

factors on care for patients with lung cancer.  In the final section, the palliative care domain, 
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structure and processes of care serves as the conceptual framework for a review of published 

accounts of educational efforts including referral criteria to promote palliative care. 

Current Palliative Care Models 

 Health policy leaders charged with setting national priorities have highlighted two current 

models exemplifying compassionate, quality care for patients with life-limiting illness as well as 

reducing care costs: palliative care consultation and hospice care (Brumley, et al., 2003; 

Morrison et al., 2008; National Consensus Project for Palliative Care, 2009; National Priorities 

Partnership, 2008).  Over 80% of US hospitals with a 300 or greater bed capacity have a 

palliative care program such as a consultation service, inpatient unit or outpatient clinic (CAPC, 

2010; Weissman, Meier, & Spragens, 2008).  Interdisciplinary hospital-based palliative care 

teams comprised of physicians, nurses, social workers, chaplains and other professionals provide 

expert symptom management and communication with families concurrent with life-prolonging 

treatments at any disease stage or the end of life.  The hospital-based palliative care consultation 

service is the model of interest in this capstone project. 

 The hospice care model serves patients with a limited life expectancy by providing 

compassionate end-of-life care based on individual needs for pain and symptom alleviation along 

with psychosocial and bereavement services for the entire family.  Thirty-eight percent of all US 

decedents were enrolled in hospice in 2008 and 41.3% had a cancer diagnosis (National Hospice 

and Palliative Care Organization (NHPCO), 2009).  Hospice care supports family caregivers in 

the patient’s home for approximately 80% of enrollees.  Inpatient hospices located in hospitals or 

other facilities serve as the site of end-of-life care for 21% of US hospice patients.  Specific 

criteria for hospice eligibility include a physician’s prognosis of six months or less, completion 
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of life-prolonging treatment or technologies, and the patient’s consent to enrollment.  In addition, 

published criteria for hospice eligibility in non-cancer diagnoses are available for use by hospice 

and palliative care professionals, case managers and other health care providers. 

Barriers to Utilization of Palliative Care 

 The gap between the needs of patients with chronic and terminal illness and utilization of 

palliative care models was extensively studied in 1995 (Goepp et al., 2008; Lorenz, Shugarman, 

& Lynn, 2006; SUPPORT Principal Investigators, 1995).  The findings of the landmark Study to 

Understand Prognoses and Preferences for Outcomes and Risks of Treatments (SUPPORT) 

provide a fundamental understanding of the need for palliative care in the US health care system.

 The SUPPORT enrolled nearly 5,000 hospitalized patients with at least one chronic 

condition over a 2-year period.  Observations revealed shortcomings in accurate prognostication 

for survival from advanced chronic illness and lack of communication by providers with patients 

about end-of-life care preferences, specifically regarding cardiopulmonary resuscitation and 

continuation of aggressive, life-prolonging treatment such as mechanical ventilation.  A third of 

participants died during or after an intensive care unit stay.  Among decedents, the study showed 

that half died in moderate to severe pain.   

 The second phase of the SUPPORT featured interventions to assist physicians to 

determine prognosis and communicate with patients about end-of-life preferences.  However, 

these efforts failed to show substantial change in outcomes from the earlier phase of the trial 

(SUPPORT Principal Investigators, 1995; Haidet et al., 1998).  Sixteen years following the 

SUPPORT, there is considerable evidence that seriously ill patients still do not receive care 

according to their preferences or effective management of suffering (Grant et al., 2009; 
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Steinhauser, et al., 2000).  The disappointing state of chronic illness and end-of-life care 

continues to serve as an impetus to change provider behaviors (Lorenz, et al., 2006).  

 Difficulty with prognostication. 

Doctors have expressed that difficulty in formulating a prognosis for their patients is a 

significant barrier to palliative care referral (Brickner, et al., 2004).  Even experienced clinicians’ 

accuracy in determining prognosis has been found to be lacking (Lamont & Christakis, 2001; 

Lorenz et al., 2006; McGorty & Bornstein, 2003; Shorr et al., 2000).  Because of the prevailing 

belief among clinicians that poor prognosis or even imminent death are required for initiation of 

palliative care referral, physicians and other providers are less likely to initiate referral if they are 

uncertain about prognosis. 

In a prospective cohort study, 258 physicians were asked to formulate estimates of 

survival for 356 of their own patients with cancer and to state what survival estimate they would 

convey to the patient/family if specifically asked to do so (Lamont & Christakis, 2001).  Only 

37% of physicians predicted they would communicate their formulated prognosis if solicited, 

22.7% stated they would not, and 40.3% admitted they would provide a prognosis different from 

the formulated one.  When the actual patient survival outcomes were compared to the 

physicians’ predictions it was apparent that, physicians’ communicated prognoses that were 

significantly longer than their formulated prognoses and exceeded the patients’ actual survival.  

It is evident that prognostication and communication skills are closely linked, as shortcomings in 

prognostication skills are compounded by reluctance or inability to communicate effectively 

about end-of-life issues (Huskamp et al., 2009; Lamont & Christakis, 2001).   

Avoidance of end-of-life communication. 
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Communication is a fundamental clinical skill for health care professionals caring for 

persons with cancer and other life-limiting illness (Back, Arnold, Baile, Tulsky, & Fryer-

Edwards, 2005: Buckman, 2001).  There is evidence of poor execution of communication skills 

and a need for training among doctors and nurses (Malloy, Virani, Kelly, & Munevar, 2010; 

Pollak et al., 2007; Lorenz et al., 2006; Wittenberg-Lyles, Goldsmith, & Ragan, 2010). 

Prognostic disclosure with ensuing conversations about end-of-life care preferences is often 

withheld unless patients ask the doctor directly (Gordon & Daugherty, 2003).  Yet without 

precise information about what they can expect, patients are more likely to continue aggressive 

care rather than consider transitions to palliative care (Weeks et al., 1998). 

Oncologists often fail to provide accurate prognosis or broach end-of-life conversations 

until treatment options are exhausted (Huskamp et al., 2009; Lamont & Christakis, 2001). 

Providers’ reluctance to initiate conversations regarding end-of-life issues derives from fears of 

causing emotional harm to patients, perceived drain on time, discomfort with discussing death, 

lack of reimbursement for end-of-life discussions, and the emotional stress of a bad news 

conversation (Fine, Reid, Shengelia, & Adelman, 2010; Goepp et al., 2008; Gordon & 

Daugherty, 2003; Hancock, 2007).  Huskamp and colleagues (2009) found that only 53% of 

stage IV lung cancer patients in a multiregional study (N= 1517) had a physician-initiated 

discussion of hospice two months prior to death.  This communication gap occurred despite 

national guidelines advocating introduction of palliative care options at diagnosis or at least one 

year prior to expected demise (NCCN, 2010).  

The clinical outcomes of suboptimal or neglected communication between providers and 

patients about prognosis and end-of-life are reflected in the use of life-prolonging technologies at 



LUNG CANCER PROVIDER EDUCATION AND REFERRAL CRITERIA 

 

 

24 

odds with patient preferences, e.g., lack of ‘do not resuscitate’ orders, prolonged hospitalization, 

emotional distress in patients and family members, under treatment of pain, and underutilization 

of palliative care (Wright et al., 2008). Wright and colleagues (2008) sought to understand the 

relationship between doctor-patient conversations about end-of-life care preferences and actual 

medical care received in the final stage of illness.  They followed a prospective cohort of 

advanced cancer patients at seven different outpatient sites, and tracked the measures of medical 

care, e.g., mechanical ventilation, cardiopulmonary resuscitation, utilization of hospice, and 

quality of life scores.  The patients who reported an end-of-life discussion with their doctor had 

significantly less life-prolonging interventions, better quality of life, and longer time away from 

the hospital at the end of life.  Notably, these end-of-life conversations, which are often assumed 

to precipitate psychological damage, were not shown to cause serious distress in patients or their 

survivors.   

Unfortunately, end-of-life conversations between providers and patients are not the norm 

(Goepp et al., 2008; Huskamp et al., 2009; Lamont & Christakis, 2001).  Referral to palliative 

care is included among evidence-based recommendations to help address the patient-provider 

communication gap and match care plans to patient wishes (Meier et al., 2010; Walling et al., 

2008).  Palliative care professionals can effectively facilitate end-of-life discussions between 

providers and patients as well as families to elicit patient preferences, and assist in decision-

making about treatment options.  

Lack of knowledge about palliative care options. 

There is evidence that providers lack knowledge or have misinformation about the range 

of services offered by palliative care, eligibility criteria, cost and when to initiate referrals 
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(Enguidanos et al., 2009; Goepp et al., 2008; McGorty & Bornstein, 2003; Pavlish & Ceronsky, 

2007; Snow et al., 2009).  Deterred by the negative connotation of palliative care as exclusively 

end-of-life care, both providers and patients often remain unaware that patients can receive 

palliative care concurrent with ongoing life-prolonging treatment (Hui et al., 2010).   

Provider attitudes about palliative care. 

Physicians at both general practice and specialty levels may be the gatekeepers to 

palliative care and hospice referral (McGorty & Bornstein, 2003).  Despite reported benefits of 

palliative care consultation, many oncology providers feel both comfortable and competent to 

address symptom issues and end-of-life communication without need for specialty referral 

(Johnson et al., 2008; Pavlish & Cernosky, 2007; Snow et al., 2009).  Physician knowledge and 

attitudes about palliative care can only be surmised based on referral patterns characterized by 

late referral or under-adoption of palliative care (Brickner et al., 2004; Goepp et al., 2008; Hui et 

al., 2010; Huskamp et al., 2009; Reville et al., 2010).   

