
Results for each outcome Results for outcomes related to 
informal CG

Comments

Author, 
Journal, 
Year

Title Type of 
study / 
Design

Aim of study Inclusion 
criteria

Centre 
(single - 
multicent
ric)

Coun-
try

Level of 
Evidenc
e =LoE 
(SIGN) / 
Justific
ation 

Number of 
patients / 
Dropouts 
(DO) / 
Dropouts 
through 
death (DO†)

Female / 
Male (n/n)

Age (mean, 
SD)

% of 
patients 
with cancer

1. Diagnosis 
2. 
stage/grade 
3. phase of 
illness

Perform-
ance status 
(ECOG, …)

Patients' needs 
(psychosocial, 
spiritual, etc…)

Others Number of 
CG / Drop 
outs

Female / 
Male (n/n)

Age (mean, 
SD)

CGs'needs 
(psychosoci
al, spiritual, 
etc…

Others Who 
assesses

When How (tool) Categories Process of 
categorisati
on (needs > 
complexity)

Setting Health care 
providers: Total, 
n/profession or 
qualification

Number of 
places/ 
beds

Equipment 
(incl. drugs, 
EDV, setting/ 
room/ 
housing) 

Referral 
criteria / 
allocation of 
place

Description of intervention Description of 
bereavement 
intervention

Description of 
control 
intervention

Discharge 
criteria

Others Primary outcomes (1.O) - Secondary 
outcomes (2.O) / 
Measure (tool, when, how long)

Costs

Intervention Control Who 
(source)

How much Who How Schedule/Frequency Content (clinical/non-clinical) Schedule/Frequency Content Who How Who How

PALLIATIVDIENST IM KRANKENHAUS (KONSIL)

Gade, J Pall 
Med 2008 
[223]

Impact of an 
Inpatient 
Palliative Care 
Team:

RCT to measure the impact 
of an interdisc. palliative 
care service (IPCS) on 
patient 
satisfaction,clinical 
outcomes, and cost of 
care

18 or more years of 
age, hospitalized, 
and whose attending 
physician indicated 
they would not be 
surprised if the 
patient died within 1 
year

multicenter USA 1+ N=517; 5 drop-
outs (withdrew 
their consent)

283/329 IPCS: 73,6/ 
Usual Care: 73,1

27.3% bzw. 
34.4%

1. cancer, CHF, 
MI, other heart 
disease, COPD, 
other pulmonary 
disease; ESRD; 
organ failure; 
stroke, dementia

ECOG 
Score:IPCS: 2; 
usual care: 2; 
Quality of Life 
(Physical area 
scale; 
Emotional/relatio
nship area 
scale; self 
reproted quality 
of life. All 
measured on a 
11-point scale). 
No differneces in 
both groups.

interdisciplinary 
palliative care 
service (IPCS)

usual hospital 
care (UC)

palliative care physician
PC nurse
hospital social worker 
chaplain

Denver (383), 
Portland (225), 
San Francisco 
(102)

Garfield 
Memorial Fund

All teams provided care in accordance 
with
key palliative care components which 
were adapted
from Weismann. The teams assessed 
patients’
needs for symptom management, 
psychosocial
and spiritual support, end-of-life 
planning, and posthospital
care. All of the team’s efforts were 
based on
the patient’s individual goals of care.

1.O: symptom control, levels of emotional and 
spiritual support, patient satisfaction and total health 
services costs at 6 months postindex 
hospitalization. 2.O: survival, number of advance 
directives (ADs) at discharge and hospice utilization 
within the 6 months postindex hospitalization 
(hospitalization during which study enrollment 
occured).

Total mean health costs 
for the IPCS group were 
lower by $6,766 per 
patient compared to UC 
patients (IPCS: $ 14,486 
; UC: $21,252, p   
0.001). After sub-tracting 
the cost of staffing the 
IPCS ($1,911 per 
patient), the net savings 
was $4,855 per patient. 
Cost savings were 
largely driven by a 
significant difference in 
hospital readmission 
costs (IPCS: $6,421 per 
patient versus UC: 
$13,275 per patient, p   
0.009). No difference in 
the number of hospital 
readmissions but IPCS 
patients had significantly 
fewer ICU stays on 
readmission (IPCS: 12; 
UC: 21, p   0.04).

