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Introduction: Cancer patients and their caregivers have substantial unmet
needs, that negatively impact the clinical outcome and quality of life. However,
interventions aimed to address such needs are still suboptimal, failing to answer
the recent healthcare call for the adoption of value-based models of care.
In the case of incurable oncologic and hematologic cancers, a value-based
model of care should plan advanced care on patients’ needs and include
the quality of death as an outcome. The integration of early palliative care
into standard oncologic care for patients with advanced cancers represents a
recent innovative model of assistance whose benefits for patients and caregivers
are now widely recognized. The key elements underlying the reasons behind
these benefits are the multidisciplinary collaboration (teamwork), an honest and
empathetic communication between the early palliative care team, the patient,
and the caregiver (rapport building), and the ability to detect changes in the
physical/psychosocial wellbeing of the patient, along the whole disease trajectory
(constant monitoring).

Methods: This community case study documents the quantitative and qualitative
results of a long term clinical and research experience in delivering early palliative
care service to address both solid and blood cancer patients’ and their primary
caregivers’ needs.

Results: Data showed decreased use of chemotherapy, blood transfusions
and referral to intensive care units near the end of life; increased life
expectancy; improved symptom burden and mood; increased frequency of goals-
of-care and advanced care planning conversations. Hope perception among
bereaved caregivers was associated with resilience and realistic expectations
raising from honest communication with the early palliative care team
and appreciation toward the model. Patients and caregivers perceived the
possibility of a good death as realistic and not as an unlikely event as it
was for patients and caregivers on standard oncologic care only. Gratitude
expressions toward the model and the team were frequently identified in
their reports and positively associated with communication and spirituality.

01 frontiersin.org


https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://doi.org/10.3389/fpubh.2023.1092145
http://crossmark.crossref.org/dialog/?doi=10.3389/fpubh.2023.1092145&domain=pdf&date_stamp=2023-03-06
mailto:sarah.bigi@unicatt.it
https://doi.org/10.3389/fpubh.2023.1092145
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/articles/10.3389/fpubh.2023.1092145/full
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Bigi et al.

10.3389/fpubh.2023.1092145

Conclusions: These findings are discussed in the context of an updated literature
review regarding value-based care and suggest that early palliative care integrated
into standard oncology care may be considered as an effective model of value-

based care.
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1. Introduction

With the advances in oncologic treatments, life expectancy
for patients diagnosed with cancer has increased (1); however,
advanced solid malignancies and high-risk hematologic neoplasia
remain largely incurable. In such a wide clinical scenario,
physicians have to face a broad range of patients needs
including those associated with the side effects of the new drugs,
those associated with the survivorship and those related to the
management of incurable cancers (2-4).

A large body of evidence attempted to assess and address
needs in patients with cancer. However, implementation of effective
interventions has been suboptimal and unmet needs still represent
a challenge in oncology and even more in hematology (5).

Mismatched care models that are inconsistent with patients’
and caregivers’ needs can potentially lead to poor clinical outcomes
such as higher morbidity and mortality and reduced quality of
life (QOL) as well as a high healthcare use and expenditure (6-
8). This is becoming increasingly incompatible with the call for the
adoption of value-based models of care.

Value-based healthcare proposes the combination of medical
skills with patients’ values to obtain the best outcome at the
lowest cost. It combines the highest level of technical-scientific data
(technical value) with patient preferences, concerns, expectations,
and influences (personal value) and the use of resources in order to
obtain the greatest advantage for the population (allocation value)
(9, 10).

Ideally, a value-based model of oncology care should assess
unmet needs with a flexible approach. Indeed, cancer-related
symptoms and patients’ needs fluctuate along the whole disease
trajectory (4, 11, 12) and in relation to different solid and blood
tumor types (13-17).

The unmet needs of patients can increase the level of caregiver
burden (4, 18), leading caregivers themselves to experience unmet
needs. Caregivers unmet needs do not only decrease their own
QOL, but also affect patients’ health outcomes negatively (19-21).

In this scenario, a “paradox” related to the value-based models
of care emerges in relation to the situation of patients with incurable
oncologic or hematologic cancers: if value is determined by the
proportion between health outcomes and the resources used to
obtain them, how can value be defined when the obvious outcome
is death and not the recovery of the patient?

A number of studies have described and identified connections
between the concept of quality of care, QOL and, even, “quality
of death and dying” [e.g., (22-28)]. The application of the
questionnaire on the “Quality of Death and Dying” (QODD) by
Curtis et al. (23) found relevant correlations between the highest
QODD scores and factors such as dying at home, lower symptom
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burden, better symptom management, better communication with
the healthcare team, improved satisfaction with treatments.

More recently, an innovative model of assistance, consisting
of the integration of palliative care to standard oncological care
(SOC) since the diagnosis of incurable cancers, has resulted in
improved physical and psychological symptoms, QOL and, even,
QOL at end of life (QOL-EOL), suggesting a long-term benefit from
interdisciplinary early palliative care (EPC) on care throughout the
illness (26).

We claim that in oncology, the integration of EPC to the
SOC may represent a value-based model. EPC includes anticipated
guidance about symptom management and thoughtful discussions
on goals of care that engage individuals to consider their values
and care preferences in a more patient-centered and less disease-
centered environment than the standard oncologic care (29).

In the following sections, the paper documents the experience
of delivering EPC to solid cancer and blood cancer patients in
two outpatient clinics in Italy. This description argues that EPC
treatments can be considered as a form of value-based care in
oncology and puts forward the hypothesis that EPC interventions
could actually favor the combination of QOL, quality of care along
all the disease trajectory, and the quality of death.

2. Context in which the innovation
occurs

The provision of EPC described in this paper takes place in two
EPC units.

The first is located at the Oncology and Palliative Care
Unit of the Civil Hospital in Carpi, within the Local Health
Unit in Modena; the second, at the EPC clinic of the section
of Hematology, Azienda Ospedaliero Universitaria Policlinico,
University of Modena and Reggio Emilia.

In both units, the EPC program involves assessment and
management of symptoms, support in decision making and
future planning, facilitation of coping and providing physical
and emotional support through periodic tutorial meetings with
oncologists/hematologists and nurses, as well as the assessment
of patients’ prognostic awareness, which is considered a crucial
element defining an EPC intervention (30).

Patients commonly admitted at the Carpi Unit have advanced
solid cancer, i.e., distant metastases, late-stage disease and/or a
prognosis of 6-24 months (31). In Modena, patients have mostly
acute myeloid leukemia (AML) or multiple myeloma, but also
patients with other high-risk hematologic malignancies receive
EPC. In both cases, the intervention is defined as “early” when
provided within 8 weeks from cancer diagnosis (31-33).
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3. Detail to understand key
programmatic elements

Despite the fact that it is not possible to identify a single
reference model that explains all the possible EPC interventions
and how they should be implemented (34), the overall structure of
an EPC intervention has been described and summarized in a way
that shows its main components and their rationale (33, 35-37).

