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Background and aim: Patients with bone metastases may have needs that extend beyond the management of pain
by radiotherapy. Concurrent palliative care leads to improved quality of life, but is often introduced late. In this
pilot study, we assessed the acceptability and feasibility of an introdu0000ctory conversation with a palliative
care consultant at referral for palliative radiotherapy.

Material and methods: Patients with bone metastases and their family caregivers were scheduled for an intro-
ductory conversation with a consultant from the hospital palliative care team. During this meeting, the potential
benefits of integrating palliative care into their current or future care was discussed. Using statements on a 5-
point Likert scale, patients and family caregivers independently evaluated the acceptability of the conversa-
tion, and consultants evaluated the feasibility.

Results: Between December 2022 and March 2024, 48 patients were included in the study. Median age was 73
years, 63 % were male. Most patients (89 %) and family caregivers (96 %) appreciated the introductory con-
versation, were unaware of the existence of a palliative care team (60 %, 67 %, respectively), and would contact
the team when having questions or concerns (77 %, 82 %). Some found the conversation confronting (17 %, 11
%), or felt it was too early in the illness trajectory (31 %, 26 %). Follow-up consultations were scheduled for 8
patients (17 %). Consultants were able to conduct the conversation as instructed (91 %), though 15 % indicated
insufficient time for preparation.

Conclusion: Introductory conversations about palliative care at referral for palliative radiotherapy appear both
acceptable and feasible, and may enhance timely integration of palliative care into oncology care for patients
with bone metastases.

Introduction concerns extending beyond physical symptom management [5-7]. Ad-

vances in immunotherapy and targeted therapy aim to prolong life in

Advanced cancer patients with bone metastases often experience
significant bone pain and face an increased risk of pathological fractures
and neurological complications [1]. Consequently, they may encounter
difficulties with daily activities and a reduced quality of life (QoL) [2,3].
Palliative radiotherapy is a commonly used treatment for symptomatic
bone metastases, achieving approximately a 60 % pain response rate
[1,4]. Although symptom relief is important for improving QoL, patients
with bone metastases and their family caregivers frequently have

patients with advanced cancer, but risks of overtreatment and poten-
tially inappropriate end-of-life care may increase and illness trajectories
become more uncertain, negatively impacting a patient’s QoL [7].
Therefore, timely discussion of goals and preferences for care and
treatment is important.

Specialist palliative care (PC) provides support for physical symp-
toms, as well as for psychological, social, and spiritual needs [8].
Maintaining autonomy, ensuring access to information, enhancing
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effective communication between patients and clinicians, and incorpo-
rating advance care planning are essential parts of PC [8,9]. In hospitals
in the Netherlands, specialist PC is provided by palliative care consul-
tation teams (PCCTs). Since 2017, each hospital, caring for oncological
patients, should have a PCCT [10,11]. International evidence shows that
early integration of specialist PC into standard oncology care is a highly
effective approach to further improve care and QoL for patients with
advanced cancer. In a landmark study by Temel in 2010 [12], involving
patients with metastatic non-small cell lung cancer, it was demonstrated
that early PC leads to reduced depression and symptom burden,
improved QoL, less potentially inappropriate end-of-life care, and pro-
longed survival. These positive results have been confirmed in two meta-
analyses on early integration of PC into oncology care [13,14]. PC can be
delivered concurrent with tumour-directed treatment, supporting pa-
tients and their family caregivers early in the illness trajectory [15].

Despite the known benefits, early referrals to PCCTs are currently
limited, as misconceptions persist regarding PC being synonymous with
end-of-life care [16-19]. Other barriers to early integration of PC
include lack of time during consultations of oncology clinicians, lack of
knowledge about PC services, focus on the physical aspects of the dis-
ease, and low consensus between healthcare professionals on referral
indicators [16,17,20,21]. Although not every patient with bone metas-
tases may require referral to a PCCT, introducing the benefits of timely
PC into their current or future care may enhance patient awareness and
empowerment [22].

Determining the optimal timing for integrating PC can be chal-
lenging in patients with bone metastases, due to a variety of illness
trajectories, symptoms, and wishes and needs of patients and families
[71. Several models have been introduced to improve timely integration
of PC into oncology care: time-based, needs-based, and trigger-based
[23,24]. Time-based criteria (disease stage, prognosis) and needs-
based criteria (physical symptoms, performance status, psychological
distress, end-of-life care planning), as proposed in the literature, present
certain challenges [25]. Prognosis and illness trajectories are often
poorly predictable, and identifying needs requires in-depth screening
and is vulnerable to subjective interpretation of screening tools [24]. A
trigger-based approach is based on predefined criteria and pathways
streamlining the referral process [18,23]. For patients with bone me-
tastases, an indication for palliative radiotherapy may serve as a clearly
defined trigger to timely initiate PC.

In this pilot study, we assessed the acceptability and feasibility of
timely integration of PC into oncology care for advanced cancer patients
with bone metastases at the Radiotherapy Department. Our aim was to
explore patient, family caregiver, and PC consultant views on an intro-
ductory conversation about the potential benefits of PC into current
oncological care.

Materials and methods
Study design and setting

This single-centre, single-arm pilot study evaluated the acceptability
and feasibility of an introductory conversation with consultants of the
PCCT for patients with bone metastases at the Radiotherapy Department
of the Leiden University Medical Center (LUMC). Patients from the
LUMC and surrounding hospitals can be referred for palliative radio-
therapy at the LUMC. The PCCT at the LUMC, established in 2012,
consists of nurse practitioners and physicians specialized in palliative
care, and works closely together with all departments that care for pa-
tients with incurable diseases. The PCCT provides multidimensional
support and advises on medical, psychological, social and spiritual is-
sues. The LUMC Medical Research Ethics Committee declared the study
exempt from the Medical Research Involving Human Subjects Act
(WMO; No. N21.136) The CONSORT checklist, including the extension
for pilot and feasibility trials, was used for reporting [26].

