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Abstract
Purpose To identify elements of timely integration of palliative care (PC) into hospital oncology care from best practices. 
Thereafter, to assess the level of consensus among oncology and PC specialists and patient and relative representatives on 
the characteristics of timely integration of PC.
Methods A three-round modified Delphi study was conducted. The expert panel consisted of 83 healthcare professionals 
(HCPs) from 21 Dutch hospitals (43 physicians, 40 nurses), 6 patient and 2 relative representatives. In the first round, four 
elements of integrated PC were considered: (1) identification of potential PC needs, (2) advance care planning (ACP), (3) 
routine symptom monitoring and (4) involvement of the specialist palliative care team (SPCT). In subsequent rounds, the 
panellists assessed which characteristics were triggers for initiating an element. A priori consensus was set at ≥ 70%.
Results A total of 71 (78%) panellists completed the first questionnaire, 65 (71%) the second and 49 (54%) the third. Panel-
lists agreed that all patients with incurable cancer should have their PC needs assessed (97%), symptoms monitored (91%) 
and ACP initiated (86%). The SPCT should be involved at the patient’s request (86%) or when patients suffer from increased 
symptom burden on multiple dimensions (76%). Patients with a life expectancy of less than 3 months should be offered a 
consultation (71%).
Conclusion The expert panel agreed that timely integration of PC into oncology is important for all patients with incurable 
cancer, using early identification, ACP and routine symptom monitoring. Involvement of the SPCT is particularly needed in 
patients with multidimensional symptom burden and in those nearing death.
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Introduction

Despite advances in diagnostics and treatment options, can-
cer remains one of the leading causes of premature death 
[1]. It is predicted that cancer will cause 11.5 million deaths 
worldwide in 2030 [2]. This implies that the number of peo-
ple with palliative care (PC) needs will also increase, with 
cancer being one of the main drivers [3].

A growing body of literature demonstrates the positive 
effects of timely integration of PC in the cancer trajectory, 
including improved quality of life, reduced depressive feel-
ings and symptom burden, increased satisfaction with care 
and even improved survival rates [4–7].

This recognition of PC as an integral aspect of oncology 
care has prompted research into indicators of integration of 
PC and oncology programmes for patients with advanced 
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cancer. In a previous study, 47 physicians specialised in 
both oncology and PC reached a consensus on 13 indicators 
of integration, including the presence of interdisciplinary 
PC teams, routine symptom monitoring and routine docu-
mentation of advance care plans [8]. The Lancet Oncology 
Commission has identified different models of integration 
of PC into oncology, including the use of standardised care 
pathways, systematic assessment, multidisciplinary teams 
and an interdisciplinary approach [9].

In the Netherlands, a mixed generalist-specialist PC 
model is used, which means that all HCPs caring for patients 
with a life-limiting illness are considered PC generalists and 
provide PC as part of usual care. They are supported by 
PC specialists when needed. Specialised PC in hospitals is 
organised in specialist palliative care consultation teams 
(SPCTs). A SPCT advises HCPs on individual cases and 
provides a variety of educational activities. Patients and 
families can also be referred to the team for consultation. 
A large nationwide study in the Netherlands has shown that 
improving the access to a SPCT for patients with cancer can 
reduce the number of patients receiving potentially inappro-
priate end-of-life care [10].

However, there are no official (inter)national guidelines 
for the timely integration of PC into hospital oncology care 
for patients with incurable cancer. Most hospitals focus on 
different elements of timely integrated care, such as devel-
oping standardised integrated pathways [11, 12], using an 
online symptom-monitoring and management tool [13] or 
researching prognostic instruments such as the Surprise 
Question [14], leading to a wide variation in clinical prac-
tice. Therefore, the aim of this study was to identify ele-
ments of timely integration of PC in oncological hospital 
care in the Netherlands and to achieve consensus among 
oncology and PC specialists on the essential characteristics 
of these identified elements, using the following research 
questions: (1) How do hospitals with oncology care embed 
different elements of timely integration of PC in their daily 
clinical practice? (2) What characteristics of these elements 
are considered essential for timely integration?