The crucial components of this model can be summarized with
three keywords: teamwork, rapport building, constant monitoring.
As for “teamwork;” this keyword refers to the style of care
characterizing the collaboration between the SOC team and the
EPC team: in this model, the two teams never stop cooperating. It
also refers to the kind of work developed by the EPC team with all
the other physicians and subspecialists involved in patients’ care,
in addition to other interdisciplinary team members that may be
consulted if appropriate (e.g., social worker, spiritual care worker,
occupational therapist, physiotherapist, etc.). Finally, it is the EPC
team who involves the home-based services when discontinuation
of disease-directed care is decided and routine oncology follow-
ups cease.

The second keyword, “rapport building,” is a complement
to “teamwork” and, in a way, its precondition: rapport building
between the EPC team, patients and their families is begun early on,
at the very first encounter, during which focus is placed especially
on coping and support. The team explores patients’ and caregivers’
understanding and expectations regarding the disease and palliative
treatments; at this point, caregivers’ needs are also addressed. The
style of care in the EPC clinic aims at maintaining a supportive
therapeutic atmosphere and building on rapport established during
previous encounters. Thanks to this style of care, over time it
is possible to progressively develop discussions about end of life
(EOL) and resuscitation status, including in the discussion also
patients’ family members. Appropriate communication is clearly a
fundamental ingredient for “rapport building.”

“Constant monitoring” is at the same time possible because
of rapport building and another one of its ingredients. Indeed,
as previously mentioned, the needs of advanced cancer patients
may change rapidly and the care team must be ready to assess
them and decide appropriate interventions. The EPC intervention
may entail from three to five visits in order to be considered
completed, focusing on symptom management, coping, prognostic
awareness, decision-making and EOL planning (35). A key element
in EPC interventions is the assessment of pain and other relevant
symptoms and coping abilities, which should occur frequently
if not at every visit. Moreover, if the minimum for a complete
EPC intervention amounts to at least 1 monthly visit for the first
4 months, it is true that after the first visit the care team and
patients/caregivers remain in constant contact, in order to manage
sudden needs or symptoms, thus avoiding unnecessary visits to the
clinic or to the ER.

3.1. The interventions in Carpi and Modena

The EPC units in Carpi and Modena operate largely based
on the model described by Zimmermann et al. (33) and Greer
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et al. (35). In particular, as far as the unit in Carpi is concerned,
a retrospective observational study observed different clinical
indicators for 292 advanced cancer patients consecutively admitted
at the Unit between 2014 and 2017 and with at least three
or more palliative care visits from the time of diagnosis (31).
Patients were assigned to either “early palliative/supportive care”
or “delayed palliative/supportive care” groups, based on the time
elapsed between the diagnosis and the initiation of the palliative
care, using 90 and 60 days as a cut-off in a primary and secondary
analysis, respectively.

The study confirmed a favorable association between EPC
intervention and the index of EOL aggressiveness represented by
the administration of chemotherapy in the last 14, 30, and 60 days
of life, respectively. Specifically, the frequency of chemotherapy
use in the last 60 days of life was 3.4% in the early group and
24.6% in the delayed group. This result is in line with similar
results reported in the literature (29, 38) and seems to be strongly
favored by improved patient prognostic understanding and shared
decision-making, especially in the phase of transitioning from
disease-directed care to supportive care alone. Other relevant
findings of this study are that patients with advanced cancer
enrolled in an EPC program were likely to experience an increase
in their survival length, with an estimated survival probability
at 1 year of 74.5% in the early group and 45.5% in the delayed
group, and - regardless of the timing of palliative care referral -
were more likely to have home deaths, and were more likely to
report improved symptom burden and mood, as assessed by the
Edmonton Symptom Assessment Scale.

A similar observational, retrospective study was conducted at
the Modena Unit, aiming to investigate the presence of quality
indicators for palliative and EOL care on 215 patients affected by
acute myeloid leukemia. All patients were on palliative care, which
was defined early when patients received three or more visits or
delayed when patients received only one or two visits. Patients with
acute promyelocytic leukemia and those undergoing allogeneic
hematopoietic stem cell transplantation were excluded. Indicators
were abstracted through a comprehensive review of their hospital
chart (32). The results are similar to those of the Carpi study: very
few patients (2.7%) received chemotherapy in the last 14 days of life;
none of them was admitted in the intensive care unit during the last
month of life; approximately half of them (50.7%) died at home or
in a hospice vs. 5.3% who died in an acute facility; more than 40%
received either red cell (49.3%) nor platelet (41.3%) transfusions
within 7 days of death. More than 70% (71.8%) of patients receiving
EPC had goals of care discussions, and almost 60% (57.3%) had
advance care planning conversations.

In relation to the interventions in Carpi and Modena, there are
other three studies worth mentioning because they further explore
benefits deriving from the EPC interventions as implemented
in these two units. More specifically, these studies explore the
perceptions of hope and death and the emergence of gratitude in
patients and caregivers recruited in both units between July 2020
and June 2022. Patients involved in the studies had advanced cancer
whereas caregivers had an alive and/or a deceased patient with
advanced cancer. Their eligibility required at least four visits at
the EPC unit, willingness to complete the task, and age >18 years.
At the time of the enrollment, patients had a life expectancy of
more than 6 months and were not on interim evaluations to be
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referred to hospice or home care. The relevance of these studies is
explained by the fact that the way patients and caregivers perceive
hope and death, as well as the positive emotions arising, although
unsolicited, after the EPC intervention, can make a huge difference
on their QOL and quality of death and dying; moreover, there is a
substantial lack of studies exploring these dimensions qualitatively
and based on patients’ and caregivers’ perceptions (26, 39).

In the first study, hope perceptions among bereaved caregivers
of onco-hematologic patients who received EPC were explored
(40). The participants of this study were 36 primary caregivers
(14 males, 22 females) of deceased onco-hematologic patients
treated with EPC at the Carpi Unit (n = 26, caregivers of solid
tumor patients) and at the Modena Unit (n = 10, caregivers of
hematologic tumor patients). Open-ended questionnaires asking
about caregivers experience with EPC were administered to
participants, 2 months to 3 years after a patient death. Definitions of
hope in the caregivers’ narratives were analyzed through a directed
approach to content analysis (41), which is one of the best-known
methods to conduct qualitative research in the medical sciences
on textual data, often adopted when there exists research on a
certain phenomenon. The Based on the coding categories identified
in the existing literature, which capture the main functions of
hope (i.e., hope as expectation, hope as resilience, hope as desire),
the main results of this study show that caregivers perceived
hope mainly as resilience and as expectations based on what they
were told about the patients’ clinical conditions. Their hope was
bolstered by trusting relationships with the healthcare teams and
EPC interventions were recalled as the major support for hope,
both during the illness and after the death of the patient. Results
were complemented with automated lexicographic analysis on the
words “hope” and “desire;” to characterize their use in primary
caregivers definition of hope versus its meaning in everyday use,
by identifying their relevant combinatorial properties, i.e., their
recurrence with adjectives, adverbs and prepositional phrases.
The automated quantitative lexical analysis provided deeper
insights into the links between the concepts of hope, truth, and
trust, which, in the respondents’ words, form a tight semantic
cluster. These findings suggest that telling the truth about an
incurable onco-hematologic disease and beginning EPC might be
a combination of factors fostering the onset of hope in the setting
of incurable cancer.

