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Abstract
Background: Consensual criteria for timely palliative care referral for patients with advanced cancer
were defined through an international Delphi process. However, it is unclear how often patients meet
criteria and how often they meet palliative care teams accordingly.

Methods: This prospective multicenter cross sectional study involved outpatients and inpatients with
metastatic cancer from oncology departments in 8 hospitals. We assessed the prevalence of referral
criteria and recent palliative care consultations (in the past 3 months) among outpatients and inpatients
with metastatic cancer. Secondary objectives were to compare referral criteria between these settings
and identify factors associated with recent palliative care consultation.

Results: 355 patients with metastatic cancer were included (average age 65.7 years; 52.4% female), with
265 (74.6%) outpatients and 90 (25.4%) inpatients. The most commonly met criteria were estimated
prognosis < 1 year (N=235, 66.2%), need for assistance with decision-making or care planning (N=214,
60.3%), and severe physical symptoms (N=148, 41.7%). 334 (94.1%) of all patients met at least one
criterion, and 71% met ≥ 2 criteria. Inpatients met referral criteria more frequently than outpatients did
(98.9% versus 92.5%, p=0.048). Only 133 (37.5%) patients had a palliative care consultation in the past 3
months (32.5% of outpatients and 52.2% of inpatients, P=0.001).

Conclusion: Screening for referral criteria revealed that a substantial majority of patients had supportive
care needs warranting palliative care referral, particularly in the inpatient setting. Only a minority of these
patients had a recent palliative care consultation, suggesting opportunities to streamline the referral
process.

This trial was registered in ClinicalTrial.gov PRS with the ID NCT05339945 on April 21, 2022.

INTRODUCTION
Early integration of specialized palliative care alongside oncologic care improves quality of life,
decreases intensive end-of-life care, and is an evidence-based practice recommended by international
guidelines.[1–10] However, considering advances in cancer treatments, some patients with advanced
cancer may not require specialized palliative care initially. Moreover, given the limited availability of
palliative care teams in many countries, referring all patients as soon as an incurable cancer is
diagnosed is not currently feasible.[11] Thus, the medical literature has evolved from recommending the
systematic involvement of palliative care teams at diagnosis of metastatic cancer to endorsing a
targeted approach, “timely palliative care,” which aims to address the right patient, at the right time,
within the right organization.[12]

In 2017, Hui et al. conducted a Delphi study to establish consensual referral criteria for outpatient
palliative care, involving 60 international experts. Panelists reached consensus on 11 major criteria for
referral (9 need-based and 2 time-based criteria, any criterion being a sufficient reason to propose
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referral).[13] In a retrospective study, at least one of these criteria was found in 85% of 200 outpatients
referred to an American supportive care clinic. The median overall survival after referral was 14 months.
The authors conclude that standardized referral based on these criteria may promote even earlier
referral.[14] Furthermore, these criteria were initially developed for outpatients and no studies have yet
examined their applicability to hospitalized patients, who typically present with more advanced disease.

A clearer understanding of the proportion of patients who meet referral criteria versus those who are
actually cared for by palliative care teams is needed to identify gaps in palliative care delivery and inform
resource planning across outpatient and inpatient settings. In healthcare systems lacking a systematic
referral strategy, identifying the criteria associated with palliative care use, and those that are not, will
help design referral strategies and targeted educational interventions. In this multicenter study, we
screened patients for referral criteria and examined the proportion of outpatients and inpatients with
metastatic cancer who met the referral criteria, as well as the proportion of patients who received a
recent palliative care consultation. The secondary objectives were to compare the prevalence of
palliative care referral criteria between outpatients and inpatients, and to determine the factors
associated with recent palliative care consultation.

METHODOLOGY

Study design
We conducted an observational, cross-sectional, multicenter study in eight hospitals in the Ile-de-France
region. The participating centers did not routinely employ screening strategies for symptoms or palliative
care needs, and patients were referred to palliative care teams at the discretion of the oncologist. When
referred, patients generally first encounter hospital-based palliative care teams, and are then referred if
necessary to home-based palliative care teams. Inpatients and outpatients are cared for by the same
hospital-based palliative care team. Home-based palliative care teams can work alongside hospital
teams. France is recognized as one of the countries with advanced palliative care development [15]. The
Ile-de-France region is one of the best equipped areas in the country in terms of palliative care teams
and units in the country [16].