Methods

Study design

A modified three-round Delphi study was conducted to reach 
a consensus on the essential characteristics of the timely 
integration of PC in oncology. This Delphi study followed 
the process as used to reach a consensus on concepts in the 
field of PC [15] (Fig. 1). The Guidance on Conducting and 
Reporting Delphi Studies (CREDES) checklist was used for 
reporting [16].

Panellists

The expert panel consisted of 83 HCPs (physicians and 
nurses), 6 patient and 2 relative representatives. HCPs were 
recruited on the basis of their expertise in either oncology 
or PC. The objective was to recruit at least two HCPs (one 
physician and one nurse) who were specialists in oncology 

Fig. 1  Flowchart of the stages of the Delphi process
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but had no further specialist training in PC, and one PC 
specialist (either physician or nurse) per hospital. Atten-
tion was paid to include various oncologists (e.g. medical 
oncologists, radiation oncologists, oncological surgeons). 
To ensure the involvement of medical associations, six of 
the HCPs were representatives of the Dutch medical asso-
ciations related to oncology: Dutch Association of Medical 
Oncologist (NVMO), Dutch Association of Radiotherapist 
in Oncology (NVRO), Dutch Association of Oncological 
Surgery (NVvH) and Dutch Nursing Society (V&VN).

The HCPs were recruited by the regional advisors of the 
Dutch palliative care consortia. The Netherlands is divided 
into seven palliative care consortia. These are networks and 
partnerships of different national and regional organisations 
that focus on improving and implementing PC. The advi-
sors of the consortia were asked to contact three hospitals 
in their region (one academic and two non-academic) that 
they considered having good practice in the timely integra-
tion of PC. The patient and relative representatives were 
recruited through the Dutch Federation of Cancer Patients 
Organisations (NFK).

Process of development of a questionnaire

Based on key papers in this area of research, such as Kaasa 
et al. [9] Hui et al. [8], and the domains of PC as defined 
in the Netherlands Quality Framework for Palliative Care 
[17], four elements were identified as essential for the timely 
integration of PC into oncology care: (1) identification of 
potential PC needs, (2) advance care planning, (3) routine 
symptom monitoring and (4) involvement of the specialist 
palliative care team. Identification of palliative care needs 
was defined as the recognition of patients with a life-threat-
ening illness or frailty with problematic questions and/or 
needs in physical, social, psychological and/or spiritual 
areas.

Delphi round 1

The first Delphi round was conducted between October 
and November 2021. The aim of this round was to identify 
how HCPs embed the four elements into their daily clini-
cal practice. For each element, three characteristics were 
collected: (1) for whom (for which patient groups the ele-
ment is initiated), (2) when (when in the disease trajectory 
the element is initiated), and (3) by whom (which clinician 
is responsible for initiating the element). Two versions of 
the questionnaire were drafted; one for HCPs and one for 
the patient and relative representatives. HCPs were asked 
about their own clinical practice and the general practice in 
their hospital. Patient and relative representatives were asked 
about their personal experience with (timely) PC and what, 
according to them, timely PC should look like in general 

for patients with incurable cancer. The questionnaires were 
pilot-tested using the think-aloud method (n = 3). The ques-
tions included an open-ended text box where panellists could 
add response categories that were not opted in the multiple 
choice categories. Panellists were able to select multiple 
answer categories.

Delphi round 2

The second round was conducted in January 2022. The 
results of the first round (Table 2) were analysed, and the 
three to five most selected characteristics per element were 
used to formulate statements. The response format was a 
5-point Likert scale. HCPs and patient and relative repre-
sentatives received the same questionnaire.

Delphi round 3

The third round was conducted in April 2022 and included 
27 additional statements with a 5-point Likert scale as 
response format. Again HCPs and patient and relative rep-
resentatives received the same questionnaire.

Data collection

The online questionnaire was sent by email, and panellists 
were asked to complete the questionnaire within 2 weeks. 
After 2 weeks, a friendly reminder was sent, and 2 weeks 
after the reminder, the questionnaire was closed. Each sur-
vey round took approximately 4 weeks to complete. To 
ensure anonymity, no personal information was requested 
other than socio-demographic characteristics including age, 
education level, occupation for HCPs and patient diagnosis 
for patient and relative representatives.

