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Abstract

Early palliative care (EPC) has been shown to improve the quality of life of patients with advanced malignancies, although its role
within the context of newer cancer therapeutics requires further research. Despite endorsement by national and international guidelines,
EPC remains an aspirational ideal rather than a routine practice. Implementation is hindered by limited resources, clinician hesitancy
to refer and patient- and family-related factors. To translate evidence into practice, future initiatives must focus on service innovations
that operate within existing constraints. Stepped models, patient-reported outcome measures, telehealth, and machine learning represent
promising approaches to achieving this goal. This review summarises the evidence surrounding EPC, outlines key barriers to its delivery
and examines emerging strategies to improve its integration into oncological care.
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1. Introduction The definitions of both ‘early palliative care’ and ‘ad-
vanced malignancy’ within published studies vary consid-
erably, creating significant data heterogeneity and limiting
the comparability of outcomes. This has led to repeated
calls for clearer terminology [13]. In this article, EPC refers
specifically to specialist palliative care input unless other-
wise stated, in contrast to primary palliative care, which
may be delivered by non-specialist clinicians such as gen-
eral practitioners, oncologists, geriatricians and community
health professionals. The concept of ‘early’ also varies
widely across studies. On one extreme, inclusion criteria
were restricted to patients within 8 weeks of an initial diag-
nosis of advanced cancer [2] whereas at the other extreme,
patients were enrolled despite an estimated prognosis of as
little as 4 weeks [14]. Generally, studies classify ‘early’ as
within 3—4 months from diagnosis of advanced malignancy.

Within the last 16 years, a substantial body of evi-
dence has emerged evaluating early palliative care (EPC)
for patients with advanced malignancies [1,2,3,4]. Al-
though these studies have reported some variable results,
consensus is that EPC improves outcomes for this patient
cohort [5]. Consequently, EPC has been incorporated into
several national and international guidelines [6,7]. How-
ever, implementation of these recommendations remains
limited, rendering them aspirational rather than a reflection
of routine clinical practice [8]. Other guidelines still sug-
gest a less proactive approach [9].

This review will explore the evidence surrounding
EPC in advanced malignancy and consider why, 16 years
on from the benefits being first identified, we are still not
achieving it as standard for our patients. It will discuss
where EPC fits in the context of newer cancer therapeutics,
suggestions on how to bridge the gap between research and
reality, and consider how approaches for this may vary de-
pending on setting and local limitations.

Similarly, definitions of ‘advanced malignancy’ dif-
fer: some use it interchangeably with metastatic disease
[2,15], others with incurable or treatment-refractory can-
cer [16,17], while others specify a limited prognosis [4].
For the purpose of this discussion, ‘advanced malignancy’
is used inclusively to encompass all these definitions. The
use of terminology also varies across regions; in the US,
‘hospice’ is generally confined to end-of-life care, whereas
in the UK it refers to a broader model of SPC services which
extends to those with complex symptoms, who may not be
in a terminal phase of their illness [18].

Specialist palliative care (SPC) plays an important role
in non-malignant disease [10], with the symptom burden
being on par with, or higher than, that of malignancy [11].
Patients with non-malignant disease often experience in-
equitable access to palliative care services [12]. Despite
this, the published evidence is more extensive for EPC in
malignant than non-malignant disease. Consequently, this

article focuses primarily on malignant disease, while ac-
knowledging the need for further research on the role of
EPC within non-malignant disease.

A literature review was conducted across PubMed
(https://pubmed.ncbi.nlm.nih.gov/) and Google Scholar (ht
tps://scholar.google.com/) between September 2024 and
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March 2026. Search terms included “palliative care”,
“early palliative care”, “acute oncology”, “malignancy”,
“advanced malignancy”, “referral timing”, “barriers to
early palliative care”, “mechanism-based systemic anti-
cancer therapies”, “targeted therapies”, “immunothera-
pies”, “patient reported outcome measures” and focussed
primarily on manuscripts related to early palliative care
in the context of solid organ malignancies published from
2007 onwards. References of included articles were
also screened for further relevant articles and resources.

Manuscripts not written in English were excluded.

2. Evidence on Early Palliative Care in
Advanced Malignancy

It was previously a commonly held belief that pallia-
tive care involvement may shorten life or hasten death [19,
20]. Early studies examined this with varying outcomes;
some conversely found increased survival [2,20,21,22,23],
and some found no benefit to survival [19,24]. There have
been no studies showing a significant shortening of life ex-
pectancy, as was previously anecdotally assumed.