Technical Innovations & Patient Support in Radiation Oncology 35 (2025) 100317
Participants

Patients eligible for this pilot study were adults (>18 years), referred
to the LUMC for palliative radiotherapy on bone metastases, and their
family caregivers. For logistical reasons, this pilot study was able to
schedule one or two patients per week for an introductory conversation
with a PC consultant. We aimed to enrol 50 patients.

Based on the PCCT’s availability, eligible patients were scheduled for
an appointment with a PC consultant on the same day as their visit with
the radiation oncologist. Appointments at the Radiotherapy Department
were commonly scheduled at short notice. Patients were informed about
having an additional appointment with a nurse practitioner, but they
were not provided with details regarding the nature of the conversation
beforehand. All patients who had an introductory conversation with a
PC consultant were invited to give informed consent to take part in this
study. Patients who did not provide written informed consent were
excluded from this study.

Intervention

The PC consultants, all nurse practitioners, co-designed the content
of the introductory conversation. A conversation guide for the intro-
ductory conversation was developed for standardisation of the inter-
vention. This guide included the following topics: practical information
about the conversation, introduction of the PCCT and the concept of
palliative care, discussion of the patient’s current symptoms, an invi-
tation for a more extensive follow-up consultation, practical information
about the follow-up, and an invitation to provide informed consent and
to complete a questionnaire. At the end of the introductory conversa-
tion, patients received a leaflet with information on what PC entails, the
benefits of PC, and details of the PCCT. When patients requested a
follow-up consultation, they also received the Leiden Guide on Palliative
Care, a conversation guide that includes a symptom rating scale and a
question prompt list to help patients and their family caregivers prepare
for future consultations [27-29].

Outcomes

The introductory conversation was evaluated on acceptability, from
a patient and family caregiver perspective, and on feasibility, from a PC
consultant perspective. Therefore, two questionnaires were developed
by the project team, using the indicators of acceptability and feasibility
of nursing interventions formulated by Sidani and Braden (2011) [30].
The project team consists of palliative care specialists, including a post-
doctoral researcher (AS), two nurse practitioners of the PCCT (EN and
RJ), and a radiation oncologist (YL). Based on the descriptions of the
indicators provided by Sidani and Braden (2011) [30], statements for
each indicator were developed and discussed within the project team.
Other nurse practitioners of the PCCT provided feedback on the state-
ments before they were finalised.

Both the patient and family caregiver (if present) were asked to
complete a questionnaire about the acceptability of the introductory
conversation. Eight statements were developed to measure five in-
dicators of acceptability: appropriateness, effectiveness, adherence,
convenience, and risks or adverse reactions (Table 1). Only patients who
gave informed consent for this study were given a paper questionnaire to
complete and return immediately after the conversation, or to send back
at a later date. The PC consultant completed a questionnaire about the
feasibility of the introductory conversation. Seven statements were
developed to measure five indicators of feasibility: fidelity, context,
availability and quality of the interventionists, material resources, and
training of the interventionists (Table 1). All statements were measured
on a 5-point Likert-scale (ranging from ’strongly disagree’ to ’strongly
agree’). Both questionnaires allowed patients, family caregivers, and PC
consultants to add comments about the introductory conversation.

Data on age, gender, living situation, performance status, primary
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Table 1

Technical Innovations & Patient Support in Radiation Oncology 35 (2025) 100317

Statements regarding acceptability and feasibility according to Sidani and Braden [30].

Patients and family caregivers

Outcome Indicator [30] Description of indicator [30] Statement in questionnaire Short statement
Acceptability ~ Appropriateness Perception of the extent to which the “I like that an introduction with a PC consultant was ~ Appreciate introduction
intervention is helpful scheduled for me/my loved one.”
“I found the conversation with the PC consultant too Introduction too early in
early in my/my loved one’s illness trajectory.” illness trajectory
Effectiveness Perceptions of the intervention’s overall “Through this introduction I know what the PCCT can ~ Now know what PCCT can
reasonableness and suitability do for me/my loved one.” do
“Before this introduction I already knew that thereisa  Knew existence PCCT prior
PCCT in the hospital.” to introduction
Adherence Extent to which they are willing to follow “If I have any questions or concerns, I will contact the ~ Will contact PCCT with
or adhere to the intervention PCCT.” questions/concerns
“I would like a follow-up consultation with the PC Would like follow-up
consultant.” consultation
Convenience Judgement of the intervention’s “I find it confronting that I/we had a conversation Introduction was
intrusiveness with a PC consultant.” confronting

Risks or adverse reactions Level of severity of the intervention’s

adverse reactions/side effects

Introduction evoked an
emotional response

“The conversation with the consultant made me feel
sad, angry, or worried about the future.”

PC consultants

Outcome Indicator [30] Description of indicator [30] Statement in questionnaire Short statement
Feasibility Fidelity Application of the intervention in the “I conducted the conversation according to the Followed instructions
selected dose and the selected mode instructions (on content and procedure).”
Context Physical and social environment “There was a suitable room to conduct the Suitable room available

Availability and quality of
interventionists

Adequate number of interventionists,
personal and professional qualities

Material resources
Training of interventionists

Availability and preparation
Challenges and effectiveness

conversation.”

“I had enough time for the conversation.” Sufficient time for
introduction

“I felt competent to carry out the conversation.” Felt competent
“I had enough time to prepare for the conversation.”
“There was enough leaflet material available.”

“The instructions (on content and procedure) of the
conversation are clear.”

Sufficient time to prepare
Materials available
Clear instructions

tumour, radiotherapy schedule, radiotherapy site, systemic tumour-
directed treatments, and survival were collected from the electronic
medical record (EMR) for all patients who gave informed consent. Per-
formance status was assessed using the Eastern Cooperative Oncology
Group (ECOG) scale [31] as noted in the EMR, preferably measured by
the treating physician. When information on performance status was not
available in the EMR, the PC consultant assessed the ECOG score based
on their clinical judgement. The PC consultant estimated the patient’s
expected survival using an adapted version of the surprise question
(Fig. 1) [32,33]. The patient’s actual survival period was collected three
months after the last patient was included and categorized into < 3
months and > 3 months after the introductory conversation.