Analysis

The two questionnaires of the first round were merged in 
Stata (version 17). Stata was used for the analysis and for the 
recoding of answers submitted in the open-ended text box. 
When analysing the open field text, we first checked how 
often the field was filled in. As a guideline, we decided to 
include a response in the next round when the response was 
given more often than the least selected pre-defined answer 
category. However, this was never the case. This suggests 
that the multiple-choice categories were comprehensive 
enough. Response categories were listed and ordered using 
frequency tables. Descriptive statistics were used to sum-
marise the data.

Definition of consensus

Consensus was defined as an agreement of ≥ 70% a priori.
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Ethical considerations

This study was assessed by the Medical Ethics Commit-
tee of Brabant (METC NW2021-71) and exempt from full 
approval of an ethics committee due to the fact that there was 
no invasive intervention nor were there vulnerable patients 
involved (CCMO, 2020). Informed consent was obtained 
from all panellists. At the start of each questionnaire, pan-
ellists had to give permission for the data to be used for 
research by checking a box. They were only able to access 
the questionnaire after checking the box.

Results

In total, the expert panel consisted of 91 panellists of whom 
83 (91%) were HCPs, who were oncology specialists either 
with or without additional PC training, 6 (7%) were patient 
representatives and 2 (2%) were relative representatives 
(Table 1). Of the HCPs involved, 47 (52%) were physicians 
and 36 (40%) were nurses. The first round was completed 
by 71 panellists (78%), the second round by 65 (71%) and 
the third by 49 panellists (54%). The expert panel agreed 
on 34 out of 55 characteristics of timely integration of PC 
in oncology.

Characteristics of current best practices of timely 
integration of palliative care in oncology

More than half of the HCPs in the expert panel reported 
that they pay special attention to identifying potential 
PC needs in all patients with incurable cancer (66%) or 
only in patients with incurable cancer who also have a 
poor performance status (66%) (Table 2). The majority of 
HCPs reported that they pay particular attention to identi-
fying potential PC needs when patients have an increased 
symptom burden (65%), shortly after being diagnosed with 
incurable cancer (61%) and/or when patients have a lim-
ited life expectancy (less than 3 or less than 12 months) 
(59–56%). Advance care planning was initiated within the 
hospital by the SPCT (58%) or by the treating medical spe-
cialists (54%). A trigger for the involvement of the SPCT 
in the care of patients was when patients with identified 
PC needs requested the involvement of the SPCT (58%).

Consensus on characteristics of identifying 
potential palliative care needs

Nearly all panellists agreed that the PC needs should be 
assessed for the following patient groups: all patients with 
incurable cancer (97%), patients with incurable cancer 
and a poor performance status (97%) and/or patients with 
incurable cancer and comorbidities (92%) (Table 3). All 
panellists agreed that the potential PC needs should be 
assessed at least at the following moments in the disease 
trajectory: when there is a limited life expectancy of less 
than 3 months or less than 12 months (100–91%), shortly 
after the diagnosis of incurable cancer (90%) and/or when 
patients have a high symptom burden (88%).

Consensus on characteristics of advance care 
planning

The panellists reached a consensus that advance care plan-
ning should be initiated for the following patient groups: 
all patients with identified PC needs (86%) and more spe-
cifically for patients with identified PC needs and meta-
static disease (77%). Advance care planning should be 
initiated at least at the following moments in the disease 
trajectory: when patients with identified PC needs have 
a life expectancy of less than 12 months (90%), when 
patients have high symptom burden (79%) and/or when 
there is a change in the treatment trajectory (70%). The 
responsibility for initiating advance care planning lies with 
the treating physician (92%) and nurse practitioner or spe-
cialised nurse (80%).