Quality of life (QoL) metrics for patients with ad-
vanced cancer have also been extensively studied, com-
paring EPC involvement with standard oncological care.
Although heterogeneity in methodology and definitions of
terms creates challenges with comparing results, early find-
ings reported significant improvements in QoL and mood
for patients receiving EPC in comparison with standard care
[2,19]. This was further corroborated in patients with a va-
riety of cancer types [4,25]. This impact is independent of
psychosocial support alone [3], is likely to be present within
3 months after initial contact with palliative care services
[5] and is dependent upon the intensity of the intervention
[14,16].

Subsequent meta-analyses agreed that EPC does im-
prove QoL of those with advanced cancers, notwithstanding
some had a low certainty/quality of evidence due to hetero-
geneity of methodology and small number of included stud-
ies [5,26,27,28,29]. There is ongoing debate as to whether
symptoms, mood and probability of dying at home are also
positively impacted [5,26,28].

In summary, despite variability in both the malignan-
cies studied and types of palliative care interventions eval-
uated, there is a consensus that earlier involvement of pal-
liative care for patients with advanced malignancy leads to
better outcomes [5,30]. As a result, international guidelines
now recommend integrating early palliative care into stan-
dard cancer care. Most notably, the American Society of
Clinical Oncology (ASCO) advised in 2017 that patients
should see palliative care services within eight weeks of
an advanced cancer diagnosis [31], although more recent
wording has shifted to ‘early’ rather than specifying a time-
frame [7]. Ongoing research continues to address key ques-
tions regarding the optimal nature and timing of EPC inter-
ventions [5,32].

3. Discussion

3.1 Early Palliative Care in the Context of Novel Cancer
Therapeutics

Since much of the above research was published
in support of EPC in advanced malignancy, the oncol-
ogy landscape has rapidly changed. There is increasingly
widespread use of emerging and established mechanism-
based systemic anticancer therapies, including endocrine,
targeted, and immunotherapeutic agents [33,34,35,36].
These treatments significantly increase survival in many
cancer types [33,37,38]. However, they also bring new
challenges for oncologists and SPC clinicians, including a
more uncertain and unpredictable prognosis, variable dis-
ease trajectories, and differing side effect profiles [39,40].

3.1.1 Prognostic Uncertainty

Both patients and oncologists understandably hope for
a prolonged effect from these treatments [41]. However,
patients eligible for them are less likely to discuss progno-
sis with their oncologists, and are more likely to receive
anticancer treatment in the last month of life, to die in
hospital, be admitted to hospital in the last month of life,
and have lower use of hospice services [34,42,43]. Living
longer with advanced cancer, with a potentially more un-
certain prognosis, may also lead to distress around decision-
making and planning for the future for patients and families
[44,45]. Survivorship issues, such as psychological chal-
lenges, may also arise due to an inability to work for a pro-
longed period, in addition to difficulties with exercise and
sexual health [41,46].

3.1.2 Changing Side Effect and Toxicity Profile

Novel agents such as immunotherapies and targeted
therapies lead to a different profile of side effects and toxi-
cities compared to conventional treatments [47]. Although
generally more tolerable [47], these may involve practically
any body system, persist long after treatment, and in some
cases may be fatal [44,48,49,50]. They may also mimic
clinical deterioration from the cancer; whereas an acute de-
terioration may have previously represented a natural pro-
gression towards the end of life, a similarly presenting con-
dition following immunotherapy may be entirely reversible
with high-dose steroids [51,52,53]. Similarly, some tar-
geted therapies may lead to central nervous system toxicity
[40], potentially leading to diagnostic challenges in patients
already at risk of brain metastases. Such presentations are
common [54] and frequently misdiagnosed [55], highlight-
ing the importance of improving recognition and manage-
ment of these scenarios amongst not only SPC clinicians,
but also community, emergency and acute physicians who
are likely to encounter such patients [52,56].