 Non-physician providers can advocate for palliative care referrals or create barriers to 

them (Ahmed et al., 2004; Pavlish & Ceronsky, 2007).  In a survey of oncology nurses, subjects 

often did not consider specialty palliative care consultation because the domains of palliative 

care were within their own scope of practice.  However, they expressed frustration with a lack of 

time to address patients’ palliative needs.  In a health care system that prioritizes aggressive 

treatments over supportive ones, nurses lament that the care needs of patients who are neither 

curable nor hospice-eligible seem secondary (Whedon, 2001).  These barriers argue for better 

collaboration between oncology nurses and their palliative care counterparts as well as education 

on how a palliative care consultation might foster nursing care goals.  
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A survey of 71 US cancer centers was used to elicit opinions from cancer center 

administrators and palliative care physicians about the scope and level of integration of palliative 

care programs with cancer care (Hui et al., 2010).  More than 78% of the surveyed cancer centers 

had specialty palliative care programs.  Nonetheless, there was consensus that oncologists delay 

referral until late in the illness process.  Of the 71 cancer centers, 61 were National Cancer 

Institute (NCI)-designated centers.  In the NCI-designated centers, patients were referred to an 

inpatient palliative care service a median of 7 days prior to death.  

Brickner et al. (2004) surveyed 111 medical internists in a health maintenance 

organization about their perceptions and knowledge regarding hospice.  While 78% of physicians 

agreed that hospice was underutilized, their knowledge of referral criteria was lacking.  Only 

26% could accurately identify eight diagnoses appropriate for hospice referral, and 12% were 

familiar with the National Hospice Organization’s published tool for determining prognosis and 

eligibility for hospice.  Physicians cited lack of time to discuss end-of-life issues as their most 

significant barrier to hospice referral.  In 28% of respondents, there was concern that patients and 

families might misinterpret a hospice recommendation merely as a means to cut health care 

costs.  

However, some physicians will not use palliative care due to the misperception that 

palliative care consultation will usurp their role in directing the patient’s care (Johnson et al., 

2008).  This gap in understanding of palliative care’s consultative and assistive role creates a 

barrier to referral and an opportunity for provider education as a means to change provider 

referral patterns.   

Cultural barriers between patients and providers. 
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Denial of death is a significant factor in the US culture often creating mutual avoidance 

to discuss palliative care among patients and their doctors (Huskamp et al., 2009; McGorty & 

Bornstein, 2003).  This prevailing attitude is reinforced by a health care reimbursement structure 

that provides incentives to treat seriously ill patients aggressively despite minimal benefit rather 

than suggesting a transition to palliative care (Huskamp et al., 2009; Lorenz et al., 2006; 

McGorty & Bornstein, 2003; Meier et al., 2010).  However, the evolution of these attitudes is 

complex and varies by the culture, ethnicity and socioeconomic status of both providers and 

patients (Ahmed et al., 2004). 

Some patient groups have an innate distrust of the health care system and opt for more 

technical, aggressive care despite unlikely survival (O’Mahony et al., 2010).  Among minority 

patients of lower socioeconomic status in urban areas, the palliative care philosophy of doing 

less may be antithetical to persons typically offered few choices in health care (Huskamp et al., 

2009; O’Mahony, et al., 2010).  Further barriers to the use of palliative care by the urban poor 

include limited insurance coverage, lack of support network or family caregivers, language 

barriers and more severe illness presentation, especially for conditions such as human 

immunodeficiency virus (HIV) and cancer (O’Mahony et al., 2010).  These findings highlight 

gaps between providers and patients about end-of-life issues and their impact on access to 

palliative care.  However, addressing these specific economic, language or cultural barriers was 

outside the scope of this capstone project. 

Impact of Barriers on Palliative Care for Lung Cancer Patients 

Patients diagnosed with lung cancer are considered appropriate candidates for palliative 

care service consultations throughout the disease course (Bakitas et al., 2009; Temel et al., 



LUNG CANCER PROVIDER EDUCATION AND REFERRAL CRITERIA 

 

 

28 

2010).  Common symptoms associated with lung cancer include pain, cough, dyspnea, anorexia, 

fatigue, hemoptysis, depression, and emotional distress (Lutz et al., 2001; Podnos et al., 2007; 

Silvestri et al., 2002; Temel et al., 2006).  These symptoms are present in one-third to three-

quarters of patients with lung cancer, and typically increase in frequency and severity with 

disease progression (Braiteh, El Osta, Palmer, Reddy & Bruera, 2007; Lutz et al., 2001; Podnos 

et al., 2007).  The nature of symptoms and their impact on the daily lives of lung cancer patients 

is frequently not appreciated by providers (Griffin et al., 2007).  Evidence of a gap between the 

care needs of lung cancer patients and use of palliative care persists despite oncology practice 

guidelines that recommend palliative care for patients with recurrent disease and metastasis or 

limited ability for self-care (Ettinger et al., 2008).   

Canadian researchers studied outcomes related to the lack of routine attention to 

symptom management and end-of-life care needs among lung cancer patients (Barbera et al., 

2010).   In a review of 194,017 Ontario emergency department visits by cancer patients, one 

quarter had lung cancer.  Among these patients researchers noted that 25.7% of encounters 

occurred during the last six months of life and 28.7% occurred in the final two weeks prior to 

death.  Symptoms such as pain, dyspnea, pneumonia, malaise, fatigue and pleural effusion 

topped the list of visit codes at both periods.  Of the 71% of patients who needed emergency care 

and subsequent admission in the last two weeks of life, only 3.4% returned home to die.  The 

researchers inferred significant gaps in both awareness and utilization of hospice and palliative 

care for this population.  These results also underscore the progressive symptom burden typical 

of lung cancer. 
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 Referral patterns in the setting for this capstone project (Thomas Jefferson University 

Hospital) suggested the existence of barriers to palliative care service referral for lung cancer 

patients (Reville et al., 2010).  Of 1,476 lung cancer patients discharged from the hospital over a 

three-year period, 8% (n= 118) were referred for palliative care consultation.  There is neither a 

benchmark for the proportion of lung cancer patients who should be referred to palliative care 

nor substantial evidence for calculating optimal use of palliative care in the hospital setting 

(Beauverd, Foley, Rossi, & Pereira, 2011).  However, the fact that only 8% of all lung cancer 

admissions were referred suggests an unmet need for palliation in this institution among a 

population characterized by high symptom burden during treatment and high rate of mortality 

(H. Starks, personal communication, April 21, 2010). 

 In the setting for this project, lung cancer patients referred to palliative care had lower 

performance scores, higher mortality, and higher hospice enrollment compared to their usual care 

counterparts (Reville et al., 2010).  The Palliative Performance Scale version 2 (PPSv2.0) is a 

validated measure of functional status predictive of survival for cancer patients in hospice and 

inpatient palliative care settings (Downing, Lesperance, Lau, & Yang, 2010; Harrold et al., 2005; 

Lau, et al., 2006).  Scores on this scale range from zero (death) through 100 (fully functional) in 

increments of ten percent.  A score of 50% score is associated with a high likelihood of death in 

six months and is consistent with hospice eligibility, whereas scores of less than 20% are 

associated with survival of one week or less.  Reville and colleagues (2010) reported PPSv2.0 

scores for 47% of patients referred to palliative care and no scores for usual care patients.  

Among scored patients referred to palliative care, 85% were assessed at 50% or below, and more 

than one quarter of cases scored less than 20%. 
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  Hospital mortality and discharge disposition to hospice were measures considered 

indicative of late referral to palliative care for this capstone project.  The previously published 

data on lung cancer discharges revealed that palliative care patients died during hospitalization at 

a higher rate than usual care patients (31% v. 7%) and were more frequently discharged to 

hospice (41% v. 7%).  This discrepancy was also found among patients referred to palliative care 

from the ICU who were more likely to die (67% v. 18%) or enroll in hospice (17% v. 5%) than 

usual care patients. 

The length of stay was significantly longer (M=16.31 days, SD=14.61, p<0.001) for 

patients seen by palliative care than usual care patients (M=8.46 days, SD = 8.96).  However, 

palliative care patients were in the hospital a median of 6 days before palliative care was 

consulted.  This delay before consulting palliative care may encompass the period during which 

primary providers attempt to improve patient symptoms, complete diagnostic studies and reach a 

consensus as a team about involving palliative care.  Alternatively, the longer hospitalization 

may merely indicate a sicker patient compared to the usual care cohort.  Among the limitations 

of this baseline study were the disparity between the sizes of the two groups (118 palliative care 

patients versus 1,372 usual care patients), lack of data on disease stage or performance status and 

other factors relevant to the clinical situation of either group that might explain mortality 

differences. 

 Analysis of baseline data for this project indicated that providers in this setting 

considered palliative care consultation primarily for dying lung cancer patients.  Many of the 

aforementioned barriers might explain underutilization of the palliative care service in this 

setting.  However, without survey data directly from providers at Thomas Jefferson University 
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Hospital, the operative barriers can only be presumed by their similarity to those mentioned in 

palliative care literature.  The outcomes chosen, e.g., length of stay, discharge disposition and 

number of pre-consult hospital days are useful indicators that providers consulted palliative care 

late in hospitalization and disease course.  Some of these indicators have been included in other 

studies for this purpose (Beauverd et al., 2011; Hicks & Distefano, 2011; McNamara, Rosenwax, 

& Holman, 2006).  

Structure and processes to promote use of palliative care 

 In 1997, the Robert Wood Johnson Foundation established a national program to 

stimulate innovation in end-of-life care (Byock, Schapiro, Parker, Twohig, 2003).  One essential 

ingredient prescribed to expand palliative care programs was the redesign of processes of care to 

“embed and trigger” (2003, p. 27) palliative care involvement.  The Center to Advance Palliative 

Care (CAPC) is committed to increasing the number and quality of hospital-based palliative care 

services (Meier & Sieger, 2004).  CAPC recommends that palliative care programs incorporate 

plans for provider education and screening criteria into the structure and processes of care to 

influence provider referral practice.  The most recent CAPC consensus report reiterates this 

recommendation with examples of specific referral criteria for the hospital setting (Weissman & 

Meier, 2011).  The recommendations support the methods used for this capstone project and 

CAPC criteria overlap with those chosen for this project.  

 In the following sections, examples of provider education and referral criteria from 

different settings to address the aforementioned barriers will be considered.  These efforts 

represent implementation of structures and processes of care to influence provider practices.  

Despite national endorsement for these methods, it is still unclear if educational efforts or the use 
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of referral criteria significantly influence provider referral patterns or patient outcomes 

(Grimshaw et al., 2001; Shorr et al., 2000).   

 Provider education. 