Table 1  Social demographic characteristics of the expert panel 
(n = 91)

Expert panel n (%)

Sex (n = 91)
  Female 71 (78)
  Male 20 (22)

Age (years) (n = 91)
  Mean (SD) 48 (10.5)

  ≤ 30 3 (3)
  31–40 19 (21)
  41–50 16 (18)
  51–60 25 (27)

   ≥ 60 8 (9)
  Missing 20 (22)

Role in expert panel (n = 91)
  Healthcare professional 83 (91)
  Patient 6 (7)
  Relative 2 (2)

Healthcare practitioners’ characteristics (n = 83)
  Physician 47 (57)
  Nurse 36 (43)
  Academic hospital (n = 71) 30 (36)
  Oncology specialist (n = 71) 44 (62)
  Palliative care specialist (n = 71) 25 (18)
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Table 2  Characteristics of current best practices of timely integration of palliative care in oncology as reported by 71 clinical experts (round 1)

* Missing n = 2

Yes % (n)

Identification of palliative care needs
  Who — For which patients with incurable cancer do you pay extra attention to identifying potential palliative care needs?
    All patients with incurable cancer 66 (47)
    Patients with incurable cancer AND a poor performance status 66 (47)
    Patients with incurable cancer AND comorbidity 46 (33)
  When — When in the disease trajectory of patients with incurable cancer do you pay extra attention for identifying potential palliative care 

needs?
    When patients have incurable cancer AND suffer increased symptom burden 65 (46)
    When patients are diagnosed with incurable cancer 61 (43)
    When patients have incurable cancer AND a life expectancy of < 3 months 59 (42)
    When patients have incurable cancer AND a life expectancy of < 12 months 56 (40)

Advance care planning
  Who — For which patients with identified palliative care needs is advance care planning initiated in your hospital?
    Patients with identified palliative care needs AND metastases 41 (29)
    When patients have identified palliative care needs AND a life expectancy of < 12 months 38 (27)
  When — When in the disease trajectory of patients with identified palliative care needs do you initiate advance care planning?
    When patients are diagnosed with incurable cancer 41 (29)
    When patients have identified palliative care needs AND suffer increased symptom burden 41 (29)
    When patients have identified palliative care needs AND there is a (possible) switch in line of therapy * 38 (26)
  By whom — Who initiates advance care planning?
    Members of the specialist palliative care team 58 (41)
    Medical specialists 54 (38)
    Patients 41 (29)
    Nurse practitioners 39 (28)

Routine symptom monitoring
  Who — For which patients with identified palliative care needs are symptoms routinely monitored in your hospital?
    All patients with incurable cancer 38 (27)
    Patients with identified palliative care needs AND metastases 21 (15)
    Patients with identified palliative care needs AND a poor performance status 18 (13)
    Patients with identified palliative care needs AND metastases of a tumour which gives a life expectancy of < 12 months 17 (12)
  When — When in the disease trajectory of patients with identified palliative care needs are symptoms routinely monitored in your hospital?
    When patients have identified palliative care needs AND suffer increased symptom burden 34 (24)
    When patients are diagnosed with incurable cancer 28 (20)
    When patients have identified palliative care needs AND are unexpectedly admitted to the hospital 23 (16)
    When patients have identified palliative care needs AND there is a (possible) switch in line of therapy 21 (15)
  By whom — Who monitors symptoms routinely of patients with identified palliative care needs in your hospital?
    Nurse practitioners 42 (30)
    Medical specialists 38 (27)
    Nurses 30 (21)

Specialist Palliative Care Team
    When — When in the disease trajectory of patients with identified palliative care needs is the specialist palliative care team involved in 

your hospital?
    Patients have identified palliative care needs AND request their involvement 58 (41)

Patients have identified palliative care needs AND for who death is imminent 44 (31)
    Patients have identified palliative care needs AND progression without other treatment options 32 (23)
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Table 3  Consensus on statements regarding characteristics of identification of palliative care needs (rounds 2 and 3)

N Disagree Neutral Agree
% (n) % (n) % (n)