Between June 2022 and May 2023, a palliative care specialist at each site served as the local
investigator and enrolled 40 patients from oncology departments in both outpatient and inpatient
settings. Eligible participants were all patients over 18 years with metastatic cancer present on study
days in the participating oncology departments, regardless of prior palliative care involvement. Patients
were excluded if they lacked health insurance (normally universal for French residents), had
visual/hearing impairment or aphasia, did not understand French, were unable to provide informed non-
opposition (cognitive impairment), or had a curable testicular cancer or ovarian choriocarcinoma.

Patients were enrolled over several study days within a maximum period of three months. One center
recruited two cohorts of 40 patients from separate oncology departments. Investigators invited all
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consecutive outpatients attending consultations or chemotherapy day units and all hospitalized patients
present on study days to participate. When the number of eligible patients exceeded the investigator's
recruitment capacity, patients were included consecutively according to their order of arrival at the
hospital until the maximum inclusion capacity was reached. In each study center, it was confirmed that
no systematic bias existed regarding the timing of patients' scheduled hospital appointments.

Data collected
The presence of the 11 international consensus referral criteria was assessed using multiple data
sources (Table 1).

Patients completed a pen and paper questionnaire in the waiting room before their oncology
consultation or during their stay in a day hospital or inpatient ward. The questionnaire included the
European Organisation for Research and Treatment of Cancer Quality of Life Questionnaire (EORTC QLQ-
C30) and the Supportive Care Needs Survey–Short Form (SCNS-SF34), as well as a yes/no question on
the need for assistance with decision-making or care planning.

The EORTC QLQ-C30 and SCNS-SF34 are validated, multidimensional instruments widely used to assess
quality of life and supportive care needs. The EORTC-QLQC30 assesses quality of life with five multi-item
functional scales (physical; role functioning; emotional; cognitive; and social and family life), and nine
symptom scales. [17, 18] The SCNS SF34 measures patients’ own perception of their need for help in
dealing with cancer across five domains: psychological, health system and information, physical and
daily living, patient care and support, and sexuality needs. [19] Questionnaire scores were converted to
0–100 scales according to published scoring manuals. [20] Following Johnsen et al., symptoms and
supportive care needs were considered severe when symptom or need scores exceeded 66.7, or when
functional scores were below 33.3. [21]

For each patient, the treating oncologist completed a questionnaire (yes/no) assessing the presence of a
spiritual or existential crisis, a request for hastened death, and the patient’s need for assistance with
decision-making or care planning. Oncologists were also asked whether they believed the patient or
family would be willing to meet a palliative care team. To minimize potential distress related to negative
perceptions of palliative care, this question was directed to oncologists rather than patients.[15]
Prognosis was assessed using the “surprise question”: “Would you be surprised if this patient died within
the next 12 months?” [22, 23]

Research staff extracted sociodemographic, disease, and clinical data from medical records, including
age, sex, performance status, history of delirium, dates of diagnosis and first metastasis, primary tumor
type, and the presence of brain/leptomeningeal metastases, spinal cord compression, or cauda equina
syndrome. Data on cancer treatments (previous and within the last 30 days) were also collected, along
with any hospital- or home-based consultation with a palliative care physician or nurse in the preceding 3
months, to identify patients actually receiving palliative care.
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Statistics
Considering the diversity and the prevalence of palliative care needs reported previously [14, 24], we
calculated that a sample of 360 patients (including 5% missing data) would provide adequate precision
to estimate both the prevalence of palliative care referral criteria and recent palliative care consultations.
For example, this sample size would allow us to estimate an expected prevalence of palliative care
consultations of 30% with a precision of 4.9%, thus a 95% CI of [25,1%-34,9%], or an expected prevalence
of referral criteria of 60% with a precision of 5.2%, thus a 95%CI of[54,8%-65,2%] ; or an expected
prevalence of referral criteria of 90% with a precision of 3.2%, thus a 95% CI of [86,8%-92,3%].