 Influencing professional practice via education is complicated by the availability of many 

strategies and no evidence for uniform effectiveness of any single method (Grimshaw et al., 

2001; Grimshaw et al., 2004; O’Brien et al., 2007; Rowe et al., 2007).  Examples include 

distribution of educational materials, didactics, educational outreach visits (EOV), use of opinion 

leaders, clinical performance audit with feedback, manual or computer-generated clinician 

reminders, financial rewards or penalties (Greco & Eisenberg, 1993; Grimshaw et al., 2001; 

Grimshaw et al., 2004).  Administrative support for these endeavors is a catalyst to promote 

systems change and influence provider practice (Hicks et al., 2010; Hicks & Distefano, 2011; 

Meier & Sieger, 2004). 

 Routine educational sessions and special presentations led by palliative care champions 

are recommended to generate palliative care referrals (Meier & Sieger, 2004).  However, passive 

education strategies such as distribution of education materials or lectures tend to be less 

effective in changing provider behaviors (Grimshaw et al., 2001).  There are multiple variables 

to be considered in both design and interpretation of research that aims to affect provider 

practice.  Studies designs using a combination of educational techniques may avoid the 

limitations of passive approaches, but are not always successful (Greco & Eisenberg, 1993). 

 Shorr and colleagues (2000) conducted an observational cohort study to change provider 

practices using multi-faceted educational efforts and clinician reminders.  They collected data on 

the frequency of physician-patient discussions about ‘do not resuscitate’ (DNR) orders and actual 
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DNR orders both before and following educational and policy initiatives in a tertiary care 

hospital.  Educational strategies consisted of a mandatory end-of-life course including both 

didactic and role-play components to improve communication skills.  A reminder form on the 

medical chart prompted admitting resident physicians to indicate whether discussion of an 

advance directive was appropriate, and subsequently, if a DNR discussion occurred.  To identify 

patients most appropriate for DNR discussion, the investigators used screening criteria to audit 

medical charts for patients with 50% predicted mortality over 3 years.  However, neither the 

frequency of DNR orders nor DNR discussions were shown to be significantly different 

following the study interventions.  The authors postulated that physician attitudes about DNR 

discussions created a barrier to a success in this effort and would have been informative in 

planning education strategies.  They also suggested that repetition of classes might have 

enhanced results by continuing to raise awareness of the need for practice change.  It is also 

possible that the referral criteria may have correctly identified patients for DNR discussions, but 

other factors, such as physician confidence with DNR discussions or lack of time influenced 

outcomes.  

 There is evidence that educational outreach visits (EOV) alone or combined with one or 

more of the above-mentioned strategies are superior to passive education (Greco & Eisenberg, 

1993; O’Brien et al., 2007).  EOV involve use of a trained professional or opinion leader to meet 

with providers (individually or in small groups) in their work setting to supply information for 

the purpose of changing the provider’s practice behavior (O’Brien et al., 2007).  During the EOV 

session, the educator may include data with feedback on the provider’s current practice patterns.  

It is important that the information disseminated contains a simple message specifically tailored 

to the audience and that the presenter is considered credible.  Reinforcement during subsequent 
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visits may be included.  Ideally, the educational message targets professional performance for 

which there are well-documented patient outcomes (Martin et al., 2004). 

 In a randomized controlled trial to implement an evidence-based clinical algorithm for 

nutritional support in ICU patients, Martin and colleagues (2004) found that EOV with or 

without additional interventions were effective in changing professional practice.  It is notable 

that these processes of care were associated with a 10% improvement in patient survival.   

 In summary, it is apparent that changing provider attitudes poses a significant challenge 

and there is little evidence describing successful strategies.  However, research findings suggest 

that single or multiple educational strategies are foundational to the implementation of a new 

process of care and can overcome knowledge barriers with the possibility of improved patient 

outcomes.  This body of research informed the design of this capstone project to include didactic, 

EOV, and referral criteria as its educational components. 

 Referral criteria to identify patients for palliative care. 

 The purpose of palliative care referral criteria is to identify patients most likely to benefit 

from palliative care intervention (Hicks & Distefano, 2011; Meier & Sieger, 2004; Weissman & 

Meier, 2011).  Appropriate palliative care referrals include patients who have needs within the 

domains of palliative of care, as well as those with hospital utilization patterns indicative of a 

poor prognosis.   

CAPC (2004, 2008; Weissman & Meier, 2011) has published several versions of referral 

criteria for use by its members and advocates their use in conjunction with educational strategies.  

In recent years CAPC (2008) criteria have evolved to include categories for specific populations, 
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e.g., general hospitalized patients, ICU patients, patients with cancer, and those with progressive 

neurological conditions such as dementia or Parkinson’s disease.  For example, in the cancer 

patient, triggering events for palliative care referral include progression to metastatic disease on 

treatment, declining performance status, new diagnosis of metastasis within the nervous system, 

or other signs of progressive disease such as hypercalcemia, pleural or peritoneal effusions.  The 

following example of palliative care referral criteria includes factors from the palliative care 

domains as well as markers of health care utilization that predict a poor prognosis or need for 

coordination of care: 

• team/patient/family needs help with complex decision-making and determination of goals 

of care; 

• unacceptable level of pain or other symptom distress > 24 hours; 

• uncontrolled psychosocial or spiritual issues; 

• frequent visits to emergency department (e.g., more than one time per month for the same 

diagnosis); 

• more than one hospital admission for the same diagnosis in last 30 days; 

• prolonged length of stay (> 5 days) without evidence of progress; 

• prolonged stay in ICU and/or transferred from ICU to ICU setting without evidence of 

progress; and 

• in an ICU setting with documented poor prognosis (CAPC, 2004, p. 4.2). 
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Another example of a screening tool with a scoring system developed by a hospital-based 

palliative care service is reproduced in Appendix C.  In 2011, a CAPC consensus panel 

published checklists for palliative care screening at the time of hospitalization and for daily use 

(Weissman & Meier, 2011). 

Palliative care programs have incorporated referral criteria as a screening tool for case 

finding, to audit medical records, and to create automatic triggers for referral in patient care areas 

of high need, e.g., ICU (Campbell & Guzman, 2004; CAPC, 2004; CAPC, 2008; Hicks et al., 

2010; Hicks & Distefano, 2011; Norton et al., 2007; Meier & Sieger, 2004; Slaven, Wylie, 

Fitzgerald, Henderson, & Taylor, 2007; Weissman & Meier, 2008).  It is assumed that each 

palliative care program will choose or adapt criteria suited to the level of palliative care 

knowledge and integration within the institution and patient case mix.  Following are examples 

of programs utilizing a variety of palliative care criteria to increase referrals and impact patient-

sensitive outcomes. 

 Two important randomized, controlled trials of early palliative involvement focused on 

the unmet needs of lung cancer patients.  Findings of these studies showed significant results 

using referral criteria for patient enrollment (Bakitas et al., 2009; Temel et al., 2010).  The 

criteria for enrollment to Project ENABLE (Educate, Nurture, Advise, Before Life Ends) were a 

new diagnosis of advanced lung, gastrointestinal or breast cancers with a prognosis of less than 

two years (Bakitas et al., 2009).  This study involved 322 outpatients randomly assigned to the 

experimental arm or usual care.  The three components of the experimental arm were:  (a) a 

nurse-led psychoeducational intervention, (b) aggressive assessment and management of 

symptoms, and (c) access to a palliative care advanced practice nurse.  The experimental subjects 
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scored significantly higher on quality of life measures and mood.  There were no differences in 

use of medical services or symptom scores between experimental and control groups.  These 

results suggest that the inclusion criterion of a new advanced cancer diagnosis may be too broad, 

because patients have diverse needs for palliative care.  Therefore, useful palliative care 

screening criteria should identify patients most likely to benefit from palliative care consultation 

independent of tumor type or disease stage, e.g., significant functional decline, symptoms, or 

increased hospital utilization patterns (CAPC, 2004).  

 Temel and colleagues (2010) also used the criterion of newly diagnosed metastatic lung 

cancer to enroll patients into their randomized, controlled trial of early palliative care 

intervention compared to usual oncologic care in an outpatient setting.  Regular contact with 

palliative care providers (physicians and advanced practice nurses) from diagnosis until death 

resulted in significant differences in patient-sensitive outcomes such as quality of life and 

depression.  There was a promising trend showing less aggressive end-of-life care in the 

palliative care group.  However, the finding of greatest consequence for the palliative care 

patients was their significantly longer survival, i.e., 11.6 months versus 8.9 months (p= 0.02).   

 Both of the previously described studies show benefits of palliative care integrated with 

the oncologic care of patients with advanced lung cancer (Bakitas et al., 2009; Temel et al., 

2010).  However, their success was predicated on the availability of palliative care professionals 

to support this delivery model.  The researchers neither address the palliative care workforce an 

early intervention model necessitates nor the need for all oncology providers to address palliative 

care needs.  In a recent editorial, von Gunten (2011) commented, “palliative medicine can’t be 
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the only group who know how to talk about prognosis, pain medications, and who to call for 

help.” (2011, p. 2). 

 Two studies used a single prognosis question to screen patients for their palliative care 

programs (Bell et al., 2003; Gade et al., 2008).  The referring physicians were asked, “Would 

you be surprised if this patient died in the next year?” (Bell et al., 2003, p. 2).  If the reply was 

“no,” patients with chronic obstructive pulmonary disease and end-stage congestive heart failure 

were enrolled in a palliative home care model for one study (Bell et al., 2003).  This pilot 

program used a control group to compare outcomes of patient satisfaction, costs, and hospital 

utilization.  The intervention group had a higher satisfaction with care and lower rates of 

hospitalization.  The usefulness of the referral criteria to select appropriate patients was not 

measured. 

  Gade et al. (2008) used the same screening prognosis question described above to 

ascertain referring physicians’ estimate of one year expected survival to identify cases for 

consultation by a hospital-based palliative care team.  The researchers conducted a prospective, 

randomized controlled trial comparing care by a multidisciplinary palliative care service to usual 

care in three member hospitals of an integrated health plan.  Outcomes in the intervention group 

were greater satisfaction with care, longer hospice stays, fewer hospital and ICU admissions, and 

lower costs for health care per patient.  However, 47% of patients meeting criteria were excluded 

from palliative care intervention because they were already in hospice, refused participation, had 

cognitive impairment, had no surrogate, were discharged early, or had undisclosed reasons.  