Identification of palliative care needs
  Who — Palliative care needs should be assessed for…
    All patients with incurable cancer 65 2 (1) 2 (1) 97 (63)
    Patients with incurable cancer AND a poor performance status 63 3 (2) 97 (61)
    Patients with incurable cancer AND comorbidity 62 5 (3) 3 (2) 92 (57)
  When — Palliative care needs should be assessed when…
    Patients have incurable cancer AND a life expectancy of < 3 months 64 - - 100 (64)
    Patients have incurable cancer AND a life expectancy of < 12 months 64 - 9 (6) 91 (58)
    Patients have incurable cancer AND suffer increased symptom burden 65 3 (2) 9 (6) 88 (58)
    Patients are diagnosed with incurable  cancera 49 6 (3) 4 (2) 90 (44)

Advance care planning
 Who — Advance care planning should be initiated for…
    Patients with identified palliative care needs 63 6 (4) 8 (5) 86 (54)
    Patients with identified palliative care needs AND metastases 62 11 (7) 11 (7) 77 (48)
  When — Advance care planning should be initiated when…
    Patients with identified palliative care needs AND a life expectancy of < 12 months 62 3 (2) 6 (4) 90 (56)
    Patients have identified palliative care needs AND suffer increased symptom burden 61 2 (1) 20 (12) 79 (48)
    Patients have identified palliative care needs AND there is a (possible) switch in line of therapy 60 8 (5) 13 (22) 70 (42)
  By whom — Advance care planning should be initiated by
    The treating physician 64 0 (0) 8 (5) 92 (59)
    A nurse practitioner or specialised nurse 64 5 (3) 16 (10) 80 (51)
    A member of the specialist palliative care team 65 34 (22) 31 (20) 35 (23)
    The patient 64 34 (22) 41 (26) 25 (16)

Routine symptom monitoring
  Who — Symptoms should be routinely monitored for…
    Patients with identified palliative care needs AND metastasis of a tumour which gives a life expectancy 

of < 12 months
63 3 (2) 2 (1) 95 (60)

    All patients with incurable cancer and identified palliative care needs 65 5 (3) 5 (3) 91 (59)
    Patients with identified palliative care needs AND metastases 63 5 (3) 8 (5) 88 (55)
    Patients with identified palliative care needs AND a poor performance status 63 6 (4) 5 (3) 89 (56)
  When — Symptoms should be routinely monitored when…
    Patients have identified palliative care needs AND suffer increased symptom burden 64 1 (1) 98 (63)
    Patients have identified palliative care needs AND are unexpectedly admitted to the hospital 62 1 (1) 98 (61)
    Patients have identified palliative care needs AND there is a (possible) switch in line of therapy 62 1 (1) 5 (3) 94 (58)
    Patients are diagnosed with incurable  cancera 49 8 (4) 10 (5) 82 (40)
  By whom — Symptoms should be routinely monitored by…
    Nurse practitioners or specialised nurses 64 2 (1) 5 (3) 94 (60)
    Nurses 62 2 (1) 18 (11) 81 (50)
    Physicians 62 2 (1) 23 (14) 76 (47)

Involvement of the specialist palliative care team
  When — The specialist palliative care team should be involved when…
    Patients have identified palliative care needs AND request the involvement of the specialist palliative 

care team
63 3 (2) 11 (7) 86 (54)

    Patients have identified palliative care needs AND suffer increased symptom burden on multiple dimen-
sions (physical, psychological, social or spiritual)a

49 16 (8) 8 (4) 76 (37)

    Patients have identified palliative care needs AND progression without other treatment options 63 21 (13) 39 (24) 41 (26)
    Patients have identified palliative care needs AND death is imminent 63 22 (14) 38 (24) 40 (25)
    Patients have identified palliative care needs AND suffer increased symptom burden of two or more 

 symptomsa
49 35 (17) 43 (21) 23 (11)
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Consensus on routine symptom monitoring

The panellists agreed that it is necessary to routinely monitor 
symptoms for all patients with incurable cancer and identi-
fied PC needs (91%). Additionally, patients with a tumour 
with an expected life expectancy of less than 12 months 
(95%), patients with a poor performance status (89%) or 
patients with identified PC needs and metastatic disease 
(88%) should also have their symptoms routinely moni-
tored. Triggers for the start of routine symptom monitor-
ing included a high symptom burden (98%), an unexpected 

hospital admission (98%), a (possible) change in therapy 
(94%) and a diagnosis of incurable cancer (82%). Symptoms 
should be routinely monitored by a nurse practitioner or spe-
cialised nurse (94%), a nurse (81%) or a physician (47%).