In addition, the PC consultant noted the length of the introductory
conversation and the presence and participation of a family caregiver
during the conversation. Finally, it was assessed whether and when
patients had had a follow-up consultation with the PCCT within six
months following their introductory conversation.

Data analysis

Descriptive statistics were used to describe sociodemographic and

Surprise question
Would | be surprised if this patient were to die in the next ...?

_y 6months —Yes—>» 1 year
Yes

3 months <N
0

A 2weeks —No—>» Few days

Fig. 1. Adapted version of surprise question to estimate the expected survival
by PC consultants.

clinical characteristics, the duration of the introductory conversation,
presence of a family caregiver during the conversation, timing and
number of follow-up consultations, expected survival, and actual 3-
month survival. Categorical variables were presented as observed
counts and percentages, and continuous variables as median with range.
The acceptability and feasibility of the introductory conversation were
displayed in bar charts. For each statement, the 5-point Likert scale was
also converted to a 3-point scale (‘strongly disagree/disagree’,’neutral’
and’agree/strongly agree’), and percentages were given. Open-ended
comments from patients, family caregivers, and PC consultants aided
the interpretation of the quantitative data. All data were analysed using
IBM SPSS Statistics (version 29.0) and Rstudio (version 4.3.1).

Results

Between December 2022 and March 2024, a total of 50 patients with
bone metastases attended an introductory conversation with a PC
consultant at the Radiotherapy Department, and 48 patients gave
informed consent for their medical data to be used for evaluation
(Fig. 2). Data on acceptability was gathered from the patient and/or the
family caregiver for 36 introductory conversations, of which 26 were
assessed from both the patient and family caregiver perspective. For 12
introductory conversations no questionnaire was returned by either the
patient or family caregiver.

The median age of patients was 73 years (range 24-91 years), and 30
(63 %) were male (Table 2). Most patients presented with bone metas-
tases originating from prostate cancer (25 %) and were treated with a
conventional radiotherapy schedule of 1x8 Gy (53 %). Half of the pa-
tients received systemic tumour-directed treatment at the time of the
introductory conversation. The median duration of the introductory
conversations was 15 min (range 5 — 20 min). A family caregiver was
present for the majority of the introductory conversations (85 %), and
most actively participated in the conversation (88 %). Most family
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Introductory
conversations

(n=50)

Informed consent for
evaluation
(n=48)

Y \V4 \ 4

Questionnaires from
patients
(n=35)

Questionnaires from
PC consultants
(n=46)

Questionnaires from
family caregivers
(n=27)

Fig. 2. Flowchart of study population included in the medical data evaluation
and analysis.

caregivers were family members, including a partner, daughter or son,
mother or father, or sister. In two introductory conversations an
accompanying friend or professional caregiver was present, who are
referred to as family caregivers.

Acceptability of introductory conversation

The majority of patients and family caregivers appreciated the
introductory conversation (89 %, 96 % respectively) and did not find it
too early in the illness trajectory (63 %, 67 %) (Fig. 3). Most patients and
family caregivers were not aware of the existence of the PCCT (60 %, 67
%), but, after the introductory conversation, knew what the PCCT could
do for them (86 %, 82 %), and would contact the PCCT if they had
questions or concerns (77 %, 82 %). Some found the conversation con-
fronting (17 %, 11 %), and felt sad or worried because of it (9 %, 7 %)
(Appendix A: Table A1, Table A2).

Follow-up

One third (37 %) of patients and family caregivers indicated that
they would like a follow-up consultation. At the end of the study, 8 out of
48 patients (17 %) had had a follow-up consultation with a PC consul-
tant. Main reasons for patients not wanting a follow-up consultation
were: will ask questions to general practitioner or treating physician (9
times), already receives PC from another healthcare professional (7
times), no additional questions (7 times), or too early in the illness
trajectory (4 times). The time between the introductory conversation
and the follow-up consultation ranged from 5 days to 6 months.
Although at the moment of the introductory conversation only 10 % of
patients was expected to die within 3 months (Table 2), in reality, 15 out
of 48 (31 %) patients died within 3 months of the introductory con-
versation. Of these patients, 3 had had a follow-up consultation with a
PC consultant.

Feasibility of the introductory conversation

Five PC consultants held the introductory conversations, ranging
from 5 to 23 times per consultant. They reported that the instructions
were clear (89 %), they were able to conduct the consultation according
to the instructions (91 %), and they felt competent to carry out the
consultation (98 %) (Fig. 4). In 15 % of the cases there was not enough
time to prepare for the consultation, and in 24 % of the cases the
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Table 2
Baseline characteristics of 48 patients in pilot study.
All Patients with a completed
patients questionnaire on acceptability®
n =48 n =36
Age
Median (range) 73 73 (24-91)
(24-91)
Gender, n(%)
Male 30 (63) 22 (61)
Female 18 (38) 14 (39)
Living situation, n(%)
Married/living together 30 (63) 25 (69)
Single/widow 12 (25) 9 (25)
Healthcare facility 2(4) 1(3)
Unknown 4 (8) 1)
Performance status?
(ECOG), n(%)
0 6 (13) 6 (17)
1 16 (33) 10 (28)
2 17 (35) 14 (39)
3 7 (15) 4(11)
4 12 103
Unknown 1(2) 103
Primary tumour, n(%)
Prostate 12 (25) 8 (22)
Urologic 8(17) 8(22)
Breast 6 (13) 514
Lung 6 (13) 401D
Gastrointestinal — colorectal 6 (13) 3(8)
Other® 10 (21) 8 (22)
RT schedule?, n(%)
1 x 8 Gy 29 (53) 25 (61)
2 x 8 Gy 13 (24) 7@17)
5 x 4 Gy 9 (16) 6 (15)
10 x 3 Gy 24 2(5)
No RT 24) 1@
RT site*, n(%)
Vertebral column 18 (34) 15 (38)
Rib 8 (15) 7 (18)
Sacral 6 (11) 5(13)
Pelvic bones 6 (11) 4 (10)
Femur 6 (11) 4 (10
Other 9(17) 5(13)
Systemic tumour-directed
treatment, n(%)
Yes 25 (52) 20 (56)
No 23 (48) 16 (44)
Expected survival®, n(%)
>1 year 9(19) 9 (25)
6 months — 1 year 23 (48) 16 (44)
3 months — 6 months 7 (15) 5(14)
2 weeks — 3 months 5(10) 3(8)
<2 weeks 0 (0) 0(0)
Unknown 4(8) 3(8)

Gy = Gray, ECOG = Eastern Cooperative Oncology Group.