These exclusions may have been important to control study variables, but do not explain the 

utility of the referral criteria or any impact on building more referrals.   
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 Use of a single referral criterion to select appropriate palliative care patients was used in 

these two studies and those previously reported in this review (Bakitas et al., 2009; Bell et al., 

2003; Gade et al., 2008; Temel et al., 2010).  Results indicative of minimal impact of the 

interventions on study outcomes raises the consideration that multiple referral criteria may better 

define inclusion for research and practice.  The next studies in this review describe the use of 

multiple referral criteria to identify patients for palliative care intervention in the ICU setting. 

 Use of referral criteria for palliative care in the ICU. 

   In the US, 20% of deaths occur in intensive care units (ICU), most often after 

withdrawal of life-prolonging treatment (Norton et al., 2007).  Proactive palliative care efforts 

including ethics consultation or family meetings have been associated with shortened ICU stays 

without change in mortality (Campbell & Guzman, 2003; Campbell & Guzman, 2004; Elsayem 

et al., 2006).  Several reports on the use of referral criteria as a structure or process of ICU care 

are reviewed below (Campbell & Guzman, 2004; Norton et al., 2007).   

 Palliative care professionals in a Detroit hospital designed a prospective study to address 

underutilization of their palliative care team for ICU patients (Campbell & Guzman, 2004).  A 

proactive palliative care consultation was initiated at the time of ICU admission for eligible 

patients to discuss prognosis and outcomes of life-prolonging measures, and facilitate goals of 

care discussions with patient surrogates.  The inclusion criteria required one or more of the 

following: advanced dementia, age > 80 years, or decubitus ulcer.  Results included significant 

shortening of ICU and hospital stays with no significant difference in mortality or discharge 

disposition compared to historical controls that also met criteria.  The process of proactive 
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palliative care implemented in this setting helped address a gap between actual and optimal end-

of-life care for elderly ICU patients.   

 Norton et al. (2007) used referral criteria as a process of care to promote earlier palliative 

care consultation in a medical ICU in upstate New York.  Prior to the use of referral criteria, 

palliative care referrals were made late in the ICU stay (> 14 days) or when patients had failed 

multiple treatments.  A task force of ICU nurses and doctors reviewed the literature and their 

patient caseload during the previous year to find markers of high risk of death during 

hospitalization.  They designed a prospective pre/post study using the following inclusion criteria 

to both screen and subsequently trigger proactive palliative care consults: (a) transfer to ICU 

following hospital stay longer than ten days, (b) age greater than 80 with two or more life-

limiting co-morbidities, (c) stage IV cancer, (d) history of recent cardiac arrest, or (e) 

intracerebral hemorrhage on a ventilator.  The palliative care nurse screened all ICU admissions 

using the criteria.  Patients meeting criteria were considered for a full palliative care consultation 

by the ICU team.  Study outcomes included more frequent and earlier involvement of palliative 

care and a shorter ICU stay (Norton et al., 2007).   

 The results validated the use of multiple screening criteria for ICU case finding, growth 

of consults, earlier palliative care involvement, and for predicting mortality.  Investigators did 

not recommend automatic palliative care referrals for all patients who screened positive as the 

ICU team could address some cases without added personnel from palliative care (Norton et al., 

2007).   

In an effort to both increase ICU referrals to a palliative care service and move referrals 

earlier in the hospital stay, Hicks and colleagues  (2010; Hicks & Distefano, 2011) implemented 
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a set of referral criteria to screen all ICU admissions for eligible patients.  If a patient met any 

single criterion, the ICU team was approached about a palliative care consult.  As a result, 

palliative care referrals increased by 200% within a year (E. Distefano, personal communication, 

April 29, 2010).  However, the screening tool was lengthy and difficult to use.  Therefore, the 

project team selected the criteria most frequently checked in the original screening tool to create 

a shorter, 12-item tool.  These triggers for palliative care included uncontrolled symptoms, 

declining functional status, presence of conflict around goals of care and decision-making, 

metastatic cancer, dementia, and advanced heart disease.   

During the three-year project period including dissemination of the criteria to other units, 

overall palliative care referrals increased 2.5 fold, and occurred earlier in the hospital stay.  

Concurrently, the project team implemented a variety of educational strategies, e.g., palliative 

care rounds, written materials and train-the-trainer programs to support to educate health care 

providers.   

This performance improvement initiative was relevant to this capstone project because it 

demonstrated the success of both referral criteria and educational methods targeted at referring 

providers to build referrals earlier in hospitalization.  The varied and sustained educational 

interventions employed by the investigators support the necessity for multiple strategies to 

overcome the barriers to palliative care referral.  However, it is still unclear which interventions 

were most influential and how time, history and institutional change contributed to the outcomes.  

The success of the strategy designed by Hicks and colleagues (2010; Hicks & Distefano, 2011) 

was the culmination of senior health system administrative support, staffing, and resources of a 
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large hospital system committed to a culture change.  The vast impact of these efforts is 

inspiring, but not feasible for a small or developing palliative care team.   

Conclusions 

 There are multiple barriers to palliative care referral among lung cancer providers 

(Ahmed et al., 2004; Brickner et al., 2004; Enguidanos et al., 2009; Goepp et al., 2008; Huskamp 

et al., 2009; Johnson et al., 2008; McGorty & Bornstein, 2003; Ogle et al., 2002; Pavlish & 

Ceronsky, 2007; Snow et al., 2009; Whedon, 2001).  In a 2009 systematic review, no studies on 

the use of referral criteria to identify palliative care candidates were noted among potential 

quality indicators for palliative care domains (Pasman, Brandt, Deliens, & Francke, 2009).  

However, palliative care programs have implemented palliative care referral criteria in a variety 

of ways as a process of care.  The criteria are used for a variety of purposes: (a) to identify cases, 

(b) to predict mortality, (c) to increase referrals, and, (d) to create triggers for consultation (Bell 

et al., 2003; Campbell & Guzman, 2004, 2004; CAPC, 2004, 2005; Hicks et al., 2010; Norton et 

al., 2007).  Programs have designed multiple strategies for provider education to support and 

disseminate referral criteria (Hicks et al., 2010; Hicks & Distefano, 2011). 

 There are many examples of referral criteria to choose from, but no guidelines for 

selecting them.  Given the variety, it is unclear how palliative care programs are best advised to 

establish and evaluate criteria, e.g., tailored to the clinical setting, specific patient populations, 

specialties of the referring providers, or the developmental stage of the palliative care program 

(Meier & Sieger, 2004).  It has also been suggested that criteria evolve as a palliative care 

program integrates into an institutional culture (Hicks et al, 2010; V. Jackson, personal 

communication, April 27, 2010).  For a newer program, general criteria may yield more referrals 
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as referring providers gain awareness of a new service.  However, with a larger referral base and 

some experience with palliative care among referring providers or in the setting of limited 

palliative care resources, stricter criteria will select patients with more complex care needs (von 

Gunten, 2011).  A balance between criteria that are neither too vague nor too stringent seems 

necessary depending on the palliative care program’s capacity and its relationship with providers 

(V. Jackson, personal communication, April 27, 2010). 

In the setting of this capstone project, Thomas Jefferson University Hospital (TJUH) 

overall palliative care referrals are lower than expected based on national benchmarks for a 

hospital of its size (CAPC, 2005).  In 2009, 389 total consults were made, about half of the 

recommended number.  No specific screening or referral criteria existed at this hospital.  

However, a variety of educational efforts had been employed to build referrals: (a) an electronic 

consult order; (b) mandatory rotations for family medicine interns, geriatric and pain fellows; (c) 

grand rounds presentations to oncology, ICU, neurosurgery, head and neck surgery, and family 

medicine staff; (d) hospital intranet bulletins; (e) a website; (f) palliative care service brochure; 

and, (g) medical student seminars and elective rotation.  Despite these marketing and educational 

efforts over four years, referral patterns indicated underutilization or delayed referral and 

involvement predominantly at the end-of-life stage for patients with lung cancer (Reville et al., 

2010).  It is assumed that several of the barriers described in this review contributed to this 

referral gap.   

The design for this capstone project was influenced by evidence from palliative care 

literature and CAPC recommendations for structure and processes of care to expand palliative 
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care programs.  Results of this project have the potential to inform palliative care providers on 

the effectiveness of provider education and referral criteria as a process of care. 
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Methods 

Project Overview  

  The structure and processes of care domain of palliative care was the focus for this 

capstone project.  The education and referral criteria represent a new process of care for this 

hospital.  The project design and its phases were adapted from an evidence base on palliative 

care processes of care and a project conducted in a large hospital system by Hicks and colleagues 

(2010; Hicks & Distefano, 2011).  It was hypothesized that the multifaceted educational 

intervention including the use of referral criteria would increase referrals of hospitalized lung 

cancer patients for palliative care consultation earlier in their disease course, sooner during their 

hospital stay, and would expand requests to address symptoms or psychosocial issues.   

 This section describes the phases of the project, its design and methods used to educate 

lung cancer providers about palliative care and introduce palliative care referral criteria, and the 

project findings.  Procedures describing human subjects protection, setting and subjects, outcome 

measures, data analysis, and limitations are detailed as well as future plans for the dissemination 

of results. 

Methodology 

 Design. 

The three phases of this capstone project will be described here.  The first phase involved 

collection of preliminary outcomes data, specifically the frequency of lung cancer patient 

referrals, reasons for referral, referring specialties, number of pre-consult hospital days, 
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performance scores (when available), and patient discharge dispositions for the period from 

March 15, 2006 to June 30, 2009.  These baseline findings were described earlier (Reville et al., 

2010).  

The second phase, used a one-group posttest only quasi-experimental design to test the 

outcomes following implementation of the multifaceted educational interventions outlined in 

Appendix D (Shadish, Cook, & Campbell, 2002).  Although baseline data were available on the 

outcomes of interest, changes in the provider group between the first and second phases of this 

project made it impossible to obtain both pre and posttest data on the same sample.  Therefore, 

the posttest only design was considered most appropriate for this project.   