Descriptive statistics were reported as number and percentages for categorical variables and means
with standard deviations for continuous variables. Missing data were reported for each variable, and
percentages were calculated using available data.

Referral criteria were compared between inpatients and outpatients, and between patients with and
without a recent palliative care consultation, using χ² or Fisher’s exact tests as appropriate.

Factors associated with recent palliative care consultation—including care setting, sociodemographic
and clinical characteristics, and referral criteria—were examined using multivariable logistic regression.
Variables with p < 0.1 in univariate analysis were included, except for cancer type, which was not
representative. We performed 20 multiple imputations and applied a stepwise model using the Wald
statistic. For each imputed dataset, palliative care team involvement was analyzed, and a set of variables
was retained. The final model included all variables selected in at least 50% of cases.

Analyses were performed using R software, and statistical significance was set at p < 0.05.

RESULTS
Study sample

On the study days, 696 eligible patients were screened. Among outpatients, 279 could not be enrolled
because investigator inclusion capacity had been reached, and 56 patients declined participation.
Overall, 361 patients were enrolled; 6 were excluded because of missing data on palliative care
consultations, leaving 355 patients for analysis. Of these, 90 (25.4%) were inpatients and 265 (74.6%)
were outpatients.

The mean age was 66 years, and 186 patients (52.4%) were women. Most had a good performance
status, with 89 (27.7%) classified as PS 0 and 129 (40.2%) as PS 1. Primary cancer sites were diverse,
predominantly lung, gastrointestinal, pancreatic, skin, and breast cancers. The median time from first
metastatic diagnosis to study inclusion was 13.8 months. Most patients (88.2%) had received systemic
therapy within the previous 30 days, and 203 (59.0%) were receiving first- or second-line treatment (Table
2).
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Prevalence of referral criteria

Overall, 334 patients (94.1%) met at least one palliative care referral criterion (Table 3). While 23.1% met
only one criterion, 71.0% met at least two and 47.1% met at least three (Figure 1). The most common
criteria were an estimated survival of less than 1 year (N=235, 66.2%), need for assistance with decision-
making or care planning (N=214, 60.3%), and severe physical symptoms (N=148, 41.7%). Delirium (N=1,
0.3%), spinal cord compression or cauda equina syndrome (N=3, 0.8%), and requests for hastened death
(N=12, 3.4%) were rare.

Fig 1- Number of international consensus criteria per patient

The x-axis shows the number of simultaneous criteria per patient, and the y-axis the proportion of
patients meeting this number of criteria.

Comparison between outpatients and inpatients

Compared with outpatients, inpatients had poorer performance status (p<0.0001) despite a shorter
interval since metastatic diagnosis (12.0 vs 15.7 months, p=0.017). They were also more likely to have
received a recent palliative care consultation (52.2% vs 32.5%, p=0.001) (Table 2). Inpatients more
frequently met palliative care referral criteria than outpatients (98.9% vs 92.5%, p=0.048), particularly
severe physical symptoms (62.2% vs 34.7%, p<0.0001) and an estimated survival of less than 1 year
(87.8% vs 58.9%, p<0.0001). They were also more often perceived by oncologists as willing to meet a
palliative care team (23.6% vs 11.5%, p=0.008) (Table 3).

Factors associated with specialized palliative care team referral

133 (37.5%) patients received at least one palliative care consultation in the last 3 months (table 2).
Estimated prognosis < 12 months, severe physical or emotional symptoms, spiritual or existential crisis,
and patient or family request to meet a palliative care team were significantly associated with palliative
care consultations (p<0.05). The other criteria were not (table 4). In multivariate analysis, a performance
status of 2 was the only factor associated with palliative care consultation (OR=2.56, IC [1.30-5.06],
p=0.007).