! Completed questionnaire on acceptability meaning at least one questionnaire
has been returned from either the patient or the family caregiver.

2 performance status assessed on a 0-5 scale, a higher grade indicating greater
disability.

3 ‘Other’ category represents: hematologic, sarcoma, skin/melanoma, liver,
thyroid, or adrenal gland.

4 Numbers exceed 48, because some patients received palliative radiotherapy on
multiple bone metastases sites. ‘Other’ category represents: humerus, shoulder,
skull, clavicle, sternum, or mandible.

5 Estimated by the PC consultants based on the surprise question [32,33].

information materials were not complete (Appendix A: Table A3).

Discussion

In this study we piloted clinical practice based timely integration of
PC for patients with bone metastases, initiated when referred for palli-
ative radiotherapy, incorporating experiences from patients, their fam-
ily caregivers and PC consultants. The findings demonstrate that most
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Patients

Appreciate introduction

Now know what PCCT can do

Will contact PCCT with questions/concerns
Would like follow-up consultation

Knew existence PCCT prior to introduction

o

25 50

Percentage

Statement on acceptability

Introduction evoked emotional response

Introduction was confronting

Introduction too early in iliness trajectory

o
N
&
o
3

Percentage

Technical Innovations & Patient Support in Radiation Oncology 35 (2025) 100317

Family caregivers

Response category
I stongly agree
Agree
Neutral
Disagree
- I strongly disagree
[
75 100 0 25 50 75 100

Percentage

I Response category
I stongly disagree
Disagree
I Neutral
Agree

I B strongly agree

75 100 0 25 50 75 100
Percentage

Fig. 3. Acceptability of PC introductory conversation at Radiotherapy Department according to patients with bone metastases (n = 35) and their family caregivers (n

= 27).

PC consultants

Felt competent

Sufficient time for introduction
Suitable room available
Followed instructions

Clear instructions

Statement on feasiblity

Sufficient time to prepare

Materials available

o

25

Response category
I [l stongly agree
Agree
Neutral
Disagree
[l Sstongly disagree

Unknown

50 75 100
Percentage

Fig. 4. Feasibility of PC introductory conversation according to PC consultants (n = 46).

patients and family caregivers appreciated the introduction to PC, were
unaware of the existence of the PCCT and now know about the added
value of the PCCT in their current or future care. From the PC consul-
tants’ perspective it was feasible to have short introductory conversa-
tions at the Radiotherapy Department.

Some patients and family caregivers found the introductory con-
versation confronting or felt it came too early in the course of the illness.
This may be explained by misconceptions about PC, associating PC with
death, hopelessness, and end-of-life care, which often stem from the way
it is communicated by healthcare professionals [34-36]. Addressing
these misconceptions could enhance acceptability of timely integration
of PC and help patients better recognize their own PC needs [37]. A
previous study on early PC has shown that patients’ perceptions can shift
following a consultation with a PC consultant, reframing PC as ongoing
care focused on quality of life [34]. For a substantial number of patients
in this pilot study, the introductory conversation with a PC consultant
was their first interaction with PC, which may have caused the initial
unsettlement with the term ‘palliative’ during the conversation.
Following the introductory conversation, most patients recognized the
added value of the PCCT and expressed a willingness to contact the team
with any questions or concerns. Thus, when adequately explained, pa-
tients may be more willing to seek PC in the future.

We observed a lack of awareness of the existence of the PCCT in
patients and family caregivers prior to the introductory conversation.
This finding aligns with previous studies among patients with advanced
cancer, which similarly reported limited awareness of PC services,
potentially due to insufficient information sources [37,38]. Despite an

increase in familiarity with the PCCT among healthcare professionals
working in primary care teams, referrals for specialist PC remain initi-
ated at a late stage in patients’ illness trajectories [21]. Barriers for
healthcare professionals to introduce PC, including misconceptions and
stigma about PC, lacking knowledge on what PC entails, concerns that
using the term ‘palliative’ may take away hope, concerns of losing
control of a patient’s care process, and uncertainty about the optimal
timing, are complicating timely integration of PC for patients with bone
metastases [17,18,38-40]. In the current study, consultants of the PCCT
felt competent to conduct the introductory conversations about PC.
However, when expanding the integration of PC into oncology care
outside of this pilot study, the responsibility of informing patients about
PC will likely shift to other healthcare professionals, who have to feel
confident in taking on this role. Insights from this pilot study may
enhance physicians’ and nurses’ confidence to start a conversation on
benefits of PC, knowing patients appreciate timely introduction.

It is likely that not every patient requires specialist PC from a PCCT at
the time of referral for palliative radiotherapy. A significant number of
patients in this pilot study (19 %) said they would ask questions on PC to
their general practitioner or treating physician. This finding highlights
the importance of a mixed generalist — specialist PC model, in which all
healthcare professionals who care for patients with a life-threatening
disease are expected to integrate basic PC into their usual care [9,41].
PCCTs can be consulted to provide specialist PC, i.e., extra support for
more complex problems. Healthcare professionals in primary care play
an important role in recognizing patients’ PC needs. Despite the
increasing integration of PC education and training into Dutch
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healthcare curricula, primary care providers still report insufficient
education and knowledge in the PC domain [38,42-45]. Improved ed-
ucation and training may take away barriers to introduce PC at a timely
basis [38].