In the second study, perceptions of death among patients
with advanced cancer receiving EPC and their caregivers were
explored, following a mixed method analysis (42). In this case,
qualitative and quantitative analyses (43-45) were performed
on two databases: (a) transcripts of open-ended questionnaires
investigating thoughts and feelings about the personal experience
with the disease prior and during the EPC intervention and
about possible changes in the perception and expectations of
their future administered to 130 cancer patients receiving EPC,
and to 115 primary caregivers of patients on EPC treated in the
two above mentioned units; (b) texts collected from an Italian
forum, containing instances of web-mediated interactions between
patients and their caregivers. The quantitative analysis consisted of
extracting the combinatorial properties of the word “death” from
the two databases and representing the most frequent combinations
of words by means of Sketch Engine, a platform commonly
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used by linguists, translators, and lexicographers to analyze the
meaning of lexical entities through text mining functions. The
qualitative analysis was performed on the combinatorial properties
by considering the semantic context in which they appeared,
with the aim to provide context for the interpretation of these
results. The most interesting finding in this study shows that for
patients and caregivers on EPC the word “death” has positive
and actual connotations, i.e., it expresses an experience, whereas
for the participants interacting on the forum, a “good death” is
referred to as a wish or as a negated event. These findings suggest
that EPC interventions may be among the factors that favor an
increased acceptance of death among advanced cancer patients and
their caregivers.

In the third study, the hypothesis that a feeling of gratitude
might be commonly encountered among cancer patients and their
caregivers on EPC was explored (39). Reports from 251 patients
with advanced cancer on EPC (N = 133; 73 males, 60 female)
and their caregivers (N = 118; 39 males, 77 females) describing
their clinical experience with the EPC model were analyzed through
a content analysis and a quantitative text analysis program, to
identify and rank the sources of gratitude and to quantify the
use of words associated to categories of interest (i.e., gratitude,
communication, spirituality), respectively. The presence of explicit
or implicit expressions of gratitude were found in most of the
reports (92.5% and 82.2% for patients and caregivers, respectively).
Moreover, the identified sources of gratitude were structural
components of the EPC intervention, namely: successful physical
symptom management (mentioned by 83.5% of patients and 78%
of caregivers), emotional support (mentioned by 46.6% of patients
and 39% of caregivers), empowerment from the conversations on
EOL (mentioned by 33.8% of patients and 11% of caregivers),
better information (mentioned by 24.1% of patients and 22%
of caregivers), humanity (mentioned by 24.1% of patients and
22% of caregivers), and a familiar environment (mentioned by
12% of patients and 14.4% of caregivers). Finally, the emergence
of gratitude in patients’ reports was positively associated with
references to communication with the palliative team (r = 0.215,
p = 0.026) as well as to spirituality (r = 0.612, p < 0.001).
These results suggest that EPC and the associated benefits would
unintentionally elicit positive emotions that, based on the positive
psychological wellbeing (46), may represent useful resources for
patients and caregivers, as well as a potent predictor of improved
health outcome. Of note, in all the aforementioned studies a certain
style of communication appears in connection with the benefits
deriving from EPC interventions.

Another relevant and unique characteristic of the interventions
in Carpi and Modena is that the mean number of EPC visits is
significantly higher than those of three to five reported in literature,
strongly suggesting that patients are conducted along the entire
disease trajectory.

Indeed, several cohort studies have reported that inpatient PC,
by fostering death at home, increases QODD. Nonetheless, in a
secondary analysis of a cluster-randomized trial of EPC in advanced
solid cancer patients (47), there was no association between EPC
and overall QODD and QOL-EOL, and EPC exerted a significant
and large effect also on QOL-EOL only when additional palliative
care were added along the trajectory of the disease (26).
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Thus, by managing invalidating symptoms, cultivating
the prognostic awareness, favoring patients’ and caregivers
understanding of treatment progress, helping with decision-
making, exploring patients’ values and assisting in the promotion
of advanced care planning, in Carpi and Modena EPC positively
affects patients’ and caregivers QOL and, by providing support
along the entire trajectory of cancer, fosters “quality of death and

dying” for patients and their caregivers.

4. Discussion

Value-based healthcare is a relatively new approach, which
“aims to increase the value that is derived from the resources
available for a population” (48, 49). However, there is not yet
a complete consensus among scholars regarding what should be
considered “value” in healthcare (10, 49-51).

Moreover, from various studies that observed cases of
implementation of the value-based healthcare model, it is emerging
that a crucial factor, albeit the less measurable one, is the quality of
information production and circulation among all the stakeholders
involved in the creation, provision and assessment of healthcare.
Indeed, the dissemination of a “value culture” (52) can only happen
via effective education, which involves sharing information about
value and how to obtain it. Also the major tenet of value-based
healthcare-i.e., the consideration of which outcomes are relevant
for patients (53)-implies taking into consideration patients’ views
and preferences, which again involves effective communication
strategies. In particular, the stress on patient-centeredness and on
patient involvement is probably the major strength and at the
same time the major challenge for the implementation of value-
based healthcare, because personal perceptions and preferences
by definition fluctuate and are not easily formalized in the way
that would be required by an effective managerial model; indeed,
various studies highlight the fact that value based healthcare
can only be effectively implemented if the whole system accepts
to be redesigned according to the concept of “value” (51, 54,
55).

In this sense, the EPC model could be considered as an example
of successful value-based healthcare provision. The provision of
care in an EPC model necessarily implies spending time with
patients and their families in order to: build the kind of relationship
that will allow addressing difficult topics; understand patients’
and caregivers’ clinical needs; understand patients’ and caregivers’
psycho-social or spiritual needs that have an import on their
wellbeing (33, 36, 37, 56).