DISCUSSION
According to criteria recognized by international consensus, 94% of patients in our study had an
indication to meet a specialized palliative care team, yet only 37.5% of patients had a recent palliative
care consultation. Inpatients had poorer performance status, were more likely to fulfill referral criteria,
and significantly higher rates of recent palliative care consultation than outpatients. Factors associated
with poor prognosis (brain or leptomeningeal metastasis, delirium, spinal cord compression, progressive
disease despite a 2nd line of systemic therapy), need for assistance with decision making or care
planning, and request for hastened death were not associated with palliative care follow-up.
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A large majority of patients included in our study met at least one criterion for palliative care referral, and
over 70% met two or more criteria and nearly 50% met three or more criteria. Paiva et al. developed a 16-
item checklist based on the international consensus and prospectively assessed 120 outpatients with
advanced breast or gynecologic cancer. 23 (19%) of them were already referred to palliative care, and an
additional 82 (68%) patients would have been referred if the screening criteria had been applied [25]. A
databased study of 38,851 Canadian outpatients with advanced lung cancer found that 82.4% met
eligibility for palliative care referral based on 6 of the 11 major criteria defined by the international
consensus.[26]. These studies did not involve actual referral because of the lack of palliative care
resources that would have been necessary.[27] Other screening tools like the 5-item tool developed by
Glare from the National Comprehensive Cancer Network [28–30], EORTC-QLQ-C30 [31] and Edmonton
Symptom Assessment System [32], the surprise question [23] or the PALLIA-10 [33] have been proposed.
Nevertheless they were either too sensitive for clinical practice or had not yet proven their effectiveness
on patient outcomes. 

Timely palliative care requires criteria that enable the identification of eligible patients and increase
opportunities for earlier referral. Although the precise mechanisms underlying this gap are not described,
our study outlines a significant mismatch between patients’ needs for palliative care and actual
interventions delivered by palliative care teams. We can hypothesize that strict application of the
international criteria would lead to a saturation of palliative care resources in many countries. When
palliative care teams cannot assess all patients meeting at least one international criterion, requiring 2–
3 criteria for referral may be a more sustainable approach, prioritizing patients with the most complex
needs. In settings where this strategy is adopted, enhancing oncology clinicians’ palliative care skills and
implementing regular oncopalliative multidisciplinary meetings [12,34,35] would be essential to ensure
all patients receive high-quality primary palliative care. Additional studies would be needed to evaluate
this approach.

As expected, inpatients had more severe clinical conditions than outpatients, supporting the relevance of
palliative care referral criteria in this population. Their complex needs require systematic reassessment
of palliative care needs during hospitalization. Their uncontrolled symptoms and unstable clinical
situations require advanced skills in palliative care from oncologists managing inpatients, and close
collaboration with palliative care teams in this setting. 

Consistent with previous studies, severe symptoms and limited life expectancy, as assessed by the
surprise question, were common triggers for referral, suggesting that oncologists recognize the value of
palliative care for symptom management and end-of-life discussions [14,35]. In contrast, criteria such as
delirium, brain metastases, spinal cord compression, and disease progression despite second-line
systemic therapy were not associated with referral, indicating that their poor prognostic significance may
be underestimated. Similarly, Hui et al. reported longer delays to palliative care referral for patients with
neurological involvement, a prognosis ≤1 year, or disease progression after second-line therapy than for
those with severe physical or emotional symptoms [14]. Oncologists may also hesitate to discuss poor
prognosis, advance care planning, and palliative care referral, particularly in patients with few or no
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symptoms. The absence of association between the patients’ need for assistance with decision-making
or care planning and the referral to palliative care despite more than 60% of outpatients meeting this
criterion supports this hypothesis. Oncologists should be aware of the key role that palliative care teams
could play in delivering progressive information and that early and longitudinal involvement of palliative
care professionals is necessary to improve patient outcomes [9,12,36]. Our findings underscore the
importance of educating oncology teams about referral criteria and strengthening the routine integration
of palliative care into oncology practice.