A Dutch nationwide study showed that the majority of patients who
died with cancer in 2017, and for whom PC was initiated, received
generalist PC only (88 %) [9]. Although the number of specialist PC
consultations of hospital PCCTs has increased over the past decade, large
differences in referral rates exist between PCCTs and referrals mostly do
not occur until the last month of life [46]. A recent report of Dutch origin
indicates that PCCTs are not as involved in the care of patients with
advanced cancer as desired by PC consultants (2 % versus 33 %,
respectively) [47]. Introducing PC when referring for palliative radio-
therapy may prompt earlier identification of patients in need of
specialist PC.

Although 37 % of the patients said they would like a follow-up
consultation with the PCCT after the introductory conversation, 17 %
had had a follow-up consultation. This difference may be explained by
the fact that patients engaged in the introductory conversation on the
same day as their appointment with the radiation oncologist. Their
attention may have been primarily directed towards the treatment of
their pain symptoms (i.e. radiotherapy treatment), which may have led
to less consideration of the potential benefits of a follow-up consultation
with the PCCT. In the absence of a follow-up consultation, the short
introductory conversation may have prompted dialogue about PC with
the patient’s general practitioner, treating physician, or family, or the
scheduling of a follow-up PC consultation at the referring hospital [22].
Therefore, an introductory conversation about PC has the potential to
enhance awareness of both patients and family caregivers, and reduce
barriers to seek PC.

Some limitations of this pilot study need to be addressed. First, we
did not collect (reasons for) non-recruitment systematically, resulting in
a lack of information on recruitment rate. Second, there was some
missing data on acceptability (27-44 %, patients and family caregivers
respectively) and feasibility (4 %) of the introductory conversations. In
some cases, patients and their family caregivers completed the ques-
tionnaire together, resulting in the submission of only one questionnaire
per conversation. This might explain the high percentage of missing data
in family caregivers. We assume that patients who returned a ques-
tionnaire about acceptability are representative of all patients who

Appendix A

Table Al
Acceptability of introductory conversation according to patients (n = 35).
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participated in an introductory conversation, given the comparable
baseline characteristics (Table 2). However, this cannot be confirmed
with certainty. Third, the acceptability questionnaire was developed
without the involvement of patients, which potentially left out valuable
statements to measure the acceptance of the introductory conversation.
Lastly, the pilot study was conducted in a single academic hospital,
limiting the generalizability of the findings to broader hospital settings.
In particular, the feasibility of the introductory conversation may vary
across different hospitals depending on the organizational structure and
workflow.

In conclusion, there is considerable room for improvement in the
timely integration of PC for patients with bone metastases. All health-
care professionals caring for patients with advanced cancer have a re-
sponsibility to introduce PC in a timely manner, taking into account the
sensitivity of the term ‘palliative’. If implemented systematically into
the hospital workflow, referral for palliative radiotherapy for bone
metastases may serve as a trigger to initiate a conversation on PC. Future
research is needed to evaluate the impact of this more systematic
approach to timely integration of PC on QoL and satisfaction with care
among patients with bone metastases and their family caregivers.
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Patients (n = 35)

n (%)
Statements Totally agree Agree Neutral Disagree Totally disagree
1 like that an introduction with a PC consultant was scheduled for me/my loved one. 20 (57.1) 11 (31.4) 3(8.6) 0 (0.0) 1(2.9
1 found the conversation with the PC consultant too early in my/my loved one’s illness trajectory. 3(8.6) 8 (22.9) 2 (5.7) 14 (40.0) 8 (22.9)
Through this introduction I know what the PCCT can do for me/my loved one. 7 (20.0) 23 (65.7) 4(11.49) 1(2.9) 0(0.0)
Before this introduction I already knew that there is a PCCT in the hospital. 4(11.49) 7 (20.0) 3(8.6) 12 (34.3) 9(25.7)
If T have any questions or concerns, I will contact the PCCT. 13 (37.1) 14 (40.0) 8 (22.9) 0 (0.0) 0 (0.0)
I would like a follow-up consultation with the PC consultant. 3(8.6) 10 (28.6) 14 (40.0) 3(8.6) 5(14.3)
I find it confronting that I/we had a conversation with a PC consultant. 1(2.9 5(14.3) 3(8.6) 15 (42.9) 11 (31.4)
The conversation with the consultant made me feel sad, angry, or worried about the future. 1(2.9 2(5.7) 5(14.3) 14 (40.0) 13 (37.1)
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Table A2

Acceptability of introductory conversation according to family caregivers (n = 27).
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Family caregivers (n = 27)