Moreover, regarding the feasibility of value-based healthcare,
scholars have identified six interdependent and mutually
reinforcing steps toward a high-value healthcare delivery system
(52, 57-59). These are: 1. Organize integrated practice units; 2.
Measure costs and outcomes for every patient; 3. Move to bundled
payment for the care cycle; 4. Integrate care delivery across separate
facilities; 5. Expand excellent services across geography; 6. Enable
a suitable information technology platform. The EPC model of
care seems to satisfy at least four of these steps: in order to be
called an EPC intervention, it requires that different units of
practice are integrated, and it is able to integrate care delivery
across separate facilities, for example when transitioning from
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disease-oriented care to home care (33) (points 1 and 4); it has
also been shown to be a cost-effective model (60-63), although
there are still few studies based on sufficiently big samples. Indeed,
adopting value-based care supports health care providers in
their decisions while focusing on the values of patients, leading
to lower healthcare costs, regardless of professionals’ concern
with the cost of treatment (64) (point 2). As regards point 6,
there is mounting evidence that digital health technology, in the
form of platforms allowing the electronic collection of patient
reported outcomes (PROs), can have a positive impact on the
overall management of cancer patients. Indeed, two recent RCTs
in patients with several types of cancer during chemotherapy
showed that remote symptom monitoring with electronic PROs
was associated with reduced symptom burden and improved
HRQoL outcomes (65, 66). Remarkably, the systematic monitoring
of PROs via web-based platforms, was also found to be associated
with improved overall survival in patients with advanced cancers
(67, 68). Finally, a study examining physicians perceptions of
usability and clinical utility of a digital health tool (GIMEMA-
ALLIANCE platform) for ePRO monitoring in the real-life
practice of patients with hematologic malignancies found that all
hematologists participating in the study agreed or strongly agreed
that the platform was easy to use, and 87%, agreed or strongly
agreed that ePROs data were useful to enhance communication
with their patients (69). These preliminary results support the
clinical utility, from the perspectives of the treating hematologist,
of integrating ePROs into routine cancer care of patients with
hematologic malignancies, and could be implemented in the
EPC interventions.

With regard to the specific meaning of “value” involved in the
treatment of advanced/high risk cancer patients and their families,
we suggest that EPC treatments may also be successful in achieving
the three levels of quality described by Curtis et al. (23). QOL-
EOL has been shown to be associated with a systematic use of
integrated palliative care (70) and is mostly associated to lower
or no use of palliative chemotherapy, which has been shown to
worsen patients QOL and quality of death (71, 72). Aggressive
treatments at the EOL are also usually considered as signs of low
quality of care (73-75); the integration of EPC has been shown to
reduce aggressive measures at the EOL, thus promoting quality of
care (75-81).

As for the quality of the dying experience, the analysis of
responses to questionnaires about perceptions of hope and death at
the EPC Units in Carpi and Modena testify to perceptions of high
quality. In the future, these should be verified also by the use of the
QODD questionnaire.

Although the kind of value that needs to be obtained in an
EPC setting (QODD) may be different from the one that is called
for in other clinical settings (mainly QOL), a certain approach
to care could be used as a model to progressively implement
a value-based model of care along the entire trajectory of
the disease.

Future research in this area should also focus on grounding
the EPC model in a theoretical frame. Each intervention provided
in the EPC context and described in this work arises from a
large amounts of empirical, real-life data, in a bottom-up fashion.
However, its robustness and validity require to be supported and
further confirmed also through a top-down approach in order to
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define a univocal model whose use can be extended to different
onco-hematology populations. This would be beneficial to the
model, also in terms of the flexibility required to support different
types and different stages of the disease, but also to be extended to
most medical specialties dealing with serious illnesses and close to
the EOL.

5. Acknowledgment of conceptual or
methodological constraints

We acknowledge that the model described in this article
may be difficult to implement due to a few conceptual and
methodological constraints.

As for conceptual constraints, it has been observed that
the integrated EPC model of care has been described only
in a standardized form, thus leaving it to professionals to
devise specific strategies that will allow its implementation in
local systems (33).

In a methodological perspective, a significant constraint is
represented by the limited awareness still observable in the
population regarding the existence of EPC clinics; moreover,
oncologists” hesitancy to refer patients to palliative care and specific
training for clinicians may also hinder the implementation of the
proposed model of care (82, 83).

Regarding the situation in Italy, where the case study
described in this article was developed: of note, following
the conversion of the law decree of May 19, 2020 into law,
the Specialty School in Medicine and palliative care has been
created (https://www.gazzettaufficiale.it/eli/gu/2020/08/31/216/sg/
pdf), beginning in the academic year 2021-2022 (84). A
more structured and comprehensive training of professionals in
palliative care will hopefully facilitate the adoption and optimal
implementation of the model. A clear training pathway as
dual board-certified medical hematologist/oncologist and (early)
palliative care physician is worth pursuing, in order to avoid
hematologists and oncologists still confusing palliative care with
end-of-life care (85, 86).

References

1. Parry C, Kent EE, Mariotto AB, Alfano CM, Rowland JH. Cancer survivors:
a booming population. Cancer Epidemiol Biomarkers Prev. (2011) 20:1996-
2005. doi: 10.1158/1055-9965.EP1-11-0729

2. Caraceni A, Apolone G. Conquer cancer for everyone. Lancet Oncol. (2021)
22:583-4. doi: 10.1016/51470-2045(21)00059-0

3. Gysels M, Richardson A, Higginson IJ. Communication training for health
professionals who care for patients with cancer: a systematic review of effectiveness.
Support Care Cancer. (2004) 12:692-700. doi: 10.1007/500520-004-0666-6

4. Wang T, Molassiotis A, Chung BPM, Tan JY. Unmet care needs of advanced
cancer patients and their informal caregivers: a systematic review. BMC Palliat Care.
(2018) 17:96. doi: 10.1186/s12904-018-0346-9

5. Edney LC, Roseleur ], Gray J, Koczwara B, Karnon J. Mapping a decade of
interventions to address the supportive care needs of individuals living with or
beyond cancer: a scoping review of reviews. Support Care Cancer. (2022) 30:3793—
804. doi: 10.1007/s00520-021-06713-9

6. Hildenbrand JD, Park HS, Casarett DJ, Corbett C, Ellis AM, Herring KW, et al.
Patient-reported distress as an early warning sign of unmet palliative care needs and

Frontiersin Public Health

10.3389/fpubh.2023.1092145

Data availability statement

The original contributions presented in the study are included
in the article/supplementary material, further inquiries can be
directed to the corresponding author.

Author contributions

All authors contributed to conception and design, bibliography
review and data analysis and interpretation, manuscript writing,
and final approval of manuscript.

Funding

This work was supported by grants to ML from the Progetto di
Eccellenza Dipartimento MIUR 2017; the Charity Dinner Initiative
in memory of Alberto Fontana for Associazione Italiana Lotta alle
Leucemie, Linfoma e Mieloma (AIL)—Sezione Luciano Pavarotti—
Modena-ONLUS; the Fondazione IRIS CERAMICA GROUP; and
PNRR CN3 Terapia Genica-Spoke 2 (ML).