Consensus on characteristics of introducing 
a Specialist Palliative Care Team

Panellists agreed that patients should be informed about 
the SPCT in two situations. Firstly, when they experience 
an increased symptom burden on multiple dimensions 

Table 3  (continued)

N Disagree Neutral Agree
% (n) % (n) % (n)

Informing patients about the specialist palliative care team
  Who — Information about the specialist palliative care team should be given to…
    Patients with identified palliative care needs AND a poor performance  statusa 49 16 (8) 14 (7) 69 (34)
    Patients with identified palliative care needs AND  comorbiditya 49 14 (7) 23 (11) 63 (31)
  When — Information about the specialist palliative care team should be given when…
    Patients have identified palliative care needs AND suffer increased symptom burden on multiple dimen-

sions (physical, psychological, social or spiritual)a
49 8 (4) 12 (6) 80 (39)

    Patients have incurable cancer AND a life expectancy of < 3  monthsa 49 18 (9) 8 (4) 73 (36)
    Patients have incurable cancer AND a life expectancy of < 12  monthsa 49 18 (9) 16 (8) 65 (32)
    Patients are diagnosed with incurable  cancera 49 14 (7) 31 (15) 55 (27)
    Patients have identified palliative care needs AND suffer increased symptom burden of two or more 

 symptomsa
49 20 (10) 29 (14) 51 (25)

    Patients have identified palliative care needs AND suffer increased symptom  burdena 49 29 (14) 24 (12) 47 (23)
  By whom — Information about the specialist palliative care team should be given by…
    The treating  physiciana 49 2 (1) 8 (4) 90 (44)
    Nurse practitioners or specialised  nursesa 49 4 (2) 10 (5) 86 (42)
    A  nursea 49 8 (4) 29 (14) 63 (31)

Offering patients a consultation with the specialist palliative care team
  Who — A consultation with the specialist palliative care team should be offered to
    Patients with identified palliative care needs AND a poor performance  statusa 49 20 (10) 20 (10) 59 (29)
    Patients with identified palliative care needs AND  comorbiditya 49 14 (7) 31 (15) 55 (27)
  When — A consultation with the specialist palliative care team should be offered when…
    Patients have incurable cancer AND a life expectancy of < 3  monthsa 49 16 (8) 12 (6) 71 (35)
    Patients have identified palliative care needs AND suffer increased symptom burden on multiple dimen-

sions (physical, psychological, social or spiritual)a
49 10 (5) 20 (10) 69 (34)

    Patients have incurable cancer AND a life expectancy of < 12  monthsa 49 18 (9) 20 (10) 61 (30)
    Patients have identified palliative care needs AND suffer increased symptom burden of two or more 

 symptomsa
49 18 (9) 27 (13) 55 (27)

    Patients are diagnosed with incurable  cancera 49 29 (14) 27 (13) 45 (22)
    Patients have identified palliative care needs AND suffer increased symptom  burdena 49 29 (14) 31 (15) 41 (20)
  By whom — A consultation with the specialist palliative care needs should be offered by
    The treating  physiciana 49 2 (1) 6 (3) 92 (45)
    Nurse practitioners or specialised  nursesa 49 4 (2) 10 (5) 86 (42)
    A  nursea 49 10 (5) 22 (11) 67 (33)

a Statement was included in round 3 and therefore has a smaller n
Bold indicates consensus (≥ 70%) was reached.
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(physical, psychological, social or spiritual) (80%). Sec-
ondly, when they have a life expectancy of less than 
3 months (73%). According to most panellists, this limited 
life expectancy of less than 3 months was also a trigger for 
offering patients a consultation with the SPCT (71%). This 
consultation should be offered by the treating physician 
(92%) or a nurse practitioner or specialised nurse (86%). 
Additionally, the SPCT should be involved when patients 
with identified palliative care needs request their involve-
ment (86%) and/or when patients experience increased 
symptom burden on multiple dimensions (physical, psycho-
logical, social or spiritual) (76%).