1.O: Physical area scale (standard deviation): IPCS (study 
enrollment(SE): 5.2; hospital discharge (HD): 4.0); UC (SE: 
5.1; HD: 4.1); Emotional/relationship area scale: IPCS: 
(SE: 6,3; HD: 7.0) UC: (SE: 6.5; HD: 6.2); Spiritual area 
scale: IPCS (SE: 6.8; HD: 6.6); UC: (SE: 6.5; HD: 6.2); 
Self-reported quality of life: IPCS (SE: 4.1; HD: 6.4); UC: 
(SE: 4.1;HD: 6.3) . There were no differences between 
groups for any scale                                                                     
2.O: no difference in survival between IPCS and UC. 
Median post enrollment survival was 30 days for IPCS and 
36 days for UC (p   0.08), and 173 IPCS patients (63%) and 
132 UC patients (56%) died during the study period (p   
0.08). Significantly more IPCS patients (17.1%) died during 
their index hospitalization compared to UC patients (8.0%; 
p .002). Satisfaction: The IPCS group reported higher mean 
satisfaction for both the Place of Care Environment scale 
(IPCS: 6.8; UC: 6.4, p=001.) and the Doctors, 
Nurses/Other Health Care Providers Communication scale 
(IPCS: 8.3; UC: 7.2, p   0.001)

patients reported relatively low physical 
symptoms at study enrollment; the average 
index hospitalisation LOS after study 
enrollment was 4.9 days, a shorter time for 
the IPCS team to manage complex physical 
symptoms compared to studies with longer 
interventions.; patient population survived for 
a longer period of time indicating they might 
be earlier in their disease state than other 
inpatient palliative care patients.                                                              
Lack of some measurable process 
measures, e.g., what symptoms and issues 
were helped by which components of the 
IPCS. Participants in this study were 
members of a health plan with an integrated 
medical delivery system which may limit 
generalization of study outcomes in other 
settings.

Hanks, British 
Journal of 
Cancer (2002) 
[224]

The imPaCT 
study: a 
randomised 
controlled trial 
to evaluate a 
hospital 
palliative care 
team

blinded RCT asses the effectiveness 
of a hospital palliative 
care team on physical 
symptoms and health 
related quality of 
life(HRQoL):
compare outcomes  
symptom control, 
health-related quality of 
life, duration of hospital 
admission, rate of re-
admission)

initially only patients 
with cancer, later on 
all diagnostic groups 
(since they represent 
~10% of the total)

single center Bristol, 
UK

 1 ++ 684 / 261 left for 
randomisation

119/142 (= study 
patients)

68,4 93% / 88% cancer or non-
cancer 

 -  -  -  -  -  -  -  - specialist 
physician and/or 
nurse

q1w, for 4 weeks Symptoms (EORTC 
QLQ30, VA, MPAC, 
WONCA scale)

 -  - usual care + 
PCT care

usual care + 
telephone-PCT

university 
teaching hospital 
with PCT

normal health care,
intervention + PCT(2,5 
full-time equivalents)

 -
(United Bristol 
healthcare Trust: 
433 beds)

 - NHS National 
Cancer R&D 
Programme 
(Grant number 
NCP/J01)

 - Debbie Ashby, 
Helen Jones;

administration of 
the study: 

 -  full service PCT versus telephone PCT telephone and in-person consultation by full-PCT:
(two clinical academic consultants, one specialist 
registrar, three clinical nurse specialists) having 
close links with clinical psychologist, a local 
hospice and community based PC-Services;
access to social workers, rehabilitation staff and 
chaplaincy in the hospital,

 -  - telephone-PCT:
no direct contact 
between PCT, patient 
and family;
telephone consultation 
between senior 
medical member of 
PCT&referring doctor, 
PCT nurse 
specialist&involved 
nurse,

 -  - unable to give 
informed 
consent, unable 
to undertake 
baseline 
assessment, 
unaware of their 
diagnosis, likely 
to die or to be 
discharged 
within 24h, insist 
on Palliative 
Care Team, put 
family or ward 
staff in "extreme 
stress"

 -  -  - 1.O:symptom control (severity measured by VAS 
and mood by the Memorial Pain Assessment Card
(MPAC); and extent to which emotional
problems had been a bother by the WONCA scale) , 
HR QoL (measured by EORTC QLQ-C30= 
questionnaire) ,  > measures of HRQoL and 
symptoms were repeated at weekly intervals for 4 
weeks. hospital stay (length of the index 
admission] and rates of readmission until the 
patient´s death or study closure; 2.O:  
satisfaction/dissatisfation with care of
patients, family carers and primary health care 
professionals; and use of health service 
resources.