 The intervention began with a didactic presentation by the investigator at a Jefferson 

Solid Tumor Division meeting followed by scheduled EOV’s with key oncologists and nurse 

practitioners.  All attendees at both the didactic and EOV’s received a written copy of the project 

referral criteria shown in Appendix E.  In addition, the investigator attended oncology 

multidisciplinary rounds once weekly and distributed copies of referral criteria to assembled 

health care providers over the course of the 2.5-month data collection period.  In the final phase 

of the project, data were analyzed for project outcomes and compared to the baseline data 

collected from the project’s first phase.  

 Setting and subjects. 

 Thomas Jefferson University Hospital is a 700-bed academic tertiary care center in 

Philadelphia, Pennsylvania and served as the data collection site.  The Palliative Care Service 

(PCS) was established in 2006 to provide inpatient consultation on request from specialty 



LUNG CANCER PROVIDER EDUCATION AND REFERRAL CRITERIA 

 

 

47 

hospital teams at the discretion of the attending physician(s).  The PCS consists of one oncology 

nurse practitioner, two rotating physicians from the geriatrics division of family medicine, and a 

geriatric fellow.  The nurse practitioner and one of the physicians hold specialty certification in 

palliative care. 

 In this hospital two oncology teams cover solid tumor patients, such as lung cancer 

patients who were the focus of this project.  Each oncology team is comprised of an attending 

oncologist, oncology fellow or nurse practitioner, a resident, an intern, and one or more medical 

students.  Therefore, two attending oncologists are always in the hospital and share this rotation 

among nine physicians.  The nurse practitioner is permanently assigned to one team and does not 

rotate.  All the attending physicians have outpatient practices except one who is an oncology 

hospitalist for the Division and attends in hospital for 34 weeks annually.  All attending 

physicians rotate on service for one-week periods except the hospitalist.  Each oncology team 

meets for multidisciplinary rounds daily with an oncology unit nurse, the oncology clinical nurse 

specialist, and case manager to briefly review the solid tumor inpatient caseload. 

 Palliative care consult process. 

 The palliative care referral process did not change during the project period.  Physicians 

or the nurse practitioner requested a palliative care referral using an electronic medical order.  

The provider chose one to three reasons for the consult from the following list: end-of-life issues, 

goals of care discussion, pain management, symptom management, delirium or mental status 

changes, advance care planning, or psychosocial distress.  Referring providers had the option to 

enter a short text message including brief details about the patient’s clinical condition or specific 



LUNG CANCER PROVIDER EDUCATION AND REFERRAL CRITERIA 

 

 

48 

requests for the PCS.  Next, providers paged the PCS to clarify the reasons for the consult, 

summarized the current clinical situation and verified approval of the consult by the attending 

physician.  Following the patient visit the PCS provider completed an online consult report.  This 

included a full patient assessment including the performance status, and recommendations for 

treatment. 

 The PCS began routine assessment of performance status using the Palliative 

Performance Scale version 2 (PPSv2.0) in January 2008 for all consults (Harrold et al., 2005; 

Lau, Downing, Lesperance, Kuziemsky, 2006).  A paper copy of the consult was placed in the 

medical chart.  Any specific recommendations, e.g., medication changes, request for family 

meeting, were communicated to the referring oncology team via telephone. 

 Human subjects protection. 

 Prior to initiation of the capstone project, approvals were obtained from the Institutional 

Review Boards at Thomas Jefferson University and the University of Maryland, Baltimore.  The 

Solid Tumor Division chief also approved the conduct of this project within his division. 

Procedures 

Educational intervention and referral criteria. 

 The educational strategies were chosen to address the knowledge barriers previously 

identified and to introduce the referral criteria using both a didactic and individualized approach.  

The project referral criteria were adapted from three published tools in collaboration with a PCS 

attending physician who is board-certified in palliative medicine (CAPC, 2004, 2005; Hicks et 
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al., 2010; S. Parks, personal communication, May 6, 2010)(see Appendix E project referral 

criteria).  Permission to use and adapt two versions of referral criteria from the Center to 

Advance Palliative Care (CAPC) and one from the St. John Providence Health System was 

obtained and granted. 

   Didactic Presentation and education outreach visits.  

 After an educational outreach visit with the Solid Tumor Division chief, the investigator 

was invited to provide a didactic presentation about the capstone project and introduce the 

palliative care referral criteria at a Division meeting on December 16, 2010 (see Appendix D for 

outline of content).  The investigator narrated a PowerPoint presentation over a 20-minute period 

and then answered questions from the group, for a total of 30 minutes.  Subsequently, she made 

single educational outreach visits to 4 attending oncologists and the oncology nurse practitioner 

in the weeks following the didactic presentation. 

  Referral criteria. 

 A printed list of the referral criteria as shown in Appendix E was copied onto 4 by 6 inch 

card stock to fit easily into providers’ labcoat pockets.  The referral criteria were listed on one 

side and the PCS contact information (pager phone and website) were on the back.  Copies of the 

cards were distributed to oncology providers at the didactic session, the EOV’s and at weekly 

multidisciplinary rounds. 

 Data collection and management.  
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 The investigator was solely responsible for data collection, data entry and security of the 

files on patient referrals to the PCS.  These data were kept in a paper record and also in a 

proprietary Microsoft Access database.  The paper files were kept in a locked office, while the 

database is password-protected and kept on a personal user drive on the hospital Internet.  Each 

consult record included information that comprised the outcomes measures for the project, 

specifically, patient demographics, reason for referral, referring specialty, a copy of the written 

consult, admission date, consult dates, dates of patient visits, discharge date, PPSv2.0 score and 

discharge disposition.   

 Data Analysis. 

 As noted above, in the first phase of this capstone project baseline data on all variables 

were analyzed and published (Reville et al., 2010).  In the second phase, all data collected 

following the educational intervention (December 16, 2010 - February 28, 2011) were abstracted 

from the PCS database, and stripped of patient identifiers to create a separate project dataset.  

Each consult was assigned a unique identifier.  The project investigator completed all analyses.  

Due to the small sample numbers of lung cancer referrals during the data collection phase, all 

data were analyzed using descriptive statistics only.  These data include patient characteristics, 

such as demographic variables, referral details and discharge disposition and are shown in Table 

1.  

Results 

 Oncology provider education. 
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 At the initial didactic session there was full attendance of approximately 30 providers 

including the Division chief and the chair of the hospital’s Cancer Committee.  All of the key 

attending oncologists and the oncology nurse practitioner involved in hospital care of lung 

cancer patients were present for the presentation.  Many expressed support of the project and a 

consensus that palliative care needed to be involved earlier in course of the disease.  One 

attendee asked about plans for an outpatient PCS.  There were neither objections voiced about 

the educational content and referral criteria as a process of care nor criticism of the criteria 

themselves.   

 Education outreach visits were subsequently made to 4 key oncologists, the Solid Tumor 

Division chief, the nurse practitioner, a newly hired nurse practitioner and the oncology unit’s 

clinical nurse specialist.  These visits ranged in time from 15-25 minutes.  During these 

individualized sessions, the reception to the investigator and the project’s aims were positive.  

One oncologist stated that he always considered PCS as “part of the team” caring for oncology 

patients.  Another stated that her fellowship training included considerable palliative care 

training, so that she was quite comfortable with symptom management techniques and end-of-

life conversations with patients.  She complained that despite her competence in communication, 

she found this a daunting task to accomplish during a typical fifteen-minute office visit.  She 

acknowledged how discussions between PCS professionals and one of her hospitalized lung 

cancer patients greatly facilitated the patient’s post-discharge transition to hospice and saved the 

oncologist time.  The nurse practitioner and the orientee nurse practitioner had no comments or 

concerns about the educational content or referral criteria.  The investigator made an EOV to the 

oncology clinical nurse specialist who was very supportive of the overall project.  Unfortunately, 

one hospitalist oncologist considered a key referring provider for this project attended the 



LUNG CANCER PROVIDER EDUCATION AND REFERRAL CRITERIA 

 

 

52 

didactic presentation but left shortly afterward for a 7-week period.  He was not present during 

most of the data collection period and did not receive an educational outreach visit.   

 Oncology provider referrals. 

 Lung cancer remains the diagnosis most frequently referred to PCS by any providers 

during this project and historically (Reville et al., 2010).  Ninety-three lung cancer patients were 

admitted to the hospital by all admitting services during the 10-week post intervention period.  

The PCS was consulted for 7.5% (n=7) of these patients, compared to 8% (n=118) referred 

during a longer observation period reported previously (Table 2).   

 Three lung cancer patient referrals came from oncology providers in the post intervention 

period (Table 2).  This small lung cancer cohort from oncology represented 21.4% (n=14) of all 

lung cancer admissions to inpatient oncology teams during this time interval (Table 2).  Four 

additional patients with lung cancer were referred to PCS following the intervention from non-

oncology medical and surgical specialties not targeted for the educational intervention or referral 

criteria, i.e., neurosurgery, medical ICU, acute rehabilitation unit and otolaryngology/head and 

neck surgery.  Over the course of the preliminary data collection period 32 lung cancer patients 

were referred to PCS, representing 20.5% (n=156) of all oncology admissions with lung cancer.  

 Oncology providers referred the 3 lung cancer patients to the PCS for end-of-life issues 

(n=1), goals of care discussion (n=1) and advanced care planning (n=1)(see Table 1).  The 

hospital length of stay prior to PCS referral was 2, 3 and 12 days respectively.  Two patients 

were discharged to hospice (one inpatient, one home) and the third returned home without 
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services.  Two of the three patients were bedbound with a PPSv2 of 30%; the third was 

ambulatory with a score of 70%.  

 This project was designed to measure lung cancer referrals as the outcome reflecting an 

association between the interventions and referral practices.  The educational interventions and 

referral criteria presented to oncology providers highlighted both lung cancer patients’ palliative 

care needs and their referral data prior to this project.  However, the project referral criteria were 

not cancer site-specific.  This is noteworthy given that oncology providers also referred 10 

patients to PCS with 9 different non-lung cancer diagnoses following the intervention phase. 

Given the few lung cancer referrals compared to non-lung cancer referrals by oncology 

providers, data describing both the lung and non-lung cancers referrals will be presented in the 

aggregate and compared to baseline data on lung cancer referrals (Table 1).  