Discussion

This Delphi study has identified essential characteristics of 
four main elements of timely integration of PC into oncology 
hospital care: identification of potential PC needs, ACP, rou-
tine symptom monitoring and the involvement of the SPCT.

Identification of potential palliative care needs

Studies have shown that timely PC has benefits, such as 
improved quality of life [5, 7]. Although several screen-
ing tools are available to help assess potential PC needs, 
including the Surprise Question (SQ) and the Supportive 
and PC Indicators Tool (SPICT) [18], structural assessment 
of PC needs is often not part of daily clinical practice in the 
Netherlands [19]. The expert panel agreed that the PC needs 
should indeed be assessed for all patients with incurable can-
cer, immediately after diagnosis. It is important to note that 
the PC needs of patients with incurable cancer change over 
time [20]. Therefore, identifying potential PC needs should 
be seen as an ongoing process that starts at diagnosis and 
continues throughout the disease trajectory [9]. In the last 
6 months of life, patients often experience a steady increase 
in physical symptoms such as fatigue, pain and dyspnoea as 
well as psychological distress [21, 22]. However, identify-
ing PC needs in a timely manner can be challenging due to 
overly comprehensive tools with many items, administrative 
burden and time limitations. Developing accurate and practi-
cal screening tools is essential for daily clinical care. One 
such tool is the double surprise question [23].

Advance care planning

There is growing evidence of the beneficial effects of ACP, 
including less life-sustaining treatment and hospitalisation 
at the end of life, increased use of hospice and PC, better 
compliance with patients’ end-of-life wishes and improved 
concordance between preferences for care and care pro-
vided [24, 25]. International recommendations state that 

ACP should be initiated early in the disease trajectory of 
patients with a life-threatening disease [26]. This is con-
sistent with the finding that the expert panel fully agreed 
that ACP should be initiated in all patients with PC needs. 
According to the panellists, other potential triggers for initi-
ating ACP included a life expectancy of less than 12 months 
(e.g. identified by using the SQ) and a high symptom burden. 
However, implementation of ACP in daily oncology practice 
is challenging, and unfortunately, the uptake is still limited 
[27]. There are known barriers to the implementation of 
ACP at the organisational and the individual psychological 
levels. Barriers at the organisational level include insuffi-
cient integration into the workflow, lack of involvement of 
HCPs in the ACP process and its outcomes [28], lack of a 
structured place for ACP in the electronic patient record, 
lack of proper handover of ACP plans between involved 
HCPs in primary and secondary care [29] and lack of time 
[30]. Barriers on the individual psychological level are the 
fear that ACP discussions will lead to depression or loss 
of hope [31]. Ineffective patient-physician communication 
[32] may result in infrequent and untimely ACP discussions.

Routine symptom monitoring

The integration of routine symptom monitoring into daily 
clinical practice is still suboptimal, leading to underes-
timation of symptoms [33]. Nevertheless, the panellists 
almost all agreed that symptoms should be monitored for 
all patients with incurable cancer and identified PC needs 
(Table 3). This is likely to be influenced by an increasing 
number of studies showing the negative association between 
symptom burden and quality of life [34, 35]. Furthermore, 
the integration of patient-reported outcomes into routine 
symptom monitoring in oncology care is associated with 
increased survival rates for patients with metastatic disease 
[36]. However, there are still barriers to overcome regarding 
the tool with which symptoms could be monitored. A tool 
should not be burdensome for patients, families and HCPs 
[37]; it should take all four dimensions into account (physi-
cal, social, psychological and spiritual) [38] and should be 
accessible to patients from different backgrounds and with 
different levels of language proficiency and health literacy. 
In the case of a digital tool, the well-known barriers are the 
costs of a system, storage and data security [39].

