
Anderson et al. BMC Palliative Care          (2022) 21:148  
https://doi.org/10.1186/s12904-022-01039-7

RESEARCH

The perspectives of oncology healthcare 
providers on the role of palliative care 
in a comprehensive cancer center
Trenley M. Anderson1, Megan M. Farrell1, Gabriel Moss1, Mona Gupta1,2, Stefanie Mooney3, Katherine Daunov2, 
Megan Savernick2, Jan Frandsen2, Kolby Verrona2, Aryn Pecoraro2, Cassandra Mance2, Jorge Garcia1,2 and 
Richard T. Lee1,2,3* 

Abstract 

Background: Palliative care (PC) is an essential part of oncologic care, but its optimal role within a cancer center 
remains unclear. This study examines oncology healthcare providers’ perspectives about the role of PC at a compre-
hensive cancer center (CCC).

Methods: Physicians, nurses, and other oncology healthcare providers at a CCC were surveyed for their opinions 
about the role of inpatient and outpatient PC, preferences for PC services, and barriers to referral. Chi-squared tests 
and multiple regression analyses were performed to explore associations.

Results: We received 137/221 completed questionnaires (61% response rate). Respondents were generally female 
(78%), had ≤ 10 years of service (69%), and included physicians (32%), nurses (32%), and advanced practice providers 
(17%). Most respondents (82%) agreed that more patients could benefit from PC. They also agreed that PC is benefi-
cial for both outpatient and inpatient management of complex pain (96 and 88%), complex symptoms (84 and 74%), 
and advanced cancer patients (80 and 64%). Transition to hospice (64 vs. 42%, p = 0.007) and goals of care (62 vs. 49%, 
p = 0.011) provided by PC services were more valued by respondents for the inpatient than for the outpatient setting. 
Barriers to utilizing PC included lack of availability, unsure of when to refer, and poor communication. The majority of 
respondents (83%) preferred a cancer focused PC team to provide high-quality care.

Conclusions: Overall, the majority of oncology health care providers believe that more patients could benefit from 
PC, but opinions vary regarding the roles of inpatient and outpatient PC. Barriers and areas for improvement include 
availability, referral process, and improved communication.
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Background
The World Health Organization defines palliative care 
(PC) as an approach that improves the quality of life of 
patients and their families by preventing and relieving 
suffering through the assessment and treatment of pain 
and a variety of other symptoms, whether physical, psy-
chological, social, or spiritual [1]. PC involves a variety of 
services delivered by a wide range of professionals includ-
ing physicians, nurses, chaplains, social workers, and 
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other supportive care providers. Multiple randomized 
controlled trials have shown that early incorporation of 
PC interventions for advanced cancer patients is ben-
eficial for both quality of life and for survival [2–4]. In 
response to these findings, the American Society of 
Clinical Oncology (ASCO) has published recommenda-
tions for integration of PC early in the course of disease 
for cancer patients and is recognized as an essential ser-
vice within cancer centers, which have been supported by 
other national organizations [5–7].

Implementation of these recommendations, however, 
remains challenging due to a variety of barriers. The 
most-reported barriers are system-related and include 
limited availability of PC services, poor communication 
between teams, lack of interdisciplinary communication, 
and low insurance reimbursement [8, 9]. Given these 
challenges, the best models for PC integration at compre-
hensive cancer centers (CCC) are still being evaluated. 
Conceptual models of integration have been discussed, 
but additional research is still needed to determine best 
practices [10].

We were interested in discovering ways to grow and 
improve the PC program at our institution, a National 
Cancer Institute designated CCC. At our institution, the 
inpatient and outpatient PC services were provided sepa-
rately at the time of this study, and aimed to evaluate if 
PC roles differ between these settings. To date, few sur-
veys have focused on the role of PC in inpatient versus 
outpatient settings among a variety of healthcare profes-
sionals at a CCC. Thus, as part of a quality improvement 
initiative, we surveyed the perspectives of a variety of 
oncology providers to better define the perceived role of 
PC and to assess barriers at our institution with an ulti-
mate goal of how do we improve the PC service within 
the cancer center.