 Patients referred to PCS were predominantly female in both the preliminary (53%) and 

post intervention (54%) data (including lung cancer consults).  The mean age of the baseline 

group was nearly 9 years older (67.6 years v. 58.7 years) than the post intervention group.  The 

ethnicities of patients differed most notably among African Americans who were more 

frequently referred post intervention (61.5% v. 31%).  The mean PPSv.2 scores in both analyses 

were less than 50% indicating hospice eligibility.  However, 30.7% (n=4) patients scored 50% or 

above, including one patient with lung cancer with a PPSv.2 of 70% following the intervention. 

 The top reasons for referral to PCS were end-of-life issues, goals of care discussions and 

advanced care planning both before and following this project initiation.  Providers chose one to 

three referral reasons from a total of 7 options.  One patient (7.6%) was referred for 3 reasons, 8 



LUNG CANCER PROVIDER EDUCATION AND REFERRAL CRITERIA 

 

 

54 

patients (61.5%)were referred for 2 reasons, and 4 patients (30.7%) were referred for 1 reason.  

However, compared to preliminary data, the percentage of post intervention pain management 

referrals rose from 18% (n=21) to 31% (n=4).  In the baseline sample only 4% (n=5) of referral 

reasons included psychosocial distress.  Following the intervention 7.6% (n=1) of referrals 

included this reason.  There were few referrals (3%; n=3) for mental status changes and delirium 

at baseline and none following the intervention. 

 Data on length of hospitalization and timing of the PCS referrals were different from 

baseline to post intervention.  The length of hospitalization in the baseline group showed a wide 

range (1 to 102 days) with an average stay of 16.3 days.  Following the intervention the range 

was 2 to 43 days with an average stay of 10.6 days.  Patients were referred earlier in the hospital 

stay, as shown by a one-day median pre-consult length of stay following the intervention 

compared with a six-day median pre-consult period among baseline referrals.  

 The discharge disposition was recorded in the PCS database using the categories: died, 

discharged to hospice, transferred to a skilled nursing facility/rehabilitation, ventilator facility, or 

home.  The hospice category includes home hospice, inpatient hospice, or hospice care at a 

skilled nursing facility.  The home category includes home with home care services or home 

without services.  For the purpose of reporting the discharge disposition for this small sample, 

multiple categories were collapsed to the following 3: died in hospital, discharged alive or 

hospice.  Using this classification, 69.5% (n=82) of baseline lung cancer patients were 

discharged alive of which 41% (n=48) enrolled in hospice.  The remaining 31% (36) died in 

hospital.  Following the intervention all PCS-referred cancer patients left the hospital alive 

including 77% (n=10) who transitioned to hospice care.  Among the hospice discharge 
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dispositions, 70% (n=7) chose home hospice, and 30% (n=3) were transferred to inpatient 

hospice units. 

Discussion 

 The primary aim of this project, to develop and implement a multi-faceted education 

intervention and referral criteria to educate providers, was accomplished.  Oncology providers 

readily participated in the educational intervention and accepted the face validity of the referral 

criteria.  The project’s second aim, to measure the impact of the interventions on referral patterns 

of lung cancer patients must be considered only partially achieved.  The ensuing discussion will 

expand on these conclusions by considering design weaknesses and advantages, threats to 

internal validity, and compare the findings to palliative care utilization patterns reported in the 

palliative care literature. 

 The project’s first aim, implementation of a new process of care using education and 

referral criteria, met no resistance among the oncology leadership or providers.  This is notable 

in this setting, which is characterized by slow adoption of new ideas and processes.  The relative 

ease of implementation of a new process of care may be due to factors such as 4 years’ 

experience with the PCS, an influx of several new oncologists and 2 new nurse practitioners in 

the last year, new oncology practice guidelines or recent research findings advocating for 

palliative care, more administrative buy-in to adopt palliative care or other historical factors.  

Among the latter, the article recently published by Temel and colleagues (2010) that showed a 

survival advantage for lung cancer patients associated with early palliative care involvement was 

familiar to many providers encountered during the EOV.  The added longevity for this 
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population as a result of palliative care has been compared to the benefit of adding a 

chemotherapy regimen (Kelley & Meier, 2010).  This is obviously of great interest to 

oncologists.  

 The project’s processes of care were kept simple for the following reasons: to ease its 

implementation by a single investigator, to minimize oncology provider burden, and to avoid the 

possible influx of excessive referrals.  The investigator was specifically cautioned that hospital-

wide dissemination of the referral criteria could overwhelm the PCS by investigators involved in 

similar, though larger scale projects (E. Distefano, personal communication, April 29, 2010; V. 

Jackson, personal communication, April 27, 2010).  However, the focus on outcomes for a 

specific population imposed a study limitation that will be discussed later. 

 The project’s second aim, showing impact of interventions on the outcomes, is largely 

subject to issues in research design, and was only partially achieved.  While evidence from 

randomized controlled multisite experimental studies is highly desirable and needed in palliative 

care, such approaches are neither practical nor necessary for a project such as this one (Morrison, 

2005; von Gunten, 2010).  The strength of the quasi-experimental design for monitoring “real 

time” changes in practice and institutional culture lies in its practicality when control of variables 

such as provider groups, admission rates of lung cancer patients, or fluctuations in hospital case 

mix is impossible (Polit & Hungler, 1978; Shadish, Cook, & Campbell, 2002).  In this project, 

the background data on the hospital providers’ palliative care referral patterns added some 

strength to its design.  Unfortunately, the small sample size of lung cancer patients referred by 

providers targeted for the interventions and the short observation period warrant caution in the 

interpretation of this capstone project’s impact.  A longer data collection period will strengthen 

the potential to infer causation due to the interventions.   
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 Hicks and Distefano (2011) observed palliative care referrals in their medical ICU 

following a similar education initiative and introduction of referral criteria over the course of a 

year.  They had administrative commitment, staff and resources, exclusive of the palliative care 

team, to promote the culture change from its inception through completion.  While permission 

from administration of the PCS and the Solid Tumor Division levels were obtained, additional 

staff resources to conduct this project were not allocated.  Therefore, efforts were made to 

control the scope of the project for feasibility and to control some of the variables.   

 Inclusion criteria and outcomes were designed for this project to measure the impact of 

the educational intervention and referral criteria on lung cancer referral patterns.  To control for 

the variety of palliative care needs among different diagnostic groups, the investigator focused 

on lung cancer in the educational content of the intervention and the outcomes.  The referral 

criteria were applicable to lung cancer and any other cancer diagnosis.  Additionally, only 

oncology providers, the biggest referral group to PCS, were the sole provider group included in 

this project.  This design feature was meant to control for providers’ knowledge, attitudes, and 

understanding of palliative care, training in pain and symptom management and experience that 

differs from other referring providers and could explain the group’s referral practices.   

 Following the interventions, few lung cancer patients were referred.  There are several 

possible reasons for this finding.  For example, admissions during the data collection period may 

have been low due to the holiday season or unforeseen admission fluctuations.  Information on 

the case mix of those admitted with lung cancer during the two data collection periods is 

unknown, so the homogeneity of the lung cancer patients and their palliative care needs from 

preliminary to post intervention periods is unknown.  It is noteworthy that 3 lung cancer referrals 
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made by oncology represented 21.4% of all oncology admissions post intervention.  During the 

far longer baseline data collection period a similar percentage (20.5%) of oncology patients with 

lung cancer were also referred.  Given the wide disparity in both the sample sizes and data 

collection periods, a longer data collection period would be necessary to confirm this similarity 

or to derive any conclusions. 

 The low number of lung cancer referrals from both samples may also reflect providers’ 

confidence dealing with primary palliative care needs of their patients without outside help as 

Snow and colleagues (2009) found when surveying non-referring physicians.  For many 

oncologists, including one seen in an EOV, primary palliative care skills are part of oncology 

medical and nursing training and these attitudes are noted in the literature (Johnson et al., 2008; 

Pavlish & Cernosky, 2007; Weissman & Meier, 2011). 

 Due to inadequate numbers to suggest causation, the impact of this project is suggested 

by considering the larger referral sample created by aggregating post intervention non-lung and 

lung cancer data for analysis.  When this sample was analyzed and compared to preliminary data 

on lung cancer only, favorable trends emerged, i.e., referrals were made earlier in the 

hospitalization, hospital stays were shorter, hospital mortality was lower, there were more 

referrals for pain management and psychosocial distress.  While these results suggest the 

possibility that the interventions influenced the referral patterns of both lung and non-lung cancer 

patients, the lack of baseline data on non-lung cancer referral patterns and the small number of 

lung cancer referrals precludes this assertion.  This interpretation suggests that the investigator’s 

decision to control for palliative care needs by limiting outcomes to lung cancer referrals was 

done at the cost of observing general referral patterns. 
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 The inclusion of other cancer sites introduced confounding variables such as difference in 

disease presentation, symptom burden, hospital mortality and case mix.  Nonetheless, this 

assertion may not hold for the variable, pre-consult length of stay, which is most likely 

independent of disease factors and suggests that providers considered PCS involvement much 

sooner than in the past.   

 The project findings provide some insight into the similarity between barriers to palliative 

care referral found in the literature and reported earlier in this report.  The first of these barriers, 

provider uncertainty about prognostication, has been associated with under-utilization or late 

referral to both palliative care consultation and hospice enrollment.  Palliative care teams are 

often consulted to assess hospice eligibility and to broach this post-hospital care option with 

patients and families.  In this project the majority of patients seen by PCS with lung (60%) or 

non-lung cancers (80%) were discharged to hospice.  The high utilization of hospice among 

these patients can be interpreted to mean that referring oncology providers continue to refer 

patients who are closer to death which is counter to clinical practice guidelines and research 

findings that advocate early involvement of palliative care to improve patient-sensitive outcomes 

throughout the illness.  An alternative explanation is that the case mix of inpatients with lung 

cancer includes many very ill patients over which admitting oncology providers have no control.  

These patients provide the greatest management challenge to the inpatient team due to their 

complex needs; therefore, PCS assistance is more frequently sought for the cohort of dying 

patients, rather than those who are more functional.   

 Avoidance of end-of-life communication between providers and patients is often cited in 

the palliative care literature as a barrier to discussions about goals of care and advanced care 
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planning.  In this project, it is impossible to ascertain providers’ willingness or reluctance to 

discuss these issues with patients.  The fact that most 38.5% (n= 5) of all cancer patients were 

referred for goals of care discussions and 61.5% (n=8) for end of life issues indicates that 

providers recognized a need for serious conversations and requested help from the PCS.  