n (%)
Statements Totally agree Agree Neutral Disagree Totally disagree
1 like that an introduction with a PC consultant was scheduled for me/my loved one. 15 (55.6) 11 (40.7) 1(3.7) 0 (0.0) 0 (0.0)
1 found the conversation with the PC consultant too early in my/my loved one’s illness trajectory. 1@3.7) 6 (22.2) 2(7.4) 9 (33.3) 9(33.3)
Through this introduction I know what the PCCT can do for me/my loved one. 3(11.1) 19 (70.4) 5(18.5) 0 (0.0) 0(0.0)
Before this introduction I already knew that there is a PCCT in the hospital. 13.7) 6 (22.2) 2(7.49 13 (48.1) 5(18.5)
If T have any questions or concerns, I will contact the PCCT. 6 (22.2) 16 (59.3) 5 (18.5) 0 (0.0) 0 (0.0)
1 would like a follow-up consultation with the PC consultant. 2(7.4) 8(29.6) 11 (40.7) 6(22.2) 0(0.0)
I find it confronting that I/we had a conversation with a PC consultant. 13.7) 2(7.4) 6 (22.2) 11 (40.7) 7 (25.9)
The conversation with the consultant made me feel sad, angry, or worried about the future. 13.7) 1(3.7) 7 (25.9) 12 (44.4) 6 (22.2)
Table A3
Feasibility of introductory conversations according to PC consultants (n = 46).
PC consultants (n = 46)
n (%)
Statements Totally agree Agree Neutral Disagree Totally disagree
I conducted the conversation according to the instructions (on content and procedure). 8(17.4) 34 (73.9) 3(6.5) 12.2) 0(0.0)
There was a suitable room to conduct the conversation. 13 (28.3) 30 (65.2) 0(0.0) 2(4.3) 1(2.2)
1 had enough time for the conversation. 15 (32.6) 29 (63.0) 0 (0.0) 2(4.3) 0 (0.0)
I felt competent to carry out the conversation. 7 (15.2) 38 (82.6) 0(0.0) 1(2.2) 0(0.0)
I had enough time to prepare for the conversation. 7 (15.2) 31 (67.4) 1(2.2) 6 (13.0) 1.2
There was enough leaflet material available. 11 (23.9) 23 (50.0) 1(2.2) 10 (21.7) 1(2.2)
The instructions (on content and procedure) of the conversation are clear. 8(17.4) 33 (71.7) 5(10.9) 0 (0.0) 0 (0.0)
References [15] Lynn J and Adamson D. Living well at the end of life: Adapting health care to
serious chronic illness in old age. 2003.
. . . 16] Raijmakers NJH, Zuylen L, Fiirst CJ. Timely int ti f palliati int
[1] Macedo F, Ladeira K, Pinho F, et al. Bone metastases: an overview. Oncol Rev 2017; (16] c:rlxj::fczl;se Eur Jvag;ncue}; eCI;re 2325231?1?;%1 1}r11 tfpg:i/lg:i ?)r:; (1)a]1]v ]e ]c/are nto
11:321. https://doi.org/10.4081/0oncol.2017.321. ccc.13764 : v ’ o ' '
[2] ]F){ajeswartantT, VYong HtCY, tZ‘hang .E’ etsal. Quilgy ofchfe 155;3)52 ;r.lgpzz?;l;n;st:wﬁ;/ [17] Wentlandt K, Krzyzanowska MK, Swami N, et al. Referral practices of oncologists
one metastases: a systemaric review. support t.are tancer 334116 ALpS: to specialized palliative care. J Clin Oncol 2012;30:4380-6. https://doi.org/
doi.org/10.1007/s00520-023-08241-0. 10.1200,/JCO.2012.44.0248
[3] ZengL, Chow E, Bedard G, et al. Quality of life after palliative radiation therapy for [18] Kaasa S, Loge JH, Aapro M .et al. Integration of oncology and palliative care: a
patients with painful bone metastases: results of an international study validating lancet (;ncolo c’ommissior; Lancet Oncol 2018:19:e588-653. https://doi.org/
the EORTC QLQ-BM22. Int J Radiat Oncol Biol Phys 2012;84:337-42. https://doi. 0301008 4%20 (180504157 e - https://dol.org
4 ;l:g}/lls(); %}16/"']}{0;"'20] 25'05;0218‘U date of the svstematic review of palliati [19] Brinkman-Stoppelenburg A, Polinder S, Meerum-Terwogt J, et al. The COMPASS
1C1 5%, LAOW B, Raman 5, et a’. Lpcate of tie systematic review ot paziiative study: a descriptive study on the characteristics of palliative care team consultation
radiation therapy fractionation for bone metastases. Radiother Oncol 2018;126: for cancer patients in hospitals. Eur J Cancer Care 2020;29:e13172. htps://doi
547-57. https://doi.org/10.1016/j.radonc.2018.01.003. org/10.1111 fecc13172 5 ;29: . : .
[5] Harris K, Chow E, Zhang L, et al. Patients’ and health care professionals’ evaluation [20] Ahme d' N Bestali JE Al;me dzai SH, et al. Systematic review of the problems and
gfsll'l(e;alsthirl?laFi(; dqqallty/;) (f) 1112211657.1(2_5 IHZ%%I;EOrgi;:gztases. Eur J Cancer 2009;45: issues of accessing specialist palliative care by patients, carers and health and
5. UpS://7COLOTg/ L. Jejca. L i . social care professionals. Palliat Med 2004;18:525-42. https://doi.org/10.1191/
[6] Greer JA, Jackson VA, Meier DE, et al. Early integration of palliative care services 0269216304pm9210a
;v(;til";.s6t:r.1:;ij;d6%nc]ot1:>g)'//ﬁzre‘ fo.r }J]aélzrétzszw//v{th ag\]/z:r;czed cancer. CA Cancer J Clin [21] van der Stap L, de Nijs EJM, Oomes M, et al. The self-perceived palliative care
71 G "t’ . EET 'K]' p]SE‘:JM 0(')'011" J' ¢ al LITIHC' " o tories of i ble solid barriers and educational needs of clinicians working in hospital primary care teams
cyteman > Suip , DSEAM J, et a. Tess rajecl ories ol Incurable SOl and referral patterns: lessons learned from a single-center survey and cohort study.
cancers. BMJ 2024;384:e076625. https://doi.org/10.1136/bmj-2023-076625. Ann Palliat Med 2021:10:2620-37
[8] National Coalition for Hospice and Palliative Care. Clinical Practice Guidelines for [22] Maloney C, Lyons KD ,Li -Z et al l;atient perspectives on participation in the
3111(1111?/ Paglam./ezgzll;e. :th.le C%;IRIF hm(.)nd, VA: I;I.atloilal ?(t).a ht}]lon for Hospice and ENABLE II randomized controlled trial of a concurrent oncology palliative care
atuative Lare; SULS. Aval able lrom: www.nationaicoalitionipe.ors. . intervention: benefits and burdens. Palliat Med 2013;27:375-83. https://doi.org/
[9] Boddaert MS, Pereira C, Adema J, et al. Inappropriate end-of-life cancer care in a 10.1177/0269216312445188
generalist and specialist palliative care model: a nationwide retrospective [23] '. . L . . .