These results could also support the exploration of new models of palliative care delivery. Innovative
management strategies should be considered: stepped interventions [37], telehealth consultations for
patients with difficult access to palliative care clinics [38], nursing-led palliative care interventions, or
reinforcement of palliative care training for oncology teams that deliver first line palliative care could
improve access to appropriate palliative care for patients who need it. Nevertheless, the complexity of
the situations addressed by early palliative care requires teamwork. Unless intermediate solutions are
accompanied by programs to develop palliative care services, palliative care teams will continue to be
involved too late in the disease trajectory. Further research is needed to identify effective and
sustainable strategies in order to improve appropriate access to palliative care in each health system.

This study has several limitations. First, because recruitment occurred in specialized oncology
departments, the cancer distribution was not fully representative of the general population. In addition,
although nearly two-thirds of patients were receiving first- or second-line systemic therapy, the median
time from metastatic diagnosis to inclusion was 13.8 months, which is longer than the usual survival
expectancy of cancers such as lung or pancreatic cancer. The recruitment in outpatient settings may
have led to an overrepresentation of long-term survivors and an underestimation of the real palliative
care needs of the population of patients with metastatic cancer. Second, the study was conducted in
oncology departments already engaged in an integrated palliative care model and in the Île-de-France
region, where palliative care services are among the most developed in France; referral rates may
therefore be lower in other settings. Finally, palliative care consultations were assessed only within the
previous 3 months to minimize misclassification of patients lost to follow-up. Nevertheless, some
patients may have developed referral criteria after their last consultation, while others may have met
these criteria only at inclusion, potentially explaining the absence of an earlier referral. Finally

Despite these limitations, this is one of the first multicenter studies to evaluate, in real-world inpatient
and outpatient oncology settings, both the prevalence of international palliative care referral criteria and
their alignment with actual palliative care utilization. These findings may help guide clinicians and
policymakers in improving the integration of palliative care into oncology practice.

CONCLUSION
Although mostly outpatients with good performance status, almost all patients met at least one criterion
for palliative care referral. Only 37% of patients, with more severe conditions and poorer prognosis, had
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recently seen a palliative care specialist. Systematic needs assessment and clinician education may
improve referral practices, but addressing the mismatch between needs and palliative care resources
will require multidisciplinary approaches, early palliative care programs, and innovative models of care.
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Table 1
Assessment of Referral Criteria. [13]

Criteria Who How Positive
screen

Need-based criteria      

Severe physical symptoms Patients - Symptom > 66.7 on EORTC-QLQ
C30 (except from financial
difficultes)

- Physical functioning < 33.3 on
EORTC QLQ C30

- Physical and daily living needs > 
66.7 on SCNS-SF34

At least
one

Severe emotional symptoms Patients - Emotional functioning < 33.3 on
EORTC-QLQ C30

- Psychological needs > 66.7 on
SCNS-SF34

At least
one

Request for hastened death Oncologists Has the patient made or
suggested a request for hastened
death (suicidal ideation,
euthanasia, assisted suicide) :
Yes/No

Yes

Spiritual or existential crisis Oncologists Has the patient gone through or
is he going through a spiritual or
existential crisis : Yes/no

Yes

Assistance with decision
making or care planning

Patients and
oncologists

- Oncologists : Does the patient
seek assistance for therapeutic
decision making and care
planning ?: Yes/no

- Patients : Would you say that
you would like to be assisted for
decisions regarding your
treatments or upcoming care ?:
Yes/No

At least
one Yes

Patient request for palliative
care referral

Oncologists Does the patient or his family
wish to meet with a palliative care
team ?: Yes/No

Yes

Delirium Research staff
in the medical
record

Delirium history Yes

Brain or leptomeningeal
metastases

Research staff
in the medical
record

Existence of brain or
leptomeningeal metastases

Yes
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Criteria Who How Positive
screen

Need-based criteria      

Spinal cord compression or
cauda equina

Research staff
in the medical
record

Existence of Spinal cord
compression or cauda equina

Yes

Time-based criteria      

Within 3 months of diagnosis
of advanced or incurable
cancer for patients with
median survival of 1 year or
less