 One of the project assumptions was the assertion that educational strategies can address 

lack of knowledge about palliative care options and when to refer.  Therefore, the focus of this 

project was to address this prevalent barrier.  However, the findings of this project to support this 

assumption are too insubstantial to make any claim for or against these methods.  This is 

consistent with much of the literature on influencing provider practice and attests to the difficulty 

of the task. 

 Provider attitudes about the goals of palliative care consultation may pose a barrier to 

adoption of palliative care due to fears of losing control of patient care, confidence in addressing 

palliative care needs without specialists.  Given the lack of an observed relationship between the 

education intervention and outcomes, it is unknown whether low lung cancer referrals were due 

to unchanged opinions and prejudices about palliative care.  Attitudinal change is difficult to 

alter and to measure, as providers may not reveal deep-seated concerns.  In this project, the 

oncology providers voiced no concerns about the project, the intervention or referral criteria 

despite the history of low referrals of lung cancer patients previously reported.  This apparent 

openness to a new process of care suggests that other institutional barriers may play a role.  For 

example, while oncology providers refer approximately 20% of their lung cancer inpatients to 

PCS both historically and following the intervention, they only admitted 11% (n=156) of all lung 

cancer admissions to the hospital in the baseline period.  This datum suggests that oncology 
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providers need education less than their non-oncology peers who are admitting more lung cancer 

patients to the hospital.  A more widespread education effort using referral criteria for all 

providers admitting lung cancer patients would address this concern and would complement the 

work already done within this hospital. 

 Translational research that ultimately changes practice is “the future of our field” and 

involves the entire range of evidence from anecdotal reports to definitive trials according to von 

Gunten, the editor of a leading palliative medicine journal (2010, p. 1304).  This project used a 

single group posttest design to test for the impact of multi-faceted educational interventions 

including referral criteria to facilitate referrals of lung cancer patients to PCS.  Efforts were made 

to overcome the inherent weaknesses of this quasi-experimental design by incorporating 

preliminary data about the dependent variables, limiting the provider group and patient 

population, and by using a variety of educational methods with evidence of success.  The 

wisdom of these adjustments was undermined by an inadequate data collection period.  The post 

intervention sample size was far too small for the investigator to opine on the potential for these 

methods as a process of care to promote palliative care referrals.  Overall, the simplicity and 

relative economy of the interventions, which were easily accomplished by a single investigator, 

the acceptance of the project by providers, and the risk of making a Type II error warrant a 

longer data collection period and an expansion of the project within this hospital.   

Limitations 

 The convenience sampling of oncology providers presented a threat to study validity due 

to the inability to control the composition of the subject groups and their previous knowledge 
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about palliative care (Shadish et al., 2002).  Personnel changes in oncology teams occurred over 

the study period due to house staff and attending physician rotation schedules as well as new 

staff not employed during the earlier data collection period.  Notably, one of the key referring 

oncologists was away for most of the data collection period which may have influenced the 

number of consults.  It is also impossible to maintain uniformity of EOV presentations between 

providers.  These sessions were often rushed due to busy clinician schedules despite apparent 

interest in the project.   

This capstone intervention focused only on oncology providers because they most 

frequently refer lung cancer patient to PCS.  This limitation of the project’s scope was deliberate 

due to limited palliative care resources in this hospital and the requirement that the investigator 

continue her usual clinical duties along with this project.  A hospital-wide implementation of the 

educational intervention including referral criteria could potentially show greater impact on 

referral volume, but such a widespread approach is not feasible given current PCS staffing.  

The project scope was also limited to outcomes only about lung cancer patients.  While 

this simplified the project design, it had consequences for the findings that were discussed above.  

Much of the educational content was about the palliative care needs of lung cancer patients.  

However, the referral criteria could be applied to any oncology or non-oncology patient.  

Without pre-intervention data on referrals of all cancer types, it is impossible to make direct 

comparisons before and after the interventions.  Undertaking a system-wide implementation 

would require more resources than were available in this setting.   
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 Barriers to palliative care referral that are not amenable to an educational intervention 

may explain these results.  For example, each oncology provider may potentially hold 

preconceived attitudes about palliative care consultation or PCS staff.  These attitudes may have 

affected receptivity to all or part of the intervention despite lack of negative input at the outset.  

This project did not attempt to measure the impact of these unforeseen variables on outcomes.  

Other factors that may have influenced study outcomes include hospital culture change favoring 

palliative care, longevity of the PCS, administrative initiatives, and news reports about palliative 

care or personal experience among providers.  Some of these factors have been discussed earlier. 

 Currently staff nurses and other non-physician health care professionals are not 

authorized to initiate palliative care consults at this hospital.  So, they did not receive the EOV 

with the exception of the oncology unit clinical nurse specialist.  She was included due to her 

clinical leadership role on the oncology unit and her notable influence with key providers.  In a 

similar manner, housestaff received the referral criteria without the other educational 

components of the intervention.  With a wider application of the intervention beyond the key 

providers, the clinical nurse specialist, staff nurses, and housestaff might have played a larger 

role in advocating for palliative and influenced referral patterns.  These factors posed a potential 

threat to the validity of the project.  

 Finally, this project was not designed to assess the impact of PCS consultation on patient-

sensitive outcomes, such as pain and psychosocial distress, or family satisfaction.  It did not 

assess providers’ satisfaction with the PCS interventions, possibly a potent influence on the 

frequency of referrals.  These metrics are considered essential for determining the impact of a 

palliative care program (Weissman, Meier & Spragens, 2008). 
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Plans for Translation 

 The findings of this project will be of interest both to the study institution and possibly 

outside of it only after a longer data collection period.  Presentations of interim findings to the 

PCS and the Solid Tumor Division are planned.  Feedback in those forums prior to wider 

dissemination will inform the next phase of this project.  This report will be a tool to request 

more data analysis support to speed the progress of other projects.  A manuscript will ultimately 

be prepared for submission to a palliative care journal or for delivery at a palliative care 

conference.  As a nurse with background in oncology nursing, the investigator is committed to 

presenting findings to an oncology nursing audience in a forum yet to be determined.  The 

purpose of this dissemination is to raise awareness of the need for oncology nursing and 

palliative care collaboration to address palliative care needs in lung cancer patients. 

 This project can serve as a prototype for further dissemination of the education 

intervention and referral criteria to other specialty groups and for other patient populations 

within the hospital with design modifications.  It could also serve as the impetus for a larger, 

prospective study with a stronger design in the future.  Inclusion of outcomes related to symptom 

burden, patient and family satisfaction, provider satisfaction and, cost analyses would add 

significantly to the effort.  A process of data mining from the PCS and hospital databases is 

underway to understand the percentage of patients referred to PCS after stroke or intracranial 

hemorrhage and discern current referral patterns using this project’s outcome measures.  It is 

hoped that an educational intervention and specific referral criteria for these populations may be 

a future collaboration with neurologic specialists.   
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 The costs for this project were minimal and were covered by the investigator.  These 

included cost of printing the referral criteria onto cards for providers.  In the future, it is the hope 

of the investigator that assistance of a data analyst to maintain the PCS database and complete 

periodic reports will be supported.  This structure would be far more expedient and cost effective 

than relying on clinician time for these duties. 

Summary 

 This capstone project described the introduction of a multifaceted educational 

intervention and referral criteria to improve the utilization of a palliative care service by 

oncology providers caring for lung cancer patients.  The primary aim was to introduce education 

and referral criteria as a new process of care.  The structure and processes of care domain served 

as the conceptual context for the intervention.  Support for the interventions described in this 

project has recently been confirmed by CAPC in a consensus statement (Weissman & Meier, 

2011).  The target audience of oncology providers at this hospital was interested and willing to 

participate in this endeavor.  The implementation was feasible and economical for a single 

clinician investigator to complete.  Overall, this new process of care encountered few 

implementation barriers and seems a feasible undertaking for a hospital with limited palliative 

care resources. 

 The short data collection period and small sample size of lung cancer referrals limited 

interpretation of the impact of this intervention.  The addition of non-lung cancer referrals to the 

data analysis showed promising trends favoring the influence of the interventions.  However, a 

lack of baseline data from a non-lung cancer sample for comparison compromised the 
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assessment of causation.  Plans are underway to analyze baseline data on provider referrals of 

patients with stroke and intracranial hemorrhage followed by development of specific referral 

criteria for this patient population.  A new collaboration between the investigator and health 

policy researchers within Thomas Jefferson University will enable a cost analysis component and 

data management support for this future project. 

 Further expansion and data collection for this type of translational research is needed 

within the field of palliative care (von Gunten, 2010).  The clinical expertise and leadership skills 

embodied in the training for the Doctorate of Nursing Practice (DNP) are ideally suited to spur 

evidence-based practice.  This goal will only be accomplished by identifying the most pressing 

problems in palliative care practice, by forming interdisciplinary collaborations to design and 

undertake projects using a variety of research methods and performance improvement strategies, 

and dissemination of findings to clinicians, stakeholders, health policy leaders and the public.   
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Table 1. Provider Referrals to Palliative Care Service-Comparison of Baseline and Post Intervention Data 

 Baseline (n=118) 

(3/15/06-6/30/09) 

Post Intervention (n=13) 

(12/16/10-2/28/11) 

Patient Characteristics 47% Male 

67.6 years (mean) 

61% Caucasian 

31% African American 

 5% Asian 

4% other 

46% Male 

58.7 years (mean) 

31% Caucasian 

61.5% African Amer. 