. . . Hui D, Bruera E. Models of integration of oncology and palliative care. Ann Palliat
population-based observational study. BMJ Support Palliat Care 2022;12:e137-45. Med 2015:4(3):89-98 https‘//goi org/10 3978/gi}ilssn 2994-5820.2015.04.01
htt-ps.//d(n,()rg/] 0.1136/bmjspeare-2020-002302. s . [24] Kayastha N, LeBlanc TW. When to integrate palliative care in the trajectory of

[10] Brinkman-Stoppelenburg A, Boddaert M, Douma J, et al. Palliative care in dutch cancer care. Curr Treat Options Oncol 2020;21:41. https://doi.org/10.1007/
hospitals: a rapid increase in the number of expert teams, a limited number of 1186 4_020'_007 43x T
gelf(e)r;e;lsbl?»zMC Health Serv Res 2016;16:518. https://doi.org/10.1186/512913- [25] Hui D, Meng Y-C, Bruera S, et al. Referral criteria for outpatient palliative cancer
- - : temati iew. Oncologist 2016;21:895-901. https://doi.org/10.1634
[11] Dutch Federation of Oncological Societies (SONCOS). Multi-disciplinary :;Zzni;l}(; 22?;5; g%vég‘g] nCOI0IS https://doi.org/ /
s]t;mggrztéma[t}:n (;{t_ogg)ll\? gé;fzrzeog;thz N?lthgila;lds '.SONCOS standardisation report [26] Eldridge SM, Chan CL, Campbell MJ, et al. CONSORT 2010 statement: extension to
’ - Ctrecht: 955 - Avalable from: WWW.SONCOS.0rg. ) randomised pilot and feasibility trials. BMJ 2016;355:i5239. https://doi.org/
[12] Temel JS, Greer JA, Muzikansky A, et al. Early palliative care for patients with 10.1136/bmi.i5239
metastatic non-small-cell lung cancer. N Engl J Med 2010;363:733-42. https://doi. [27] Verhoef M J” de Nijs E, Sweep B, et al. Non-specialist palliative care - question
0rg/10.1056/NEJMoal000678. - . . prompt list preparation: patient, family and clinician experiences. BMJ Support
[13] Huo B, Song Y, Chang L, et al. Effects of early palliative care on patients with Palliat Care 2022. https://doi.org/10.1136/bmjspcare-2021-003035.
incurable cancer: a meta-analysis and systematic review. Eur J Cancer Care 2022; 28] Verhoef MJ, S B. de Niis EJM L A £ Dati burd
31:€13620. https://doi.org/10.1111/ecc.13620 [28] Verhoe , Sweep B, de Nijs , et al. Assessment of patient symptom burden
y y iy o . : d infi ti ds helps tailori lliati Itations:
[14] Hoomani Majdabadi F, Ashktorab T, Ilkhani M. Impact of palliative care on quality and nformation Neecs Helps taroring pa lative care consuttations: an

of life in advanced cancer: a meta-analysis of randomised controlled trials. Eur J
Cancer Care 2022;31:e13647. https://doi.org/10.1111/ecc.13647.

observational study. Eur J Cancer Care 2022;31:e13708. https://doi.org/10.1111/
ecc.13708.


https://doi.org/10.4081/oncol.2017.321
https://doi.org/10.1007/s00520-023-08241-0
https://doi.org/10.1007/s00520-023-08241-0
https://doi.org/10.1016/j.ijrobp.2012.05.028
https://doi.org/10.1016/j.ijrobp.2012.05.028
https://doi.org/10.1016/j.radonc.2018.01.003
https://doi.org/10.1016/j.ejca.2009.05.024
https://doi.org/10.3322/caac.21192
https://doi.org/10.1136/bmj-2023-076625
https://doi.org/10.1136/bmjspcare-2020-002302
https://doi.org/10.1186/s12913-016-1770-2
https://doi.org/10.1186/s12913-016-1770-2
https://doi.org/10.1056/NEJMoa1000678
https://doi.org/10.1056/NEJMoa1000678
https://doi.org/10.1111/ecc.13620
https://doi.org/10.1111/ecc.13647
https://doi.org/10.1111/ecc.13764
https://doi.org/10.1111/ecc.13764
https://doi.org/10.1200/JCO.2012.44.0248
https://doi.org/10.1200/JCO.2012.44.0248
https://doi.org/10.1016/S1470-2045(18)30415-7
https://doi.org/10.1016/S1470-2045(18)30415-7
https://doi.org/10.1111/ecc.13172
https://doi.org/10.1111/ecc.13172
https://doi.org/10.1191/0269216304pm921oa
https://doi.org/10.1191/0269216304pm921oa
http://refhub.elsevier.com/S2405-6324(25)00018-6/h0105
http://refhub.elsevier.com/S2405-6324(25)00018-6/h0105
http://refhub.elsevier.com/S2405-6324(25)00018-6/h0105
http://refhub.elsevier.com/S2405-6324(25)00018-6/h0105
https://doi.org/10.1177/0269216312445188
https://doi.org/10.1177/0269216312445188
https://doi.org/10.3978/j.issn.2224-5820.2015.04.01
https://doi.org/10.1007/s11864-020-00743-x
https://doi.org/10.1007/s11864-020-00743-x
https://doi.org/10.1634/theoncologist.2016-0006
https://doi.org/10.1634/theoncologist.2016-0006
https://doi.org/10.1136/bmj.i5239
https://doi.org/10.1136/bmj.i5239
https://doi.org/10.1136/bmjspcare-2021-003035
https://doi.org/10.1111/ecc.13708
https://doi.org/10.1111/ecc.13708

A. van Oss et al.

[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

van der Baan FH, Koldenhof JJ, de Nijs EJ, et al. Validation of the dutch version of
the edmonton symptom assessment system. Cancer Med 2020;9:6111-21. https://
doi.org/10.1002/cam4.3253.

Sidani S, Braden CJ. Testing the acceptability and feasibility of interventions.
design, evaluation, and translation of nursing interventions. John Wiley & Sons
2011.

Oken MM, Creech RH, Tormey DC, et al. Toxicity and response criteria of the
eastern cooperative oncology group. Am J Clin Oncol 1982;5:649-55.

Moroni M, Zocchi D, Bolognesi D, et al. The ‘surprise’ question in advanced cancer
patients: a prospective study among general practitioners. Palliat Med 2014;28:
959-64. https://doi.org/10.1177/0269216314526273.