Methods
The survey was created by RL for the purposes of inform-
ing the design of the PC program at our CCC. Initial 
drafts were reviewed by members of the PC program. 
Respondents were surveyed about the role of PC for can-
cer patients in both inpatient and outpatient settings and 
preferences regarding PC team structure and specializa-
tion. The palliative care service at the time of this survey 
included both physicians and nurse practitioners. Two 
separate teams provided care in the outpatient clinic ver-
sus the inpatient hospital. Other supportive care services 
(social work, chaplaincy, psychiatry) were being provided 
within the CCC but were not explicitly included. The 
survey asked whether patients with the following char-
acteristics would benefit most from outpatient and inpa-
tient PC consultation (check all that apply): end of life, 
active cancer treatment, advanced cancer, complex pain, 

complex symptoms, or unclear goals of care. Respond-
ents were asked about the frequency of outpatient/inpa-
tient referral to PC and whether any of the following were 
barriers to referral: lack of PC availability, poor commu-
nication, poor alignment with oncology team’s care plan, 
lack of understanding of cancer care, poor coordination 
of care, poor ability to address advanced care planning or 
goals of care, poor ability to manage complex symptoms 
or complex pain, poor continuity of care between inpa-
tient and outpatient, poor ability to provide emotional or 
spiritual support, lack of trust with PC providers, uncer-
tainty about when to refer, uncertainty about how to 
refer, and lack of time to make a referral.

Likert scales were utilized when applicable when ask-
ing about, outpatient and inpatient PC team coordina-
tion of care, quality of communication, and quality of 
care (excellent, very good, good, fair, poor), and overall 
satisfaction with outpatient and inpatient PC teams (very 
satisfied, satisfied, moderately satisfied, somewhat sat-
isfied, not satisfied). A Likert scale (strongly disagree, 
disagree, neutral, agree, strongly agree) was also used to 
assess (1) whether respondents felt that more patients 
could benefit from PC, (2) whether having the same PC 
clinicians seeing patients in both outpatient and inpa-
tient settings is important for continuity of care, (3) and 
for quality of care, (4) whether having a team of PC clini-
cians that focuses on cancer is important for high-quality 
care, and (5) whether respondents would prefer a team 
of PC clinicians that focuses on cancer (as compared to 
a PC team that sees all types of medical conditions). Sub-
jects were asked to describe frequency of referral to out-
patient/inpatient PC. The survey also asked respondents 
to report their demographics, professional role, practice 
location, years of service at our CCC, and types of can-
cer they treat. Most of the questions allowed for an other 
option with free text. These responses were limited and 
thus not included in this publication.

We administered the survey from December 2018 to 
January 2019 as part of a quality improvement project. 
The survey was emailed to physicians, advanced practice 
providers (APP), nurses, and social workers at a National 
Cancer Institute designated CCC in Northeast Ohio. All 
responses were collected anonymously with REDCap®. 
Respondents were provided $5–10 compensation. All 
experimental protocols were approved by the IRB of Uni-
versity Hospitals.

All data were pre-coded by REDCap® and checked 
for errors by the research team. Missing and ambigu-
ous responses were excluded from the analysis. Years 
of service, location, and cancer specialty groups were 
combined into more condensed groups for analy-
ses. Descriptive statistics (i.e., frequency, mean) were 
used to summarize oncology health care professional 
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characteristics and outcome variables. Chi-square tests 
were performed to explore categorical comparisons.

Along with the survey’s summary statistics, a mul-
tivariable regression analysis was conducted on the 
referral frequency (< 1x/month vs. ≥ 1x/month), agree 
that more patients would benefit from PC (agree vs. 
no agreement) service ratings, prefer a cancer focused 
PC team (agree vs. no agreement), and an automatic 
assessment would be helpful for PC referral (agree 
vs. no agreement) in a logistics regression model. The 
model included gender (male versus female), type of 
healthcare provider (physician vs. non-physician), 
specialty (general oncology vs. specialized medi-
cal oncology vs. hematology), location (main campus 
vs. community), and years of service (< 10 vs 11–25 vs 
26–41 vs > 41  years). All statistical analyses were per-
formed using Stata/SE 14.2 (College Station, TX).