Overall, the role of EPC in the context of novel ther-
apeutics and long-term cancer survivorship remains uncer-
tain [41]. SPC clinicians are skilled in managing prognostic
uncertainty, complex communication, complex symptoms
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and emotional distress [57], all of which are likely to be
of value for this emerging patient cohort. However, im-
plementation of EPC in this setting would mean supporting
a larger number of patients over extended periods as ad-
vances in treatment lead to longer survival. This is likely
to further strain services already operating at or beyond ca-
pacity [58]. Moreover, certain issues such as sexual health
remain inadequately addressed within palliative care, de-
spite being recognised as important to patients’ quality of
life [59]. Supportive care is an emerging specialty which
aims to support patients and their loved ones holistically
and longitudinally through the whole cancer journey, with a
focus on survivorship issues [60,61]. This is a potential av-
enue through which some benefits of EPC could be utilised
for those living longer with cancer.

3.2 Impact of Early Palliative Care Evidence on Practice

Since the publication of the initial studies, patients in
some places are being referred to SPC earlier than they were
[62,63,64]. However, other studies across a range of coun-
tries highlight a persisting failure to integrate EPC for this
cohort of patients [8,65,66,67,68]. In particular, a Brazil-
ian study showed an increase in late referrals between 2010
and 2014 [69], while studies in Germany and Denmark both
highlight a lack of change to referral practices in response
to the evidence [70,71].

Suggested reasons for this are mixed. They in-
clude clinician concerns around patient response to refer-
ral, avoidance of burdening patients with appointments, re-
source limitations and the rise of the use of novel cancer
therapeutics late in the disease [66,67,72]. Despite these
clinician-related barriers, patients would generally prefer
referral either at diagnosis or during anti-cancer treatment,
as opposed to after treatment has ended [68]. This is in
alignment with research suggesting this leads to better out-
comes [5,26,27,28,29]. Clearly, there remains a significant
disparity between what we know leads to better outcomes
for patients, and what is currently being provided.

3.3 Reasons for the Persistent Disparity Between Evidence
and Practice

3.3.1 Attitudes of Clinicians, Patients and Families

Palliative care clinicians appear to support the con-
cept of EPC for patients with advanced malignancy [73].
However, other healthcare professionals are still referring
patients too late, despite an apparent appreciation amongst
oncologists of the benefits EPC may provide [66,73]. As
non-SPC clinicians are generally the gatekeepers to refer-
ral, referrer-related barriers such as the association of SPC
with loss of hope, perceptions of patient abandonment, and
beliefs that they can manage palliative care alone must be
addressed if more patients are to access SPC earlier in their
disease [74].

An example of the real-world impact of delayed SPC
referral is a patient called Rob. He was a 19-year-old
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with refractory Burkitt Lymphoma, and is a fictional patient
based on real events. He had recently had rituximab, cy-
clophosphamide, vincristine, doxorubicin, cytarabine and
methotrexate (R-CODOX-M), followed by rituximab, ifos-
famide, etoposide and cytarabine (R-IVAC) treatments and
was admitted to the acute hospital unwell. It was sug-
gested that SPC got involved when his case was presented at
the haematology multidisciplinary team meeting. They de-
cided “no, it is too early”. He was seen by SPC two weeks
later for symptom management, at which point he had not
left the hospital room for weeks, was in significant pain and
shaking with fear. Input from the SPC team changed ev-
erything. They sorted out his symptoms, talked about his
fears, gave him time, and said yes to things. He created
a bucket list, which was agreed would be a bonus to have
worked through if he were to get better. He did many big
and small things on that list, largely a result of teamwork be-
tween the haematology and SPC teams, who both reflected
what a great job they had done. After he died, his mother
contacted the SPC team, writing, “we didn’t want pallia-
tive care to come, we were scared when you came, but |
realised that we were already scared. You made all the dif-
ference and enabled us to talk with each other. I strongly
believe that if your lovely team were able to see him ear-
lier, it would have been so much better for us. I wonder
now, when they said seeing him was too soon, too soon for
who?”.

Rob’s story emphasises the disparity between when
patients and families would benefit from SPC referral, and
when many clinicians believe is an appropriate time to refer.
All too frequently, this leads to patients being denied valu-
able time focusing on what is important to them. A stan-
dardised approach to SPC referral may somewhat circum-
vent these referrer-related barriers and will be discussed in
more depth in a later section.

As demonstrated with Rob’s mother, patients and fam-
ilies also often hold negative perceptions of SPC, partic-
ularly before interacting with the service. It seems these
views frequently shift with experience of SPC interactions,
becoming more supportive once a better understanding of
their role and the potential benefits is understood [75]. Re-
ferring clinicians are likely to be aware of these attitudes
and may hold similar views themselves, compounding the
chance of early SPC referral opportunities being missed
[76]. Joint specialty/palliative care clinics [77] may be a
way to build bridges, dispel prior misconceptions about pal-
liative care, and improve access to SPC services.