Specialist palliative care (consultation) team

According to our expert panel, a short life expectancy (less 
than 3 months) seems to be the trigger to inform all patients 
with identified PC needs about the SPCT team or to offer them 
a consultation. It is important to realise that this is set as a 
minimum use of specialist palliative care; more is possible 
if needed. This minimal use of SPCT in the Dutch setting is 
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important to ensure equal access to SPCT for all patients with 
incurable cancer. From previous studies in the Netherlands, we 
know that SPCTs are still involved (too) late and to a limited 
extent [19]. The results of this study could be a first step in the 
right direction, which means a minimum use and therefore 
access for all cancer patients with a limited life expectancy. 
Despite it being rather late, this trigger of a short life expec-
tancy is in line with current practice, which shows that most 
referrals concern patients in the last weeks before their death 
[19]. This late referral may be related to the disease trajec-
tory of incurable cancer patients, with a rather steep decline in 
(health-related) quality of life in the last 3 months [40].

The panellists also indicated that the SPCT should be 
consulted when patients with cancer have an increased 
symptom burden on multiple dimensions, indicating com-
plexity. This is in line with the mixed generalist-specialist 
model of PC in the Netherlands. However, defining the com-
plexity in patients with incurable cancer is challenging. A 
recent systematic review identified different classification 
systems for the complexity of patient needs in PC and con-
cluded that more research is needed to integrate these clas-
sification systems into clinical cancer care [41].

Overall, there appears to be some reluctance to define 
triggers for standard involvement of the SPCT, as the 
expert panel only reached consensus on two statements: 
the SPCT should be involved when patients request their 
involvement, and when patients with identified PC needs 
have an increased symptom burden on multiple dimen-
sions. The expert panel did not consider disease progres-
sion without other treatment options, an imminent death 
or an increased symptom burden of two or more symptoms 
to be reasons for standard involvement of the SPCT in 
patients with identified PC needs. The diagnosis of incur-
able cancer, a life expectancy of less than 12 months and 
increased symptom burden (of two or more symptoms) 
were also not found to be moments when patients should 
be informed about or offered a consultation with the SPCT. 
A possible explanation could be that in the generalist-spe-
cialist model, the PC generalist should be well equipped 
to provide PC to patients whose disease trajectory is with-
out major complications. For more complex palliative care 
needs, general practitioners can consult palliative care spe-
cialists. Therefore, our results may not be consistent with 
other international publications as our results are tailored 
to current clinical practice in the Netherlands. Further-
more, the majority of European and American medical 
oncologists consider end-of-life care to be an integral part 
of their work [42]. However, this means that PC generalists 
must have a sound knowledge of PC and communicative 
skills [43]. In addition to communication skills, there are 
still some other barriers that need to be overcome for PC 
generalists to effectively integrate PC into their clinical 
work, such as lack of time and lack of formal training [44].

Strengths and limitations

This modified Delphi study used a multidisciplinary expert 
panel, including the patients’ perspective, to identify elements 
and essential characteristics of the timely integration of PC into 
oncological care. The study had a high response rate. Some 
limitations need to be considered. The convenience sampling 
method used to recruit panellists may have introduced some 
selection bias. The regional PC consortia were asked to con-
tact the hospitals through their contact person. This person was 
often a member of the SPCT. This person then contacted the PC 
generalists, which is likely to result in panellists who are aware 
of PC in general and of the SPCT and its role. The response rate 
was good, but it declined towards the third round which may 
have slightly biased the results. In addition, the questionnaires 
used were designed and pilot-tested by the researchers, but not 
validated. Finally, there is no official guideline or definition of 
consensus. Therefore, this study uses the definition of consen-
sus based on other studies within PC research [8, 45].

Conclusion

Panellists agreed that for all patients with incurable cancer, 
potential PC needs should be assessed soon after patients are 
diagnosed with incurable cancer. Panellists also agreed that 
once patients’ PC needs have been identified, ACP and routine 
symptom monitoring should be initiated. SPCTs should be 
involved when patients have a high symptom burden on mul-
tiple dimensions or when patients have a short life expectancy 
of less than 3 months. In terms of future research, a deeper 
understanding of how to structurally integrate the assessment 
of potential PC needs, ACP and symptom management into 
oncology care is needed. It also calls for more educational 
resources on PC for all HCPs to enable them to provide gen-
eralist PC for patients with incurable cancer.
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