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

increased healthcare utilization in patients with advanced cancer. Support Care Cancer.
(2022) 30:3419-27. doi: 10.1007/s00520-021-06727-3

7. Morrison V, Henderson BJ, Zinovieff F Davies G, Cartmell R, Hall A, et al.
Common, important, and unmet needs of cancer outpatients. Eur ] Oncol Nurs. (2012)
16:115-23. doi: 10.1016/j.¢jon.2011.04.004

8. Wen KY, Gustafson DH. Needs assessment for cancer patients and their families.
Health Qual Life Outcomes. (2004) 2:11. doi: 10.1186/1477-7525-2-11

9. Gentry S, Badrinath P. Defining health in the era of value-based care:
lessons from England of relevance to other health systems. Cureus. (2017)
9:¢1079. doi: 10.7759/cureus.1079

10. Sampaio SGDSM, Motta LBD, Caldas CP. Value-based medicine and palliative
care: how do they converge? Expert Rev Pharmacoecon Outcomes Res. (2019) 19:509-
15. doi: 10.1080/14737167.2019.1651645

11. Okediji PT, Salako O, Fatiregun OO. Pattern and predictors of unmet supportive
care needs in cancer patients. Cureus. (2017) 9:e1234. doi: 10.7759/cureus.1234

12. Waller A, Williams A, Groff SL, Bultz BD, Carlson LE. Screening for distress, the
sixth vital sign: examining self-referral in people with cancer over a one-year period:

frontiersin.org


https://doi.org/10.3389/fpubh.2023.1092145
https://www.gazzettaufficiale.it/eli/gu/2020/08/31/216/sg/pdf
https://www.gazzettaufficiale.it/eli/gu/2020/08/31/216/sg/pdf
https://doi.org/10.1158/1055-9965.EPI-11-0729
https://doi.org/10.1016/S1470-2045(21)00059-0
https://doi.org/10.1007/s00520-004-0666-6
https://doi.org/10.1186/s12904-018-0346-9
https://doi.org/10.1007/s00520-021-06713-9
https://doi.org/10.1007/s00520-021-06727-3
https://doi.org/10.1016/j.ejon.2011.04.004
https://doi.org/10.1186/1477-7525-2-11
https://doi.org/10.7759/cureus.1079
https://doi.org/10.1080/14737167.2019.1651645
https://doi.org/10.7759/cureus.1234
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Bigi et al.

examining self-referral in people with cancer over a one-year period. Psychooncology.
(2011) 22:388-95. doi: 10.1002/pon.2102

13. Bandieri E, Apolone G, Luppi M. Early palliative and supportive care in
hematology wards. Leuk Res. (2013) 37:725-6. doi: 10.1016/j.leukres.2013.03.007

14. Swash B, Hulbert-Williams N, Bramwell R. Unmet psychosocial needs in
haematological cancer: a systematic review. Support Care Cancer. (2014) 22:1131-
41. doi: 10.1007/s00520-014-2123-5

15. Zimmermann C, Yuen D, Mischitelle A, Minden MD, Brandwein JM, Schimmer
A, et al. Symptom burden and supportive care in patients with acute leukemia. Leuk
Res. (2013) 37:731-6. doi: 10.1016/j.leukres.2013.02.009

16. Hochman MJ, Yu Y, Wolf SP, Samsa GP, Kamal AH, LeBlanc TW. Comparing
the palliative care needs of patients with hematologic and solid malignancies. ] Pain
Symptom Manage. (2018) 55:82-8. doi: 10.1016/j.jpainsymman.2017.08.030

17. LeBlanc TW, Roeland EJ, El-Jawahri A. Early palliative care for patients with
hematologic malignancies: is it really so difficult to achieve? Curr Hematol Malig Rep.
(2017) 12:300-8. doi: 10.1007/s11899-017-0392-z

18. Sharpe L, Butow P, Smith C, McConnell D, Clarke S. The relationship between
available support, unmet needs and caregiver burden in patients with advanced cancer
and their carers. Psychooncology. (2005) 14:102-14. doi: 10.1002/pon.825

19. Hodgkinson K, Butow P, Hobbs KM, Wain G. After cancer: the unmet
supportive care needs of survivors and their partners. J Psychosoc Oncol. (2007)
25:89-104. doi: 10.1300/J077v25n04_06

20. Milbury K, Badr H, Fossella F, Pisters KM, Carmack CL. Longitudinal
associations between caregiver burden and patient and spouse distress
in couples coping with lung cancer. Support Care Cancer. (2013)
21:2371-9. doi: 10.1007/s00520-013-1795-6

21. Zavagli V, Raccichini M, Ostan R, Ercolani G, Franchini L, Varani S, et al.
Identifying the prevalence of unmet supportive care needs among family caregivers of
cancer patients: an Italian investigation on home palliative care setting. Support Care
Cancer. (2022) 30:3451-61. doi: 10.1007/s00520-021-06655-2

22. Bailey V, Beke DM, Snaman JM, Alizadeh F, Goldberg S, Smith-Parrish M, et al.
Assessment of an instrument to measure interdisciplinary staff perceptions of quality
of dying and death in a pediatric cardiac intensive care unit. JAMA Netw Open. (2022)
5:€2210762. doi: 10.1001/jamanetworkopen.2022.10762

23. Curtis JR, Patrick DL, Engelberg RA, Norris K, Asp C, Byock I, et al.
A measure of the quality of dying and death. initial validation using after-
death interviews with family members. J Pain Symptom Manage. (2002) 24:17-
31. doi: 10.1016/S0885-3924(02)00419-0

24. Curtis JR, Downey L, Engelberg RA. The quality of dying and death. Chest. (2013)
143:289-91. doi: 10.1378/chest.12-1941

25. Hales S, Chiu A, Husain A, Braun M, Rydall A, Gagliese L, et al. The quality of
dying and death in cancer and its relationship to palliative care and place of death. J
Pain Symptom Manage. (2014) 48:839-51. doi: 10.1016/j.jpainsymman.2013.12.240

26. Mah K, Chow B, Swami N, Pope A, Rydall A, Earle C, et al. Early palliative care
and quality of dying and death in patients with advanced cancer. BMJ Support Palliat
Care. (2021). doi: 10.1136/bmjspcare-2021-002893. [Epub ahead of print].