Stoppelenburg A, Arslan M, Owusuaa C, et al. The prognostic value of the 12-, 6-,
3- and 1-month ‘Surprise Question’ in cancer patients: a prospective cohort study
in three hospitals. Eur J Cancer Care 2022;31:e13551. https://doi.org/10.1111/
ecc.13551.

Zimmermann C, Swami N, Krzyzanowska M, et al. Perceptions of palliative care
among patients with advanced cancer and their caregivers. CMAJ 2016;188:
€217-27. https://doi.org/10.1503/cmaj.151171.

Costantini M, Apolone G, Tanzi S, et al. Is early integration of palliative care
feasible and acceptable for advanced respiratory and gastrointestinal cancer
patients? a phase 2 mixed-methods study. Palliat Med 2018;32:46-58. https://doi.
org/10.1177/0269216317731571.

Flieger SP, Chui K, Koch-Weser S. Lack of awareness and common misconceptions
about palliative care among adults: insights from a national survey. J Gen Intern
Med 2020;35:2059-64. https://doi.org/10.1007/s11606-020-05730-4.

Bellhouse S, Galvin L, Turner L, et al. Phase I cancer trials: a qualitative study of
specialist palliative care. BMJ Support Palliat Care 2020;10:234. https://doi.org/
10.1136/bmjspcare-2019-001919.

Parajuli J, Hupcey JE. A systematic review on barriers to palliative care in
oncology. Am J Hosp Palliat Care 2021;38:1361-77. https://doi.org/10.1177/
1049909120983283.

[39]

[40]

[41]

[42]

[43]

[44]

[45]

[46]

[47]

Technical Innovations & Patient Support in Radiation Oncology 35 (2025) 100317

Fadul N, Elsayem A, Palmer JL, et al. Supportive versus palliative care: What’s in a
name? Cancer 2009;115:2013-21. https://doi.org/10.1002/cncr.24206.

Salins N, Ghoshal A, Hughes S, et al. How views of oncologists and haematologists
impacts palliative care referral: a systematic review. BMC Palliat Care 2020;19:
175. https://doi.org/10.1186/512904-020-00671-5.

Quill TE, Abernethy AP. Generalist plus specialist palliative care — creating a more
sustainable model. N Engl J Med 2013;368:1173-5. https://doi.org/10.1056/
NEJMp1215620.

Aldridge MD, Hasselaar J, Garralda E, et al. Education, implementation, and policy
barriers to greater integration of palliative care: a literature review. Palliat Med
2016;30:224-39. https://doi.org/10.1177/0269216315606645.

Centeno C, Garralda E, Carrasco JM, et al. The palliative care challenge: analysis of
barriers and opportunities to integrate palliative care in Europe in the view of
national associations. J Palliat Med 2017;20:1195-204. https://doi.org/10.1089/

jpm.2017.0039.

Dudley N, Ritchie CS, Rehm RS, et al. Facilitators and barriers to interdisciplinary
communication between providers in primary care and palliative care. J Palliat
Med 2019;22:243-9. https://doi.org/10.1089/jpm.2018.0231.

Pieters J, Dolmans DHJM, Verstegen DML, et al. Palliative care education in the
undergraduate medical curricula: students’ views on the importance of, their
confidence in, and knowledge of palliative care. BMC Palliat Care 2019;18:72.
https://doi.org/10.1186,/512904-019-0458-x.

Boddaert MS, Stoppelenburg A, Hasselaar J, et al. Specialist palliative care teams
and characteristics related to referral rate: a national cross-sectional survey among
hospitals in the Netherlands. BMC Palliat Care 2021;20:175. https://doi.org/
10.1186/512904-021-00875-3.

Netherlands Comprehensive Cancer Organisation (IKNL). Palliatieve zorg in
Nederlandse ziekenhuizen: Resultaten 2023. Utrecht: Integraal Kankercentrum
Nederland; 2023. Available from: www.iknl.nl.


https://doi.org/10.1002/cam4.3253
https://doi.org/10.1002/cam4.3253
http://refhub.elsevier.com/S2405-6324(25)00018-6/h0150
http://refhub.elsevier.com/S2405-6324(25)00018-6/h0150
http://refhub.elsevier.com/S2405-6324(25)00018-6/h0150
http://refhub.elsevier.com/S2405-6324(25)00018-6/h0155
http://refhub.elsevier.com/S2405-6324(25)00018-6/h0155
https://doi.org/10.1177/0269216314526273
https://doi.org/10.1111/ecc.13551
https://doi.org/10.1111/ecc.13551
https://doi.org/10.1503/cmaj.151171
https://doi.org/10.1177/0269216317731571
https://doi.org/10.1177/0269216317731571
https://doi.org/10.1007/s11606-020-05730-4
https://doi.org/10.1136/bmjspcare-2019-001919
https://doi.org/10.1136/bmjspcare-2019-001919
https://doi.org/10.1177/1049909120983283
https://doi.org/10.1177/1049909120983283
https://doi.org/10.1002/cncr.24206
https://doi.org/10.1186/s12904-020-00671-5
https://doi.org/10.1056/NEJMp1215620
https://doi.org/10.1056/NEJMp1215620
https://doi.org/10.1177/0269216315606645
https://doi.org/10.1089/jpm.2017.0039
https://doi.org/10.1089/jpm.2017.0039
https://doi.org/10.1089/jpm.2018.0231
https://doi.org/10.1186/s12904-019-0458-x
https://doi.org/10.1186/s12904-021-00875-3
https://doi.org/10.1186/s12904-021-00875-3

	Timely integration of palliative care into oncology care for patients with bone metastases at the radiotherapy department:  ...
	Introduction
	Materials and methods
	Study design and setting
	Participants
	Intervention
	Outcomes
	Data analysis

	Results
	Acceptability of introductory conversation
	Follow-up
	Feasibility of the introductory conversation

	Discussion
	Informed patient consent
	Declaration of competing interest
	Acknowledgements
	Appendix A Acknowledgements
	References