Hospital resource use 
(number of diagnostic 
images, diagnostic 
tests, visits from other 
hospital therapists) was 
very similar in the two 
groups (data not shown).

1.O:Both interventions lead to better outcomes, and full 
PCT non-significantly more than telephone PCT; there was 
a highly significant improvement in scores for all items in 
the ‘full-PCT’ group and for some items in the ‘telephone-
PCT’ group. However, comparison of the mean scores at 1 
week adjusted for the baseline scores revealed no 
statistically significant differences between the groups. The 
improvements in scores for symptom severity, mood, 
emotional problems and HRQoL, which were apparent at 1 
week, were, amongst survivors, sustained and increased 
over the subsequent 3 weeks.There was very little 
difference in the length of hospital stay or rates of 
readmission between the two groups.                   2.O: 
Patients in both treatment groups expressed high levels of 
satisfaction with their hospital care and there were no 
apparent differences between the groups; Hospital resource 
use (number of diagnostic images, diagnostic tests, visits 
from other hospital therapists) was very similar in the two 
groups.

Randomisation was undertaken by a non-
clinical administrator with no involvement
in patient recruitment or assessment.; full-
scope RCT. No PCT-free control, but 
telephone group. Cost reduction not shown. It 
has failed to show a significant difference 
between the ‘full-PCT’ and ‘telephone-PCT’ in 
respect of the primary outcome measures, 
and particularly symptoms and HRQoL. The 
lack of a significant difference between the 
two interventions may be a false negative in 
that there is a difference but we have failed to 
show it.

Jack, 
European 
Journal of 
Cancer Care 
2006 [225]

Improving 
cancer 
patients' pain: 
the impact of 
the hospital 
specialist 
palliative care 
team

non-equivalent 
control group 
design /CBA

measuring symptom 
control and 
effectiveness of a 
hospital palliative care 
team

confirmed diagnosis 
of cancer 

single center UK 2-; the non-
equivalent 
control
group 
design 
clearly 
impairs 
comparabili
ty, and 
intervention 
was not 
described

n=100,
control group 
n=50/ n=5/ n=0
intervention n=50 
/n=19/ n=16

42/58 total
control: 13/37
intervention: 
29/21

 - 100 Confirmed 
diagnosis of 
cancer, 
intervention 
group with 
referral to PCT, 
control group 
without PCT; 
primary sites:
27% 
colon/rectum CA
24% lung

PACA tool physical:pain  -  -  -  -  -  - self-reported 
assessment 
PACA tool

3 times (1st, 
4th, 7th day)

PACA (Palliative 
Care Assessment) 
tool

symptom 
scoring: 0-3

confirmed 
diagnosis of 
cancer and 
referral to PCT; 
specialist 
hospital palliative 
care team 
intervention

confirmed 
diagnosis of 
cancer but no 
referral to PCT; 
traditional care

university 
hospital with 
PCT

4 clinical nurses 
specialists, PC 
consultant, specialist 
registrar

1/ 1300 beds  -  -  -  -  - hospital inpatients 
distributed on wards

 specialist hospital palliative care team 
intervention

individualized assessment, psychological support, 
symptom control and evaluation

 -  - standard care B. Jack consecutive 
recruitment and 
data collection

unable to give 
informed 
consent; 
unrelated 
medical problem

 -  - Pain, patient insight and symptom control for 
anorexia, constipation and insomnia, pain
(tool: the four-point scale Palliative Care 
Assessment (PACA) tool), measured at day 1, day 
4 and day 7)

At the Before-After Comparison there was no difference 
between the groups (P=0.198). This indicates that all the 
patients (intervention and control) demonstrated an 
improvement in their reported pain scores. However, the 
patients who received hospital specialist palliative care 
team intervention had a greater improvement. At the 
second and third assessments there was a between-group 
difference of P=0.029 (mean 1.42 vs. 1.78) and P<0.01 
(mean 1.00 vs 1.74) respectively. This amounted to a 0.36-
point difference between the groups and at time three a 
0.74-point difference on a four-point scale.An improvement 
that amounted to 0.74 difference at the final assessment 
between the palliative care and traditional care groups on a 
four-point scale

 The selection bias, nonequivalent
groups and lack of blinding are major 
weaknesses of this study and therefore the 
results have to be interpreted with caution. 
Furthermore, the precise interventions made 
by the palliative care team and its effect upon 
pain is unclear. The groups were different in 
the relation of sexes. According to the 
authors this did not have an effect on the 
results.