7.6% Asian 

Cancer Site 100 % Lung (n=118)  23% Lung (n=3) 

15% Colon (n=2) 

15% Breast (n=2) 

7.6% Gastric (n=1) 

7.6% Kidney (n=1) 

7.6% Liver (n=1) 

7.6% Melanoma (n=1) 

7.6% Prostate (n=1) 

7.6% Unknown primary 

(n=1) 

Palliative Performance Score  

(mean) 

(<50%= hospice eligible) 

40%* 

 

* Scores not available for all 

patients  

40% 
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Referral Details: 

Reason(s) for consult 

(Referring providers can 

choose 1-3 reasons) 

 

57% End of life issues  

44% Goals of Care discussion  

23% Advanced Care Planning 

18% Pain management 

 7% Symptom management 

 4% Psychosocial distress 

 3% Mental status changes 

 

61.5 % 

38.5% 

31% 

31% 

7.6% 

7.6% 

0 

Referring Specialty (top 3) 27% Oncology 

25% Medical ICU 

18% Internal Medicine 

100% Oncology 

 

Pre-consult hospital days 

(median) 

6 days 

 

1 day 

 

Discharge disposition 

  Length of hospital stay 

 

 Disposition: 

  Discharged alive 

  Died in hospital 

 

Range 1-102 days 

Mean 16.3 days 

 

70%  (41% hospice) 

31% 

 

Range 2-43 days 

Mean 10.6 days 

 

 100%  (77% hospice) 

0% 
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Table 2. Utilization of Palliative Care by All Providers and Only Oncology Providers-
Comparison of Baseline and Post Intervention Data 

 Baseline  

(3/15/06-6/30/09) 

Post Intervention 

(12/16/10-2/28/11) 

PCS referrals from all 

providers/total lung

8% 

 cancer 

inpatients  

(118/1476) 

 

7.5% 

(7/93) 

 

PCS referrals by oncology 

providers only/total lung 

cancer inpatients 

20.5% 

(32/156) 

21.4% 

3/14 

PCS-Palliative Care Service 
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 Figure 1: Model for Palliative Care throughout Cancer Illness 

 

National Consensus Project for Quality Palliative Care, 2nd Edition, 2009 
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Appendix A  

Domains of Palliative Care 

Domain 

Number 

Domain Name 

1 Structure and processes of care

-Policies and procedures, personnel, financial resources 

: 

-Collection of operational, clinical, customer and financial metrics 

-Quality and performance improvement program  

-Symptom assessment tools, Referral criteria 

-Documentation of patient assessment, care plan 

-Communication process with referring providers 

2 

-Pain and symptom management 

Physical aspects of care: 

-Patient and family education 

-Referral to healthcare professionals 

3 

-Assessment and management of psychological reactions to illness 

Psychological and psychiatric aspects of care: 
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-Referral to other healthcare professionals 

-Patient and family education 

4 

-Assessment and management of practical needs  

Social aspects of care: 

-Family meetings to help patients/families with decision-making 

-Referrals to services to address identified needs 

5 

-Assessment of spiritual and existential issues common in response to coping with life-

limiting illness 

Spiritual, religious and existential aspects of care:  

-Referral to pastoral care and other professionals 

6 

-Assessment of cultural needs with efforts to accommodate range of practices of 

patients/families 

Cultural aspects of care:  

-Culturally sensitive communication 

7 

-Assessment of signs and symptoms of approaching death 

Care of the imminently dying patient: 

-Addressing end-of-life issues and concerns 
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-Education of patient/families about hospice and referral 

-Plan for bereavement support  

8 

-Promotion of advanced care planning 

Ethical and legal aspects of care: 

-Knowledge about legal, regulatory, and ethical aspects of medical decision-making 

such as decisional capacity 

-Assistance to surrogate health care decision-makers 

-Professional behavior consistent with professional codes of ethics 

Adapted from “Clinical Practice Guidelines for Quality Palliative Care, 2nd Edition”, p. 4-64.  

Copyright 2009 by the National Consensus Project for Quality Palliative Care; Weissman, D. 

E., Meier, D. E., & Spragens, L. H. (2008). Center to advance palliative care palliative care 

consultation service metrics: Consensus recommendations. Journal of Palliative Medicine, 

11(10), 1294-1298.  
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Appendix B   

Population/Problem, Intervention, Comparison, Outcomes (PICO) Practice Question 

Population: Lung cancer providers (Attending physicians and Oncology Nurse Practitioners) 

providing care to hospitalized patients with lung cancer at Thomas Jefferson University Hospital. 

Problem: Previously published data on referral patterns in this hospital indicated that palliative 

care consultation was infrequently considered for lung cancer patients.  Referrals occurred late in 

the disease trajectory and the hospital stay.  It is assumed that many barriers to palliative care 

referral explain these provider practices including, lack of knowledge among providers about 

palliative care, uncertainty about criteria and timing of referral in the disease course, and 

attitudes about the role of palliative care specialists in overall patient care.  

Interventions:

1. Educational didactic to lung cancer providers 

  

2. Educational outreach visits to key oncology providers 

3. Provision of written palliative care referral criteria 

Comparison: Baseline data on provider referral practice compared to post-intervention data. 

Outcomes:

1. Characteristics and discharge disposition of palliative care consultation patients  

  

2. Referral details 

3. Patient discharge disposition  

Adapted from “Johns Hopkins nursing evidence-based practice model and guidelines” by 
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Newhouse, R. P., Dearholt, S. L., Poe, S. S., Pugh, L. C., & White, K. M., 2007, 

Indianapolis: Sigma Theta Tau International Honor Society of Nursing. 
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Appendix C 

Palliative Care Screening Tool from Center to Advance Palliative Care 

Criteria Score 

 Basic Disease Process 

a.  Cancer (Metastatic/Recurrent) 

b.  Advanced chronic obstructive pulmonary 
disease (COPD) 

c.  Stroke (with decreased function by at least 
50%) 

d.  End stage renal disease 

e.  Advanced cardiac disease, i.e., congestive 
heart failure (CHF), severe coronary artery 
disease, cardiomyopathy (Left ventricular 
ejection fraction <25%) 

f.  Other life-limiting illness 

2 points each 

1 point overall Concomitant disease processes 

a.  Liver disease 

b.  Moderate renal disease 

c.  Moderate COPD 

d.  Moderate CHF 

e.  Other condition complicating care 

 

Using Eastern Cooperative Oncology Group 
(ECOG) Performance Status 

Functional status of patient  

Grade 

    0    Fully active, able to carry on all pre-
disease activities without restriction 

Score as specified below 

 

 

 

0 
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    1    Restricted in physically strenuous 
activity but ambulatory and able to carry out 
work of a light or sedentary nature, e.g., light 
housework, office work 

    2    Ambulatory and capable of all self-care 
but unable to carry out any work activities, up 
and about more than 50% of waking hours 

    3    Capable of only limited self-care; 
confined to bed or chair more than 50% of 
waking hours 

    4     Completely disabled, cannot carry on 
any self-care, totally confined to bed or chair 

 

0 

 

1 

 

2 

3 

- Team/patient/family needs help with 
complex decision-making and 
determination of goals of care. 

Other criteria to consider in screening 

- Patient has unacceptable level of pain or 
other symptom distress > 24 hours. 

- Patient has uncontrolled psychosocial or 
spiritual distress. 

- Patient has frequent visits to emergency 
department (>1 x month for same 
diagnosis) 

- Patient has more than one hospital 
admission for the same diagnosis in last 30 
days 

- Patient has prolonged length of stay (>5 
days) without evidence of progress 

- Patient has prolonged stay in ICU and/or 
transferred from ICU to ICU setting 
without evidence of progress 

- Patient is in an ICU setting with 

Score 1 point for each 



LUNG CANCER PROVIDER EDUCATION AND REFERRAL CRITERIA 

 

 

94 

documented poor prognosis 

 TOTAL SCORE 

Scoring Guidelines:  Total score=2 

                                    Total score=3 

                                     Total score=4 

No intervention necessary 

Observation only 

Consider Palliative Care Consult (requires 
physician order) 

Adapted from “A Guide to Building a Hospital-Based Palliative Care Program” by D.E. Meier & 
C.E. Sieger, 2004, p. E-1.  Copyright 2004 by the Center to Advance Palliative Care. 
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Appendix D 

Multi-faceted Educational Interventions 

Education Didactic:  PowerPoint presentation to Attending physicians and nurse practitioners 

from Solid Tumor Division. 

Content:  

Title: Referral Criteria for Palliative Care Consultation in Patients with Lung Cancer 

1. Reasons for palliative care involvement in lung cancer. Presentation of graphic model of 

palliative care concurrent with disease-modifying treatment to describe model and 

distinguish palliative care from hospice. 

2. Reasons to consult a palliative care consultation team: 

• Difficult to manage symptoms 

• Complex family dynamics 

• Challenging care decisions regarding use of life-prolonging treatments 

• Matching treatment options to patient goals 

3. Names, titles of Jefferson Palliative Care Service personnel and their training 

4. Process to initiate a referral 

5. Review of project baseline data describing Palliative Care Service utilization for patients 

with lung cancer from 2006-2009. 

6. Description of Capstone Project using education and referral criteria 

• Description of educational interventions and referral criteria and summary of 

evidence from cancer literature 

• Introduce project referral criteria in slide and written format (handout) 
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• Describe phases of capstone project, timeline for analysis, and dissemination.  

Educational Outreach Visits:

 Content:  same as above  

  Scheduled face-to-face meeting with attending oncologists and 

the nurse practitioner. 

 Format: Individual meeting (15-30 minutes). 

Referral Criteria for Clinician Reference: 4 X 6 inch card listing referral criteria on one side 
and contact information for the Palliative Care Service on the other side.  Distributed at the 
didactic, the EOV, multidisciplinary team rounds and on request to oncology physicians, nurses, 
and other staff on oncology teams. 
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Appendix E 

Referral Criteria for Palliative Care Consultation 

Disease Factors: 

• Metastatic or locally advanced cancer progressing despite systemic treatments 

• Brain metastases 

• Progressive pleural/peritoneal or pericardial effusions 

• Acute clinical deterioration within previous 24 hours, e.g., Rapid Response Team called 

or considering ICU transfer 

Patient Factors: 

• Marked decrease in functional status/Activities of Daily Living (ADLs) in last 60 days 

• Unacceptable pain or other symptoms for > 24 hours 

• Uncontrolled psychosocial or spiritual issues for > 24 hours 

• Team/patient/family needs help with complex decision-making and determination of 

goals of care 

Hospitalization Utilization Factors: 

• Two or more hospitalizations for illness within three months 

• Prolonged length of stay (>5 days) or transferred from ICU without evidence of progress  

• Patient, family or team uncertain about hospice eligibility 

 

Adapted from CAPC, 2004, 2005; St. John Health & Duke Institute on Care at the End of Life-
Collaboration for Palliative Care, 2008.   