Oncologists Would you be surprised if this
patient died in the next 12
months? Yes/No

No

Diagnosis of advanced cancer
with progressive disease
despite second-line systemic
therapy

Research staff
in the medical
record

- Progressive disease despite
second line therapy

- Patient undergoing third or more
line of systemic therapy

At least
one item
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Table 2
Description of the study population

Age   Total Outpatients Inpatients p-
value

mean(std) 65.7(12.6) 66(12.4) 65(13.3) 0.614

  med[IQ] 67.0[58.0;75.0] 68.0[59.0;75.0] 67.0[56.0;74.0]  

  min-max 24.0–93.0 28.0–93.0 24.0–91.0  

Sex Men (%) 169 (47.6) 142 (53.6) 44 (48.9) 0.517

  Women (%) 186 (52.4) 123 (46.4) 46 (51.1)  

Performance
status

0 (%) 89 (27.7) 80 (33.2) 9 (11.2) < 
0.0001

  1 (%) 129 (40.2) 101 (41.9) 28 (35.0)  

  2 (%) 80 (24.9) 52 (21.6) 28 (35.0)  

  3 (%) 20 (6.2) 8 (3.3) 12 (15.0)  

  4 (%) 3 (0.9) 0 (0.0) 3 (3.8)  

  Missing 34 24 10  

Type of cancer Gynecological
(%)

26 (7.3) 21 (7.9) 5 (5.6) 0.091

  Liver and biliary
tracts (%)

3 (0.8) 3 (1.1) 0 (0.0)  

  ENT (%) 7 (2.0) 6 (2.3) 1 (1.1)  

  Pancreas (%) 44 (12.4) 31 (11.7) 13 (14.4)  

  Skin (%) 42 (11.8) 35 (13.2) 7 (7.8)  

  Lung (%) 65 (18.3) 56 (21.1) 9 (10.0)  

  Prostate (%) 19 (5.4) 14 (5.3) 5 (5.6)  

  Kidney (%) 7 (2.0) 5 (1.9) 2 (2.2)  

  Breast (%) 38 (10.7) 27 (10.2) 11 (12.2)  

  Digestive tract
(%)

64 (18.0) 44 (16.6) 20 (22.2)  

  Other (%) 40 (11.3) 23 (8.7) 17 (18.9)  

Time between
1st metastasis
and day of

mean(std) 24.9(30.6) 25.9(30.1) 21.8(32.1) 0.017
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Age   Total Outpatients Inpatients p-
value

mean(std) 65.7(12.6) 66(12.4) 65(13.3) 0.614

inclusion
(months)

med[IQ] 13.8[4.5;35.1] 15.7[5.2;38.2] 12.0[2.2;27.6]  

  min-max 0.0-262.6 0.0-262.6 0.2-203.1  

  Missing 72 53 19  

Treatment
received in the
last 30 days

Surgery (%) 4 (1.1) 3 (1.1) 1 (1.1) > 0.99

  Radiotherapy (%) 21 (5.9) 11 (4.2) 10 (11.1) 0.031

  Systemic
treatment (%)

313 (88.2) 238 (89.8) 75 (83.3) 0.146

  Simple
monitoring (%)

32 (9.0) 20 (7.5) 12 (13.3) 0.149

  Palliative care
only (%)

6 (1.7) 4 (1.5) 2 (2.2) 0.646

Type of
systemic
treatment (in
the last

N 313 238 75  

30 days) Chemotherapy
(%)

199 (63.6) 141 (59.2) 58 (77.3) 0.007

  Immunotherapy
(%)

120 (38.3) 95 (39.9) 25 (33.3) 0.375

  Targeted therapy
(%)

27 (8.6) 21 (8.8) 6 (8.0) > 0.99

  Hormonotherapy
(%)