Results
Demographics
Of the 221 surveys sent to healthcare providers, 144 
responses were received. Among these, 137 question-
naires were > 80% complete, thus providing a 62% 
response rate. Most of the responding healthcare pro-
viders were female (78%).  See Table  1. The respondents 
included physicians (32%), nurses (32%), and advanced 
practice providers (17%). Over half of responses (57%) 
were from individuals who worked at the main campus 
of the CCC, while the remaining 43% were from those 
working at community locations. The largest proportion 
of respondents (44%) had < 5 years of service at our can-
cer center; 25% had 6–10 years, 12% had 11–15 years, and 
9% had 16–20  years, and 10% had > 20  years of service. 
Respondents treated a variety of cancer types including 
breast (31%), gastrointestinal (29%), hematologic (23%), 
lung (21%), and genitourinary (20%). There was approxi-
mate 126 responses from those who refer to outpatient 
PC and 69 responses from those who refer to inpatient 
PC. Seven out of 10 respondents referred to outpatient 
PC at least monthly or more, while only about half (48%) 
referred to inpatient PC at least monthly. About one-
sixth (15%) never referred to inpatient PC, compared to 
4% who never referred to outpatient PC.

Role of palliative care
Most respondents (82%) agreed that more patients could 
benefit from palliative/supportive care. There was also 
a strong consensus that PC is beneficial for outpatients 
with complex pain (96%) and to a lesser degree, those 
with complex symptoms other than pain (84%), advanced 
cancer (80%), and those near the end of life (i.e., less 
than six-month prognosis; 77%). Similarly, respondents 
believe that PC is beneficial for inpatients with complex 

pain (88%), complex symptoms (74%), end-of-life sta-
tus (71%), and advanced cancer (64%). A similar pro-
portion supported PC for management of patients with 
unclear goals of care in both inpatient and outpatient set-
tings (50% vs. 46%, respectively). There was a preference 
among respondents for outpatient over inpatient PC con-
sultation for patients receiving active cancer treatment 
(65 vs. 51%, p = 0.009). In regards to important services 
provided by PC for outpatients and inpatients, a similar 
trend was seen in regards to complex pain (93 vs. 82%) 
and complex symptoms (85% vs. 74%). Transition to hos-
pice and goals of care discussions were valued more for 
inpatients than for outpatients—64 vs 42% (p = 0.007) 
and 62 vs. 49% (p = 0.011), respectively. Emotional and 
spiritual support and PC education was considered 

Table 1 Demographics

a Oncologists who see multiple cancer types as compared to those that only 
focus on a single cancer types (ex. gastrointestinal cancers)

GENDER N (%)

Female 106 (78%)

Male 29 (21%)

ROLE
 Physician 44 (32%)

 Nurse 44 (32%)

 Advanced Practice 23 (17%)

 Social Work 9 (7%)

 Other 17 (12%)

CANCER TYPE
 Breast 42 (31%)

 Gastrointestinal 40 (29%)

 General  Oncologya 40 (29%)

 Hematological 31 (23%)

 Lung 29 (21%)

 Genitourinary 27 (20%)

 Melanoma & Sarcoma 24 (18%)

 Head & Neck 23 (17%)

 Gynecologic 19 (14%)

 Stem Cell Transplant 14 (10%)

 Sickle Cell 10 (7%)

 Neuro Oncology 7 (5%)

 Other 8 (6%)

LOCATION
 Main Campus 77 (56%)

 Community 59 (44%)

YEARS OF SERVICE
  < 5 60 (44%)

 6–10 34 (25%)

 11–15 17 (12%)

 16–20 13 (9%)

  > 20 13 (9%)
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generally important by approximately half of respondents 
for both inpatient and outpatient settings See Fig. 1.

Perceived barriers, recommended improvements, 
and structure
For both outpatient and inpatient referral, lack of avail-
ability was identified as the primary barrier (57% and 
40%, respectively). Uncertainty about when to refer was 
cited more commonly for outpatient referrals (19%) than 
for inpatient referrals (10%). Poor communication (11 
vs. 22%), poor alignment with the oncology team’s care 
plan (16 vs 10%), and lack of trust with PC providers (12 
vs 2%) were barriers cited more commonly for inpatient 
than for outpatient referral.

When asked how PC could better meet their needs, 
approximately half of respondents indicated a desire 
for increased availability of inpatient and outpatient PC 
providers. The next most common responses for both 
inpatient and outpatient were better continuity between 
inpatient and outpatient PC and better communication. 
Addressing advance care planning was emphasized for 
outpatients (19%) relative to inpatients (13%). Improved 
alignment between the primary cancer team and pallia-
tive care team was emphasized for inpatients (20%) rela-
tive to outpatients (12%).