3.3.2 Resource Limitations

Even within high-income countries, most palliative
care services lack sufficient resources to provide univer-
sal EPC to all patients with advanced cancer [78]. This
is further complicated by a reliance upon unstable fund-
ing streams such as charitable donations [79]. Although
funding shortfalls are increasingly recognised [80], public
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finances remain tight. As a result, the significant change
to funding needed to facilitate universal EPC is unlikely,
prompting claims it is aspirational and unachievable [81].
Possibly in recognition of this, despite the evidence for
EPC, the National Institute for Health and Care Excellence
(NICE) currently only recommends SPC input when other
clinicians are unable to cope [9]. Innovative approaches are
therefore required to deliver the well-established benefits of
EPC despite current resource constraints.

3.3.3 Inequality in Access to Palliative Care Services

There is significant variation in access to SPC both
between and within countries. A systematic review of SPC
referrals worldwide, although not purely for malignant dis-
ease, identified that the median number of days palliative
care was provided before death varied widely between high-
income countries; from 6 days in Austria to 69 days in
Canada [8]. Even within the US, the amount of time from
SPC referral to death is significantly higher from National
Cancer Institute (NCI)-designated cancer centres than non-
NClI-designated centres [82]. Access to SPC is also worse
for socially deprived and ethnic minority groups, in addi-
tion to varying depending on location [83,84]. Within low-
and middle-income countries, access to SPC is often min-
imal despite accounting for 80% of the global need [85],
a problem compounded by a dearth of robust data on the
state of services within these countries [8]. Such variation
suggests that the reasons for the inequality are complex and
multi-factorial, highlighting the importance of policies be-
ing tailored to unique local challenges [78].

In summary, reasons for the current lack of univer-
sal EPC implementation despite the evidence are multi-
tudinous and heterogeneous. They are likely insurmount-
able with EPC in its original form. A single approach will
not address the referrer-related barriers, access disparities
related to healthcare infrastructure, as well as broader re-
source limitations. Each of these challenges requires tai-
lored approaches informed by high-quality research, a thor-
ough exploration of all of which is beyond the scope of this
article. Given resource constraints represent a major bar-
rier for many SPC services, and considering recent devel-
opments reported in the literature, the present article will
focus primarily on approaches to mitigate these.

3.4 Innovative Approaches and the Path Ahead
3.4.1 Beyond Early Palliative Care

In response to the significant resource constraints out-
lined above, work is ongoing to explore alternative models
to systematic EPC that are equally effective but more real-
istically implementable.

Patients who derived the most benefit from the origi-
nal EPC model were those with the highest symptom burden
[86]. Inresponse, ‘timely palliative care’ models have been
proposed in which the timing of the initial SPC referral is
tailored to individual patient need, thereby directing limited

resources where they are needed most [32]. Efforts to stan-
dardise this approach have employed a range of referral trig-
gers. These include utilising pre-defined thresholds on val-
idated patient-reported outcome measures (PROMs) such
as the Edmonton Symptom Assessment Scale [87], and the
European Organisation for Research and Treatment of Can-
cer Quality of Life Questionnaire [88]. Patient-reported
factors, such as physical symptoms or emotional distress,
have subsequently been combined with objective measures
such as diagnosis or prognosis amongst other factors, to
propose specific criteria to trigger SPC referral in different
cancer types [30,89,90].
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Fig. 1. Early palliative care versus a stepped care model [91].

SPC, specialist palliative care; QoL, quality of life.

More recently, a stepped palliative care model has
been developed. This approach involves regular symp-
tom monitoring, with SPC input increased only when a pa-
tient’s need for this is identified [91]. A non-inferiority
randomised controlled trial compared stepped care with the
original EPC model for patients diagnosed with lung can-
cer or mesothelioma within the preceding 12 weeks, a pre-
dicted prognosis of less than 12 months, no curative treat-
ment intent and an Eastern Cooperative Oncology Group
(ECOQG) performance status of 0-2. As seen in Fig. | (Ref.
[91]), all patients had an initial SPC consultation within 4
months of diagnosis. Patients randomised to the EPC arm
subsequently received systematic SPC follow-up every 4
weeks. In contrast, those randomised to the stepped care
arm only received further SPC input if predefined escala-
tion criteria were met: either a notable event such as a hos-
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pital admission or change in cancer treatment, or a drop of
10 points or more on the Functional Assessment of Can-
cer Therapy—Lung (FACT-L) quality of life questionnaire
(which patients in the stepped care arm were required to
complete every 6 weeks). Once escalation was triggered,
patients received SPC follow up every 4 weeks thereafter.
By 24 weeks after enrolment, approximately one quarter of
patients in the stepped care arm had triggered an escalation
of SPC involvement, which increased to around a third by
48 weeks. As all the patients in this study had either lung
cancer or mesothelioma, further research is required to as-
certain whether these results would be generalisable across
cancer types.