21 (6.7) 19 (8.0) 2 (2.7) 0.18

Number of
previous
treatment lines

0 ou 1 Line (%) 203 (59.0) 163 (62.5) 40 (48.2) 0.035

  2 Lines (%) 66 (19.2) 48 (18.4) 18 (21.7)  

  3 Lines (%) 36 (10.5) 27 (10.3) 9 (10.8)  

  More of 4 lines
(%)

39 (11.3) 23 (8.8) 16 (19.3)  

  Missing 11 4 7  
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Age   Total Outpatients Inpatients p-
value

mean(std) 65.7(12.6) 66(12.4) 65(13.3) 0.614

Consultation
with a
palliative care
team in the
last 3 months
(hospital-
based and/or
at home)

Yes (%) 133 (37.5) 86 (32.5) 47 (52.2) 0.001
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Table 3
Prevalence of the international criteria among outpatients and inpatients.

Criteria   Total Outpatients Inpatients p value

Severe physical symptoms At least
one (%)

148
(41.7)

92 (34.7) 56 (62.2) < 
0.0001

Severe emotional symptoms At least
one (%)

65
(18.3)

46 (17.4) 19 (21.1) 0.524

Request for hastened death Yes (%) 12
(3.4)

7 (2.6) 5 (5.6) 0.189

Spiritual or existential crisis Yes (%) 61
(17.3)

40 (15.2) 21 (23.9) 0.088

  Missing 3 1 2  

Assistance with decision making or
care planning according to the
patient or the oncologist

Yes (%) 214
(60.3)

161 (60.8) 53 (58.9) 0.851

Patient request for palliative care
referral

Yes (%) 51
(14.5)

30 (11.5) 21 (23.6) 0.008

  Missing 4 3 1  

Delirium Yes (%) 1 (0.3) 1 (0.4) 0 (0.0) > 0.99

Brain or leptomeningeal metastases Yes (%) 63
(17.7)

44 (16.6) 19 (21.1) 0.419

Spinal cord compression or cauda
equina

Yes (%) 3 (0.8) 1 (0.4) 2 (2.2) 0.159

Estimated survival < 1 year Yes (%) 235
(66.2)

156 (58.9) 79 (87.8) < 
0.0001

Progressive disease despite second-
line of systemic therapy

Yes (%) 75
(21.1)

50 (18.9) 25 (27.8) 0.101

At least one international criterion Yes (%) 334
(94.1)

245 (92.5) 89 (98.9) 0.048
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Table 4
Factors associated to palliative care team follow-up

Severe physical symptoms   Total No
Palliative
care

Palliative
care

p-
value

N (%) 148
(41.7)

82 (36.9) 66 (49.6) 0.025

Severe emotional symptoms N (%) 65
(18.3)

33 (14.9) 32 (24.1) 0.043

Request for hastened death N (%) 12
(3.4)

6 (2.7) 6 (4.5) 0.377

Spiritual or existential crisis N (%) 61
(17.3)

29 (13.2) 32 (24.1) 0.014

  Missing 3 3 0  

Assistance with decision making or
care planning according to the patient
or the oncologist

N (%) 214
(60.3)

131 (59.0) 83 (62.4) 0.602

Patient request for palliative care
referral

N (%) 51
(14.5)

23 (10.4) 28 (21.7) 0.006

  Missing 4 0 4  

Delirium N (%) 1 (0.3) 0 (0.0) 1 (0.8) 0.375

Brain or leptomeningeal metastases N (%) 63
(17.7)

39 (17.6) 24 (18.0) > 0.99

Spinal cord compression or cauda
equina

N (%) 3 (0.8) 2 (0.9) 1 (0.8) > 0.99

Estimated survival < 1 year N (%) 235
(66.2)

136 (61.3) 99 (74.4) 0.015

Progressive disease despite second-
line systemic therapy

N (%) 75
(21.1)

44 (19.8) 31 (23.3) 0.519

At least one international criterion N (%) 334
(94.1)

204 (91.9) 130 (97.7) 0.042
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Figure 1

Number of international consensus criteria per patient

The x-axis shows the number of simultaneous criteria per patient, and the y-axis the proportion of
patients meeting this number of criteria.
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