Most participants agreed that having the same PC clini-
cians seeing their patients (both outpatient and inpatient) 
is important for continuity of care (78%) and quality of 
care (74%). A large proportion (83%) also agreed that 
having a team of PC clinicians that focuses on cancer 
(as compared to a PC team that sees all types of medical 
conditions) is important for providing high-quality care. 
Similarly, 79% would prefer to work with a team of PC 

clinicians that focuses on cancer. A majority of respond-
ents (70%) of respondents felt an automatic assessment 
tool to help facilitate referrals would be helpful See Fig. 2.

Multiple regression analysis
In the multiple regression analysis, we found that those 
who practice at the main campus were significantly 
more likely than those at community locations to refer 
to PC ≥ 1x/month (OR 4.2, p = 0.003). Those at the main 
campus were more likely to prefer a cancer focused PC 
(OR 2.7, p = 0.047) as well as those who were general 
oncologist as compared to those that specialized in a can-
cer type (OR 2.3, p = 0.026). Lastly, those who have prac-
ticed at the CCC for ≤ 10 years were more likely to prefer 
an automatic assessment tool to help aid referrals to PC 
(OR3.3, p = 0.005).

Discussion
This is the only study in the U.S. that surveyed a variety 
of oncology providers at a single CCC about attitudes 
and barriers regarding PC utilization in both inpatient 
and outpatient settings. The majority of respondents 
were interested in increasing PC services for their 
patients. We found differences between the role of out-
patient and inpatient PC. Respondents reported that 
complex pain, complex symptoms, and advanced can-
cer patients were important services provided by PC 
in the outpatient setting, and in contrast respondents 
valued inpatient PC management for goals of care dis-
cussions and transition to hospice. The reasons for this 
significant difference between outpatient and inpatient 
needs has not been previously identified. The reason 
for this may be related to the acuity of issues found in 

Fig. 1 Important services provided by palliative care for outpatient and inpatient settings
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the different settings, and that perhaps oncologists are 
more comfortable and/or able to address goals of care 
and hospice transition in the outpatient clinic. Addi-
tionally, we found that 3 in 4 providers preferred an 
oncology-focused PC team and felt having the same PC 
clinicians for outpatient and inpatient was important 
for continuity of care. The only other similar survey 
of a variety of oncology healthcare providers gathered 
opinions about the benefit of early specialist PC at a 
tertiary cancer center in India [11]. This study reported 
that oncologists and oncology nurses agreed that early 
integration of PC in cancer care improves symptom 
control, end-of-life care, and healthcare-related com-
munication. Compared to nurses, oncologists indicated 
a greater appreciation for PC interventions in end-of-
life care management but not for symptom control or 
communication.

Surveys of physicians have revealed largely positive 
attitudes about PC and belief that PC is under-utilized 
[12–14]. An integrative review of nurses’ attitudes 
revealed positive views of PC but also a lack of knowl-
edge about PC [15]. One survey of nurses at a U.S. CCC 
found that oncology nurses had, on average, a strongly 
positive attitude toward caring for dying patients, 
though nurses with less experience tended to be less 
supportive of PC [16]. Our study provides additional 
evidence that both oncologists and nurses believe that 
PC interventions improve end-of-life care and symp-
tom management. Contrary to the study by Salins et al., 
which found a stronger preference for end-of-life PC 
intervention among oncologists relative to nurses, our 

study did not find significant differences between opin-
ions of different types of healthcare providers.

The 2017 practice guidelines established by the ASCO 
include the recommendation that PC for patients with 
advanced cancer should be delivered through interdis-
ciplinary care teams with consultation available in both 
outpatient and inpatient settings [5]. While there is evi-
dence supporting the efficacy of such integrated mod-
els, there is no published research examining the precise 
roles of the inpatient and outpatient components of these 
models and their utilization by oncology health care pro-
viders. To date, surveys of healthcare providers have not 
compared the two settings. Our study revealed some 
divergence in opinions about the roles of outpatient ver-
sus inpatient PC, barriers to those services, and satisfac-
tion. It should be noted that at the time of the survey, the 
outpatient PC was a cancer focused team while the inpa-
tient PC team was not, which may account for some of 
the differences found.