27. Mayland CR, Williams EM, Ellershaw JE. Assessing quality of care for the dying:
The development and initial validation of a postal self-completion questionnaire for
bereaved relatives. Palliat Med. (2012) 26:897-907. doi: 10.1177/0269216311424953

28. Mayland CR, Williams EMI, Addington-Hall J, Cox TE, Ellershaw JE. Assessing
the quality of care for dying patients from the bereaved relatives’ perspective: further
validation of “evaluating care and health outcomes—for the dying”. J Pain Symptom
Manage. (2014) 47:687-96. doi: 10.1016/j.jpainsymman.2013.05.013

29. Bakitas MA, Tosteson TD, Li Z, Lyons KD, Hull JG, Li Z, et al. Early
versus delayed initiation of concurrent palliative oncology care: patient outcomes
in the ENABLE III randomized controlled trial. J Clin Oncol. (2015) 33:1438-
45. doi: 10.1200/JC0O.2014.58.6362

30. Jackson VA, Jacobsen ], Greer JA, Pirl WE Temel JS, Back AL. The
cultivation of prognostic awareness through the provision of early palliative care
in the ambulatory setting: a communication guide. J Palliat Med. (2013) 16:894-
900. doi: 10.1089/jpm.2012.0547

31. Bandieri E, Banchelli E Artioli F, Mucciarini C, Razzini G, Cruciani M, et al.
Early versus delayed palliative/supportive care in advanced cancer: an observational
study. BMJ Support Palliat Care. (2020) 10:¢32. doi: 10.1136/bmjspcare-2019-001794

32. Potenza L, Scaravaglio M, Fortuna D, Giusti D, Colaci E, Pioli V, et al.
Early palliative/supportive care in acute myeloid leukaemia allows low aggression
end-of-life interventions: observational outpatient study. BMJ Support Palliat Care.
(2021). doi: 10.1136/bmjspcare-2021-002898. [Epub ahead of print].

33. Zimmermann C, Ryan S, Hannon B, Saltman A, Rodin G, Mak E, et al. Team-
based outpatient early palliative care: a complex cancer intervention. BMJ Support
Palliat Care. (2019). doi: 10.1136/bmjspcare-2019-001903. [Epub ahead of print].

34. Hannon B, Swami N, Pope A, Leighl N, Rodin G, Krzyzanowska M, et al.
Early palliative care and its role in oncology: a qualitative study. Oncologist. (2016)
21:1387-95. doi: 10.1634/theoncologist.2016-0176

Frontiersin Public Health

10.3389/fpubh.2023.1092145

35. Greer JA, Moy B, El-Jawahri A, Jackson VA, Kamdar M, Jacobsen ], et al.
Randomized trial of a palliative care intervention to improve end-of-life care
discussions in patients with metastatic breast cancer. ] Natl Compr Canc Netw. (2022)
20:136-43. doi: 10.6004/jnccn.2021.7040

36. Hoerger M, Greer JA, Jackson VA, Park ER, Pirl WE El-Jawahri A, et al.
Defining the elements of early palliative care that are associated with patient-
reported outcomes and the delivery of end-of-life care. J Clin Oncol. (2018) 36:1096—
102. doi: 10.1200/JC0O.2017.75.6676

37. Yoong ], Park ER, Greer JA, Jackson VA, Gallagher ER, Pirl WE, et al. Early
palliative care in advanced lung cancer: a qualitative study. JAMA Intern Med. (2013)
173:283. doi: 10.1001/jamainternmed.2013.1874

38. Greer JA, Jackson VA, Meier DE, Temel JS. Early integration of palliative care
services with standard oncology care for patients with advanced cancer: early palliative
care for advanced cancer. CA Cancer J Clin. (2013) 63:349-63. doi: 10.3322/caac.21192

39. Borelli E, Bigi S, Potenza L, Gilioli F, Artioli F, Porzio G, et al. Gratitude among
advanced cancer patients and their caregivers: the role of early palliative care. Front
Oncol. (2022) 12:991250. doi: 10.3389/fonc.2022.991250

40. Bigi S, Ganfi V, Borelli E, Potenza L, Artioli F, Eliardo S, et al. Perceptions
of hope among bereaved caregivers of cancer patients who received early
palliative care: a content and lexicographic analysis. Oncologist. (2022) 27:e168-
75. doi: 10.1093/oncolo/oyab027

41. Hsieh HE Shannon SE. Three approaches to qualitative content analysis. Qual
Health Res. (2005) 15:1277-88. doi: 10.1177/1049732305276687

42. Bigi S, Ganfi V, Borelli E, Potenza L, Artioli F Eliardo S, et al. Perceptions
of death among patients with advanced cancer receiving early palliative care and
their caregivers: results from a mixed-method analysis. Oncologist. (2022) 28:e54-
62. doi: 10.1093/oncolo/oyac227

43. Jezec E. The Lexicon. An Introduction. London: Oxford University Press (2016).
(Oxford Textbooks in Linguistics). Available online at: http://journals.openedition.org/
lexis/3529

44. Kilgarriff A, Rychly P, Smrz P, Tugwell D. The sketch engine. In: Proceedings of the
Eleventh EURALEX International Congress. France: Universite de Bretagne-Sud (2004).
p. 105-16.

45. Pustejovsky J. The Generative Lexicon. Cambridge, Mass: MIT Press (1995).
p.298.

46. Amonoo HL, El-Jawahri A, Deary EC, Traeger LN, Cutler CS, Antin JA, et al.
Yin and yang of psychological health in the cancer experience: does positive psychology
have a role? J Clin Oncol. (2022) 40:2402-7. doi: 10.1200/JCO.21.02507

47. Zimmermann C, Swami N, Krzyzanowska M, Leighl N, Rydall A, Rodin G,
et al. Perceptions of palliative care among patients with advanced cancer and their
caregivers. CMAJ. (2016) 188:E217-27. doi: 10.1503/cmaj.151171

48. Chiolero A, Rodondi N, Santschi V. High-value,
and team-based care for multimorbidity. Lancet Public
5:¢84. doi: 10.1016/S2468-2667(20)30007-4

49. Gray M. Value based healthcare. BMJ. (2017) 27:j437. doi: 10.1136/bmj.j437

data-informed,
Health. (2020)

50. Cacciatore P, Sisti L, Frisicale E, Barbara A, Parente P, Favaretti C, et al. Value
based Healthcare: operative solutions for the revitalization and growth of the Italian
National Health Service (2018).

51. Walsh AP, Harrington D, Hines P. Are hospital managers ready for value-based
healthcare?: A review of the management competence literature. Int | Organ Anal.
(2020) 28:49-65. doi: 10.1108/IJOA-01-2019-1639

52. Zanotto BS, Etges APB da S, Marcolino MAZ, Polanczyk CA. Value-based
healthcare initiatives in practice: a systematic review. ] Healthc Manag. (2021) 66:340—
65. doi: 10.1097/JHM-D-20-00283

53. Porter ME. What is value in health care? N Engl ] Med. (2010) 363:2477-
81. doi: 10.1056/NEJMp1011024

54. Hurst L, Mahtani K, Pluddemann A, Lewis S, Harvey K, Briggs A, et al.
Defining Value-Based Healthcare in the NHS. Centre for Evidence-Based Medicine
Report 2019/04. Centre for Evidence-Based Medicine (2019). p. 1-13. Report No.: 4.