Although only 26.4% of patients in the stepped care
arm had received intensive SPC input at 24 weeks, com-
pared with 100% in the EPC arm, outcomes remained en-
couraging. There were no significant differences between
the EPC and stepped care groups in QoL measures, or in the
proportion of patients who had discussed their end-of-life
care preferences with their healthcare team. This equiva-
lence was observed despite substantially fewer encounters
with SPC in the stepped care arm, with an average of 2.4
appointments as opposed to 4.7 in the EPC arm. Specific
financial and resource implications were not made explicit,
and there are likely to be upfront costs associated with the
implementation of new PROMs into clinical workflow and
information technology systems. Nevertheless, this reduc-
tion in clinical contact with equivalent patient outcomes is
likely to translate into long-term cost and resource savings.
While concerns remain that even this model may be too
resource-intensive for many palliative care services [81], it
provides a valuable foundation for further research.

Other innovative strategies to improve services within
existing constraints are also emerging: telehealth delivery
of SPC has shown equivalent outcomes to in-person care
[92], while machine learning may help target SPC input at
more appropriate times [93].

One machine-learning model predicted risk of death
within one year after cancer treatment through pooling pa-
tients’ laboratory values, demographics and history of hos-
pital admissions [93]. Results were then used to allo-
cate early palliative care according to prognosis, leading to
an increase in EPC access for patients with shorter prog-
noses, without unnecessarily increasing access for those
with prognoses over 2 years. This led to an effective reallo-
cation of existing resources to improve appropriate EPC ac-
cess within unchanged capacity constraints. Although other
important factors such as symptoms were not considered, it
showed that machine learning has the potential be a useful
tool to aid more efficient resource allocation. While tele-
health delivery of SPC and machine learning are not com-
prehensive models of palliative care delivery in themselves,
these approaches may be used in combination with broader
frameworks such as the stepped model to further streamline
services.
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3.4.2 Organisational Change

In contrast to the stepped model, most SPC services
currently rely on referral systems in which non-SPC clini-
cians determine when specialist input is needed [94]. Al-
though endorsed by NICE and National Comprehensive
Cancer Network (NCCN) [9,95], this approach often un-
derestimates patient symptom burden [96] and is subject to
referrer-related barriers as discussed above [74]. For in-
patient teams focused on life-sustaining treatments, the ap-
propriate timing of referral to palliative care is particularly
challenging [97,98]. Shifting towards utilisation of PROMs
to trigger SPC referral, such as those in the stepped model,
would require changes to national guidance, substantial lo-
gistical and cultural adaptation within individual services,
in addition to investment.

For example, a reliable system for collecting re-
sponses to PROM questionnaires, which is user-friendly
while ensuring secure storage of confidential data, would
be essential. This would require investment in hardware to
enable patients to complete digital forms, the development
and programming of appropriate software and integration
with existing local information technology systems. Some
patients may be unable to complete online forms [99], ne-
cessitating staff time to transcribe paper-based responses
into a digital database. Collectively, these factors would
be expected to incur considerable initial costs alongside the
staff training required, before any overall cost savings are
later realised [100]. At the governmental level, prioritising
stable funding streams would be essential to support this
transition. Similarly, investment in hardware, software and
staff training would be required for both integration of ma-
chine learning and telehealth into SPC services.

In summary, while several avenues are being explored
to limit the impact of resource limitations on EPC availabil-
ity, further work is required to establish an approach which
is feasible and widely acceptable to SPC services. The
stepped model has shown encouraging results, although fur-
ther evaluation of the financial aspects of this compared
with both universal EPC and existing services is needed.
Further research is also required to establish its effective-
ness in pathologies other than lung cancer and mesothe-
lioma. PROMs are increasingly being incorporated into
clinical services [101], although if used outside of a wider
framework such as stepped care, they are more likely to ad-
dress referrer-related barriers than generate substantial cost
savings for SPC services. Other approaches, such as ma-
chine learning and palliative care via telehealth delivery,
remain at early stages of development. While these strate-
gies are promising and may offer useful elements that could
be adapted by some services depending on local context, in
their current form, these do not yet represent a fully imple-
mentable model.