Several previous studies have surveyed oncology pro-
viders about reasons for PC referral [11, 13, 17–22]. 
These reasons, which include pain and symptom man-
agement, end-of-life care, depression/anxiety, and 
exhaustion of curative treatment options, suggest desir-
able roles for PC in the context of oncology. These stud-
ies show that PC is valued for pain and symptom relief 
in both inpatient and outpatient settings. Symptom man-
agement was identified as the most important role for 
PC at the cancer center, which is consistent with results 
from previous surveys [14, 20, 22]. Of note, only half 
of respondents reported psych-spiritual support as an 

Fig. 2 Preferences regarding palliative care team structure and automated assessment tool
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important role for the PC service. This could be related 
to clinicians believing other services were also available 
to address this need, such as social work or psychiatry, 
and/or a lack of understanding of the holistic nature of 
PC. Assisting with goals of care and transition to hospice 
were noted to be significantly more important for inpa-
tient PC than for outpatient PC. Respondents specified 
that they prefer to utilize PC to continue care when no 
other therapy options remain, yet many also agree that 
early referral is beneficial for patients. Previous surveys 
have shown that oncology providers largely agree that 
cancer patients should receive PC early in the disease 
course, but actual referral practices often fall short of this 
goal [14, 23]. This discrepancy may be due to the limited 
availability of PC services and decisions to reserve PC 
resources for patients at advanced stages of disease who 
may be most in need.

Systematic reviews have assessed the barriers to spe-
cialist PC access, barriers to integration of oncology and 
PC and factors influencing referrals to specialist PC [8, 9, 
24]. The most-reported barriers are system-related and 
include limited availability of PC services, poor com-
munication between teams, lack of interdisciplinary 
communication, and low insurance reimbursement. Lim-
ited PC availability has been cited as a major barrier to 
PC referral in several physician surveys, and also found 
in this study [12, 13, 18, 25]. Provider-related barriers 
include gaps in knowledge about PC referral practices, 
fear of estranging patients and families or of deflating 
hope, belief in incompatibility with ongoing antitumor 
treatment, lack of time to address PC needs, and stigma 
associated with the discipline of PC.

Uncertainty about how and when to refer was provided 
as an additional barrier to PC referral. Most respond-
ents did agree that an automatic assessment and referral 
built into the electronic medical record would be help-
ful. Interestingly, it is concordant with the consensus of a 
panel of international experts that the model of physician 
referral augmented by automatic referral is an optimal PC 
referral structure [26]. This is inconsistent with results 
from other physician surveys, which have shown that 
oncologists prefer to actively coordinate care and deter-
mine the time of PC referral [17]. Respondents showed a 
strong preference for a PC team with an oncology focus 
rather than a team that sees other patients in addition 
to oncology patients. Additionally, most respondents 
also felt that care would be improved by having the same 
PC team see patients in both inpatient and outpatient 
settings.

This study has limitations. Selection bias is possible, 
though this risk is tempered by the response rate of 62%, 
which is high for voluntary electronic surveys among 

healthcare providers. Data from the current study may 
reflect the opinions of those healthcare providers with 
an interest in PC. Of note, a significant proportion of 
respondents had been working at the CCC for < 5 years. 
Responses to the survey were limited to a single CCC 
in the Midwestern United States and therefore cannot 
be generalized out of that setting. The survey tool itself 
was not validated and this survey was done prior to the 
COVID pandemic and the increased utilization of tel-
ehealth modalities. Lastly, we did not include aspects of 
home palliative care, which is an important part of the 
array of services provide for patients [27].

Additional surveys are needed at CCCs to confirm 
these findings. Evaluations of general PC versus cancer-
focused PC are needed to understand the impact of each 
approach. Future studies are needed to assess patient and 
family opinions about the role and accessibility of inpa-
tient and outpatient PC, particularly among underserved 
or disadvantaged patient populations. Additionally, 
whereas this study gathered opinions of only oncology 
providers, future studies are needed to understand the 
perspectives of PC providers. We also need more data 
about innovative models of integrated PC that improve 
integration and availability.

Conclusions
This survey showed that the majority of oncology health 
care providers believe that more patients could benefit 
from PC at a CCC. Symptom management was iden-
tified as the most important role for PC while assisting 
with goals of care and transition to hospice were noted 
to be significantly more important for inpatient PC. Most 
respondents agree that care would be improved by hav-
ing the same PC team in both inpatient and outpatient 
settings. Moreover, respondents showed a strong pref-
erence for a cancer-focused PC team. Barriers and areas 
for improvement include PC availability, improved com-
munication, and alignment and trust with the oncology 
teams.
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