55. Kokshagina DO. Managing shifts to value-based healthcare and value
digitalization as a multi-level dynamic capability development process. Technol
Forecast Soc Change. (2021) 172:121072. doi: 10.1016/j.techfore.2021.121072

56. Borelli E, Bigi S, Potenza L, Eliardo S, Artioli F, Mucciarini C, et al.
Changes in cancer patients’ and caregivers disease perceptions while receiving early
palliative care: a qualitative and quantitative analysis. Oncologist. (2021) 26:2274-
87. doi: 10.1002/0nco0.13974

57. Porter ME, Lee TH. The Strategy That Will Fix Health Care. Harvard Business
Review. 91st ed. (2013). p. 50-70.

58. Porter ME, Teisberg EO. Redefining Health Care: Creating Value-Based
Competition on Results. Boston, MA: Harvard Business School Press (2006).

59. Teisberg E, Wallace S, OHara S. Defining and
value-based  health care: a strategic framework. Acad Med.
95:682-5. doi: 10.1097/ACM.0000000000003122

implementing
(2020)

frontiersin.org


https://doi.org/10.3389/fpubh.2023.1092145
https://doi.org/10.1002/pon.2102
https://doi.org/10.1016/j.leukres.2013.03.007
https://doi.org/10.1007/s00520-014-2123-5
https://doi.org/10.1016/j.leukres.2013.02.009
https://doi.org/10.1016/j.jpainsymman.2017.08.030
https://doi.org/10.1007/s11899-017-0392-z
https://doi.org/10.1002/pon.825
https://doi.org/10.1300/J077v25n04_06
https://doi.org/10.1007/s00520-013-1795-6
https://doi.org/10.1007/s00520-021-06655-2
https://doi.org/10.1001/jamanetworkopen.2022.10762
https://doi.org/10.1016/S0885-3924(02)00419-0
https://doi.org/10.1378/chest.12-1941
https://doi.org/10.1016/j.jpainsymman.2013.12.240
https://doi.org/10.1136/bmjspcare-2021-002893
https://doi.org/10.1177/0269216311424953
https://doi.org/10.1016/j.jpainsymman.2013.05.013
https://doi.org/10.1200/JCO.2014.58.6362
https://doi.org/10.1089/jpm.2012.0547
https://doi.org/10.1136/bmjspcare-2019-001794
https://doi.org/10.1136/bmjspcare-2021-002898
https://doi.org/10.1136/bmjspcare-2019-001903
https://doi.org/10.1634/theoncologist.2016-0176
https://doi.org/10.6004/jnccn.2021.7040
https://doi.org/10.1200/JCO.2017.75.6676
https://doi.org/10.1001/jamainternmed.2013.1874
https://doi.org/10.3322/caac.21192
https://doi.org/10.3389/fonc.2022.991250
https://doi.org/10.1093/oncolo/oyab027
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1093/oncolo/oyac227
http://journals.openedition.org/lexis/3529
http://journals.openedition.org/lexis/3529
https://doi.org/10.1200/JCO.21.02507
https://doi.org/10.1503/cmaj.151171
https://doi.org/10.1016/S2468-2667(20)30007-4
https://doi.org/10.1136/bmj.j437
https://doi.org/10.1108/IJOA-01-2019-1639
https://doi.org/10.1097/JHM-D-20-00283
https://doi.org/10.1056/NEJMp1011024
https://doi.org/10.1016/j.techfore.2021.121072
https://doi.org/10.1002/onco.13974
https://doi.org/10.1097/ACM.0000000000003122
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Bigi et al.

60. Ma J, Chi S, Buettner B, Pollard K, Muir M, Kolekar C, et al. Early palliative care
consultation in the medical ICU: a cluster randomized crossover trial. Crit Care Med.
(2019) 47:1707-15. doi: 10.1097/CCM.0000000000004016

61. Mathew C, Hsu AT, Prentice M, Lawlor P, Kyeremanteng K, Tanuseputro P, et al.
Economic evaluations of palliative care models: a systematic review. Palliat Med. (2020)
34:69-82. doi: 10.1177/0269216319875906

62. Reid EA, Kovalerchik O, Jubanyik K, Brown S, Hersey D, Grant L.
Is palliative care cost-effective in low-income and middle-income countries?
a mixed-methods systematic review. BMJ Support Palliat Care. (2019) 9:120-
9. doi: 10.1136/bmjspcare-2018-001499

63. Yadav S, Heller IW, Schaefer N, Salloum RG, Kittelson SM, Wilkie DJ, et al. The
health care cost of palliative care for cancer patients: a systematic review. Support Care
Cancer. (2020) 28:4561-73. doi: 10.1007/s00520-020-05512-y

64. Glasgow JM, Zhang Z, O’Donnell LD, Guerry RT, Maheshwari V. Hospital
palliative care consult improves value-based purchasing outcomes in a propensity
score-matched cohort. Palliat Med. (2019) 33:452-6. doi: 10.1177/0269216318824270

65. Absolom K, Warrington L, Hudson E, Hewison J, Morris C, Holch P, et al. Phase
III randomized controlled trial of eRAPID: eHealth intervention during chemotherapy.
J Clin Oncol. (2021) 39:734-47. doi: 10.1200/JC0O.20.02015

66. Maguire R, McCann L, Kotronoulas G, Kearney N, Ream E, Armes
J, et al. Real time remote symptom monitoring during chemotherapy for
cancer: European multicentre randomised controlled trial (eSMART). BM]J. (2021)
21:n1647. doi: 10.1136/bmj.n1647

67. Basch E, Deal AM, Kris MG, Scher HI, Hudis CA, Sabbatini P,
et al. Symptom monitoring with patient-reported outcomes during routine
cancer treatment: a randomized controlled trial. ] Clin Oncol. (2016)
34:557-65. doi: 10.1200/JC0O.2015.63.0830

68. Basch E, Schrag D, Henson S, Jansen J, Ginos B, Stover AM, et al.
Effect of electronic symptom monitoring on patient-reported outcomes among
patients with metastatic cancer: a randomized clinical trial. JAMA. (2022)
327:2413. doi: 10.1001/jama.2022.9265

69. Efficace E, Patriarca A, Luppi M, Potenza L, Caocci G, Tafuri A, et al. Physicians’
perceptions of clinical utility of a digital health tool for electronic patient-reported
outcome monitoring in real-life hematology practice. evidence from the GIMEMA-
ALLIANCE platform. Front Oncol. (2022) 12:826040. doi: 10.3389/fonc.2022.826040