Norton, Crit 
Care Med 
2007 [226]

Proactive 
palliative care 
in the medical 
intensive care 
unit: Effects 
on length of 
stay for 
selected high-
risk patients

prospective 
pre/post 
nonequivalent 
control group 
design, 
performance 
improvement 
study /CBA

examine the effect of 
proactive palliative care 
consultation on length 
of stay for high-risk 
patients in the medical 
intensive care unit

MICU patients at high 
risk of dying werde 
screened within 72h 
of admission:
a) intensive care 
admission following a 
current hispital stay 
of >/= 10days; b) age 
>80yrs in presence of 
>/= 2 life-threatening 
comorbidities; 
c)diagnosis of an 
active stage IV 
malignancy; d)status 
post cardiac arrest; 
e) diagnosis of an 
intracerebral 
hemorrhage requiring 
mechanical 
ventilation

singlecenter USA 2+ 
(sequential
, non-
randomize
d 
observation
al design)

Usual care: 
n=65/ - / n=36 
(55,4%) death in 
hospital;
intervention: 
n=126/ -/ n=75 
(59,5%) death in 
hospital;

Usual Care: 
(32/33)
intervention: 
(69/57)

Usual Care: 
68,75
intervention: 
66,31

Usual Care: 7 
(10,8%)
intervention: 26 
(20,6%)

see "inclusion 
criteria"

mainly two 
outcome 
measures: days 
in MICU; total 
days in hospital

 -  -  -  -  -  -  - MICU nursing 
and physician 
leaders

within 72h of 
admission

identification of 
patients who benefit 
best from PC 
intervention:
developing screening 
inclusion criteria 

 -  - proactive care: 
palliative care 
consultations

usual care seventeen bed 
adult MICU

 - 17, (~1100 
patients per 
years)

supported, in 
part, by the 
Fraser-Parker 
Foundation, 
Atlanta, GA

review of chart, brief history, discussin 
symptom control, goals of care and 
others with MICU team, discussing 
results with attending, written statement

improving patient's 
quality of life by 
providing excellent pain 
and symptom 
management, goal 
clarification, 
assistance with 
medical decision 
making and support

1.O: patients length of stay in the MICU; patients 
length of stay in the entire hospitalization; patients 
length of stay from the MICU admission to hospital 
discharge                                                          
2.O: mortaility rates, discharge disposition

1.O: Patients ins the proactive palliative care group had 
significantly shorter MICU-stay (difference in days: -7.32 [-
6,5], p=0.0001), but similar length of stay within hospital 
and in length of stay from MICU admission to hospital 
discharge                                            2.O: There were no 
significant differences between the usual care and proactive 
palliative care intervention groups in respond to discharge 
disposition, mortality (and age, gender, race, screening 
criteria)

sequential design, no randomisation, but 
clear-cut intervention;                                          
A pre/post intervention design has 
limitations. Although there were no 
concurrent MICU initiatives targeting our 
sample, the changes in MICU length of stay 
could have been related to other factors, 
which were not considered.          No 
differentiation between the baseline usual 
care group by their level of PC needs. This 
curtailed the ability to examine additional 
subgroup relationships between complete 
and basic PC consultation requirements and 
length of stay.                  Patients receiving 
only basic PC consultation were not followed 
throughour their entire hospitalization 
subsequent to their MICU stay. This likely 
diluted any potential effect of our intervention 
on length of stay for the period between 
MICU admission and hospital discharge. 

SUPPORT 
principal 
investigators, 
JAMA 1995 
[227]

A Controlled 
Trial to 
Improve Care 
for Seriously Ill 
Hospitalized 
Patients

prospective 
observational 
cohort study 
(phase I) plus 
RCT (phase II)

improving end-of-life 
decision making,
reduce frequency of 
mechanically support 
painful, prolonged 
process of dying

adults, hospitalized 
with ≥1 of nine life-
threatening 
diagnoses;
an 47% overall death 
mortality rate

multicenter 
(five 
Hospitals)

USA 1 - n=9105
[phase I: 
n=4301;
phase II: n=4804 
in two groups: 
n(intervention)=2
652 and 
n(control)=2152