It is important to highlight that while these innova-
tions may become of use within higher-resource settings,
caution must be taken to avoid recommendation of rolling
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out within the Global South a ‘gold standard’ of care based
upon research performed in the Global North. Instead, lo-
cal research must be supported to inform more contextually
appropriate service improvements [102]. Malawi is a low-
income country (LIC) which has utilised community health
professionals to improve SPC services in recent years [103],
becoming the only LIC to have achieved the highest level
of SPC integration into health services [102]. Ground-up
approaches such as these, based upon local research, are
important to empower countries and regions to create in-
terventions acceptable within their culture, which address
their own unique challenges [78].

4. Implications for Research

As advances in cancer therapeutics reshape the expe-
riences of people with advanced malignancies, the role of
EPC within this context must be evaluated. Future stud-
ies should also further explore innovative, less resource-
intensive strategies to deliver the benefits of EPC across dif-
ferent settings. This should include further development of
the stepped model, including within different disease pro-
cesses, methods of integration of machine learning and tele-
health, as well as the financial implications of these ap-
proaches. Generating robust data on the current state of
SPC services worldwide is also essential both as a foun-
dation to address global inequalities in SPC access, and to
develop palliative care models that are effective and con-
textually acceptable [8].

In research, the term ‘advanced malignancy’ must be
clearly defined. It is unsurprising that this term creates con-
fusion: while it often refers to non-curative, metastatic dis-
ease [2,15], it may also refer to non-metastatic or potentially
curative malignancies [104,105,106,107]. This inconsis-
tency reduces comparability across studies and introduces
significant heterogeneity [26]. For meaningful translation
into clinical practice, it is essential that the patient popula-
tion is consistently and clearly defined, ensuring that evi-
dence can be appropriately applied to service development
and improvement.

5. Limitations

As this is a narrative review intending to provide a
broad overview, it may not have included all relevant pub-
lished texts on this topic. It is subject to the bias of the
authors’ own interpretations of the literature.

6. Conclusion

We know that the experiences of patients with ad-
vanced cancer are better if specialist palliative care services
are involved early. The lack of widespread adoption of
EPC, despite this, is related to a multitude of factors, not
least that the resources available to many services are not
sufficient to provide it. The paradigm shift in cancer ther-
apeutics has also muddied the waters of where SPC fits

within this, given more uncertain disease courses and in-
creased survival.

As resource constraints remain significant and can-
cer therapeutics continue to advance, the concept of EPC
must evolve. The stepped model begins to address how to
provide the benefits of EPC within resource constraints, al-
though it requires further research to determine the cost sav-
ings and impact for patients with different pathologies. In
the age of newer cancer therapeutics, perhaps combining
further-refined stepped models and PROMs with machine
learning may go some way to ensure patients are receiving
SPC at an appropriate time in their disease, when prognosti-
cation is becoming increasingly difficult. For patients, this
may mean improved access to SPC when it would be ben-
eficial to them. For services, this may enable the provision
of the benefits of EPC where they are most needed within
limited resources, although it would require significant or-
ganisational change to enable. Importantly, for low- and
middle-income countries where barriers are often distinct
and more pronounced, locally driven research is essential
to shape palliative care models that are both contextually
appropriate and sustainable.

Key Points

* Early palliative care (EPC) improves quality of life
in advanced cancer and is endorsed by multiple national and
international guidelines.

* Despite the evidence demonstrating its benefits, EPC
remains largely aspirational, not least due to limited re-
sources.

» Access to EPC is also hindered by clinician reluc-
tance to refer to SPC and ongoing patient/family stigma to-
wards palliative care.

* Stepped models combined with PROMs, telehealth
and machine learning may be a more resource-savvy
method of providing patients with the benefits associated
with EPC within limited resources.

* A key challenge remains the development of a model
that is acceptable and feasible to existing services, which
can deliver the benefits of EPC within constrained re-
sources; embedding such a model is likely to require sub-
stantial investment and organisational change.

* Further research is needed to examine the financial
implications of such models and to clarify the term ‘ad-
vanced malignancy’ within research.
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