70. Vanbutsele G, Van Belle S, Surmont V, De Laat M, Colman R, Eecloo K, et al. The
effect of early and systematic integration of palliative care in oncology on quality of life
and health care use near the end of life: a randomised controlled trial. Eur J Cancer.
(2020) 124:186-93. doi: 10.1016/j.ejca.2019.11.009

71. Akhlaghi E, Lehto RH, Torabikhah M, Sharif Nia H, Taheri A, Zaboli E, et al.
Chemotherapy use and quality of life in cancer patients at the end of life: an integrative
review. Health Qual Life Outcomes. (2020) 18:332. doi: 10.1186/512955-020-01580-0

72. Prigerson HG, Bao Y, Shah MA, Paulk ME, LeBlanc TW, Schneider BJ, et al.
Chemotherapy use, performance status, and quality of life at the end of life. JAMA
Oncol. (2015) 1:778. doi: 10.1001/jamaoncol.2015.2378

Frontiersin Public Health

08

10.3389/fpubh.2023.1092145

73. Cheung MC, Earle CC, Rangrej J, Ho TH, Liu N, Barbera L, et al. Impact of
aggressive management and palliative care on cancer costs in the final month of life.
Cancer. (2015) 121:3307-15. doi: 10.1002/cncr.29485

74. Earle CC, Landrum MB, Souza JM, Neville BA, Weeks JC, Ayanian JZ.
Aggressiveness of cancer care near the end of life: is it a quality-of-care issue? J Clin
Oncol. (2008) 26:3860-6. doi: 10.1200/JC0O.2007.15.8253

75. Hui D, Kim SH, Roquemore J, Dev R, Chisholm G, Bruera E. Impact of timing
and setting of palliative care referral on quality of end-of-life care in cancer patients:
outpatient palliative care referral. Cancer. (2014) 120:1743-9. doi: 10.1002/cncr.
28628

76. Bakitas M, Lyons KD, Hegel MT, Balan S, Brokaw FC, Seville ], et al.
Effects of a palliative care intervention on clinical outcomes in patients with
advanced cancer: the project ENABLE II randomized controlled trial. JAMA. (2009)
302:741. doi: 10.1001/jama.2009.1198

77. Ferrell BR, Temel JS, Temin S, Alesi ER, Balboni TA, Basch EM, et al.
Integration of palliative care into standard oncology care: American society of
clinical oncology clinical practice guideline update. J Clin Oncol. (2017) 35:96-
112. doi: 10.1200/JC0O.2016.70.1474

78. Kaasa S, Loge JH, Aapro M, Albreht T, Anderson R, Bruera E, et al. Integration
of oncology and palliative care: a lancet oncology commission. Lancet Oncol. (2018)
19:e588-653. doi: 10.1016/S1470-2045(18)30415-7

79. Smith TJ, Temin S, Alesi ER, Abernethy AP, Balboni TA, Basch EM, et al.
American society of clinical oncology provisional clinical opinion: the integration
of palliative care into standard oncology care. ] Clin Oncol. (2012) 30:880-
7. doi: 10.1200/JC0O.2011.38.5161

80. Temel JS, Greer JA, Muzikansky A, Gallagher ER, Admane S, Jackson VA, et al.
Early palliative care for patients with metastatic non-small-cell lung cancer. N Engl |
Med. (2010) 363:733-42. doi: 10.1056/NEJMo0al000678

81. Hui D, Kim Y], Park JC, Zhang Y, Strasser F, Cherny N, et al. Integration
of oncology and palliative care: a systematic review. Oncologist. (2015) 20:77-
83. doi: 10.1634/theoncologist.2014-0312

82. Mathews ], Zimmermann C. Palliative care services at cancer centres — room for
improvement. Nat Rev Clin Oncol. (2020) 17:339-40. doi: 10.1038/s41571-020-0374-2

83. Penco L I futuro delle cure palliative e la formazione specialistica dei medici.
Rivista italiana di cure palliative. 22nd ed. (2020). p. 2.

84. Penco I. Scuola di Specializzazione in Medicina e Cure Palliative: é legge.
Rivista Italiana di Cure Palliative. (2020) (accessed November 2, 2022) (2020Luglio-
Settembre).

85. Sedhom R, Gupta A, Von Roenn J, Smith TJ. The case for focused
palliative care education in oncology training. J Clin Oncol. (2020) 38:2366-
8. doi: 10.1200/JC0O.20.00236

86. Potenza L, Luppi M, Borelli E, Bigi S, Bandieri E. Education of early palliative
care specialists among hematologists and oncologists to address patients’ rather than
physicians’ rights. Ann Hematol. (2021) 100:2857-8. doi: 10.1007/s00277-021-04512-0

frontiersin.org


https://doi.org/10.3389/fpubh.2023.1092145
https://doi.org/10.1097/CCM.0000000000004016
https://doi.org/10.1177/0269216319875906
https://doi.org/10.1136/bmjspcare-2018-001499
https://doi.org/10.1007/s00520-020-05512-y
https://doi.org/10.1177/0269216318824270
https://doi.org/10.1200/JCO.20.02015
https://doi.org/10.1136/bmj.n1647
https://doi.org/10.1200/JCO.2015.63.0830
https://doi.org/10.1001/jama.2022.9265
https://doi.org/10.3389/fonc.2022.826040
https://doi.org/10.1016/j.ejca.2019.11.009
https://doi.org/10.1186/s12955-020-01580-0
https://doi.org/10.1001/jamaoncol.2015.2378
https://doi.org/10.1002/cncr.29485
https://doi.org/10.1200/JCO.2007.15.8253
https://doi.org/10.1002/cncr.28628
https://doi.org/10.1001/jama.2009.1198
https://doi.org/10.1200/JCO.2016.70.1474
https://doi.org/10.1016/S1470-2045(18)30415-7
https://doi.org/10.1200/JCO.2011.38.5161
https://doi.org/10.1056/NEJMoa1000678
https://doi.org/10.1634/theoncologist.2014-0312
https://doi.org/10.1038/s41571-020-0374-2
https://doi.org/10.1200/JCO.20.00236
https://doi.org/10.1007/s00277-021-04512-0
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

	Early palliative care for solid and blood cancer patients and caregivers: Quantitative and qualitative results of a long-term experience as a case of value-based medicine
	1. Introduction
	2. Context in which the innovation occurs
	3. Detail to understand key programmatic elements
	3.1. The interventions in Carpi and Modena

	4. Discussion
	5. Acknowledgment of conceptual or methodological constraints
	Data availability statement
	Author contributions
	Funding
	Conflict of interest
	Publisher's note
	References