I = 1849/2452
II = 2128/2676

I = 65
II = 65

I = 16.9%
II = 14.4%

acute organ 
system failure 
(I/II= 
42,9%/49,6%) 
(acute 
respiratory 
failure, multiple 
organ system 
failure with 
sepsis, multiple 
organ system 
failure with 
malignancy),  
chronic 
disease(I/II= 
34,4%/28,8%) 
(severe COPD, 
cirrhosis, 
congestive heart 
failure),  
non-traumatic 
coma (I/II= 
5,7%/7,3%,
Cancer (I/II= 
16,9%/14,4%(m
etastatic colon 
cancer, NSCLC)

ADL (I/II=1,6/1,5)
APS of Apache 
(I/II= 33/32)

length:
phase I: 2years, 
phase II: 2years

nurse medical record 
based data 
(days 
1,3,7,14,25).
Interview (patient 
~day12, 
surrogate: 4-
10week 
postmortem)

medical record 
based data 
(concurrent, 
retrospective).
Interview (patient or 
surrogate)

11 groups.
1. physician 
received 
estimates of the 
likelihood of 6m-
survival for every 
day up to 
6m.,outcomes of 
CPR, and 
fuctional 
dicability at 2m.
2. specially 
trained nurse 
had contact to 
all involved 
people to elicit 
preferences, 
improve 
understanding 
for outcomes, 
envourage 
attention to pain 
control, and 
facilitate 
advance care 
planning and 
patient-physician 
communication

16 groups, Hospital special SUPPORT-
criteria nurses,
hospital staff

5 different 
hospitals in 27 
Physician 
Groups

Robert Wood 
Johnson 
Foundation

discuss phase II 
intervention 
based on phase 
I findings

Phase I: Describe Outcomes, Develop 
Prognostic Models, Identify Shortcomings 
of Care, Establish Adjustment Methods, 
Design Intervention                                               
Phase II: Apply Intervention to 4804 
Patients Randomized by 27 Physician 
Groups                                                    
Adjusted Analyses of Intervention vs 
control for Five Outcomes 

Phase II Intervention aimed to improve 
communication and decision making by: providing 
timely and reliable prognostic information, eliciting 
and documenting patient and familiy preferences, 
understanding disease prognosis and treatment 
and by providing a skilled nurse to help carry out 
the needed discussions, convene the meetings, 
and bring to bear the relevant information.

"usual care" Exclusion:
<18,discharge, 
death within 48h, 
were admitted 
with a scheduled 
discharge within 
72h, did not 
speak English, 
were admitted to 
psychiatric ward, 
had acquired 
immunodeficianc
y syndrome, 
pregnancy, 
sustained acute 
burn or head or 
other trauma,

1) Incidence and timing of written DNR orders; 2) 
patient-physician Agreement on CPR Preferences; 
3) days spent at ICU, comatose, or Receiving 
Mechanical Ventilation Before Death; 4) frequency 
and severeity of pain; 5) hospital ressource use

intervention did not 
reduce use of hospital 
resources

Phase I observation: documented shortcomings in 
communication, frequency and aggressive treatment and 
the characteristics of hospital death: only 47% of 
phaysicians knew when their patientes preferred to avoid 
CPR; 46% of do-not-resuciate (DNR) orders were written 
within 2 days of death; 38% of patients who died spent at 
least 10 days in an intensive care unit (ICU); and for 50% of 
conscious patients who died in the hospital, family member 
reported moderate to severe pain at least half of the time;                               
Phase II intervention: patients experienced no improvement 
in patient-physician communication or in the five targeted 
outcomes

nurse-driven intervention; physicians (and 
patients) had to comply voluntarily; half of 
AD´s during 2 last days of life. Did NOT 
validate this approach positively; power > 
90%; Because Patients were assigned to 
intervention and control based on a limited 
number of speciality group, the resulting 
cohorts might be unbalanced in patient 
baseline risk factors. 

Study characteristics Patients' characteristics at baseline Informal caregivers' (CG) characteristics at baseline Needs assessment Needs complexity Intervention characteristics (structure and process quality criteria) Outcomes 

Overall description Funding Organisation / 
Management related to 
structures

Coodination of intervention Integration of oncological 
and palliative structures

´"measures:
-incidence and timing of written 

DNR orders
-patient-phyisician Agreement on 

CPR-Preferences
-Days in an ICU, Comatose or 

Receaving Mechanical Ventilation 
Before Death

-pain
-hospital resource use
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