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The World Health Organization (WHO) has defined the term integrated health services as: 

“the organization and management of health services, so that people get the care they 

need, when they need it, in ways that are user-friendly, achieve the desired results and 

promote value for money”.  

 

The European Pathway Association (EPA) defines Standardized Care Pathways as “a 

complex intervention of the mutual decision making and organization of care processes 

for a well-defined group of patients during a well-defined period”.  

 

 

 

 

 

 
World Health Organization, Technical Breif no 1, Integrated Health Services - What and Why? 2008. 

European Pathway Association.  [cited 2016 12.14]; Available from: http://e-p-a.org/ 

Integration 



Health care includes silos at different levels 

Health care system  

Cancer surgery 

Department of oncology 



Earl(ier) Palliative Care 



Conceptual model of palliative cancer care delivery 
based on provider expertise  





Udviklingen af specialiseret palliativ indsats i DK 
Årstal Milepæle 

1992 Skt. Lukas Hospice, Hellerup (1. hospice) 
 

1997 

 
Palliativ Medicinsk Afdeling, Bispebjerg Hospital (1. afdeling) 
Palliativt Team, BBH (1. udgående team) 
Forskningsenheden v. Palliativ Medicinsk Afdeling, BBH 
 

1999 Faglige retningslinier for den palliative indsats (SST) 

2000 
 

Hospicelov – offentligt betalt tilbud, omfattet retten til frit sygehusvalg 
 

2001 
 

Dansk Selskab for Palliativ Medicin, DSPaM, (lægefagligt selskab) 
Hospice Forum Danmark (national interesseorganisation) 

2003 The Nordic Specialist Course in Palliative Medicine 

2004 Hospicelov – driftsoverenskomst med hvert amt om minimum 12 pladser 

2009-2010 PAVI, nationalt og tværfagligt videncenter 
DMCG-PAL, tværfaglig  organisering indenfor DMCG strukturen, herunder Dansk Palliativ Database 



Udviklingen af specialiseret palliativ indsats i DK 
Årstal Milepæle 

 

2011 – 
2012 

Kræftplan III  
REPHA 
Nye nationale anbefalinger for palliativ indsats (SST) 
Forløbsprogram for rehabilitering og palliation til kræftpatienter (SST) 
Palliativ indsats som en del af alle sundhedsaftaler 
Regionale implementeringsprogrammer 
 

2012 – 
2013 
 

Kompetencebeskrivelser (DMCG-PAL) 
Kliniske retningslinjer (DMCG-PAL) 
Ny vejledning om palliation (DSAM)  
Fagområde godkendelse af læger 

2014 -15 Regional implementering af forløbsprogrammer 
Sundhedsaftaler 
Behovs-screening og individuelle planer 
24/7 vagtordninger? 
Uddannelse og kompetence 
Kvalitetssikring – ny kvalitetsmodel? 

2016 - 2017 Kræftplan IV 
Anbefalinger for den palliative indsats (SST) 
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Udviklingen i antal enheder i den specialiseret palliativ 
indsats i DK, 1992-2016 

I alt:  26 teams og ca 250 senge  



EAPC White Paper 2009/10: Anbefalinger 

 
• 1 palliativt team pr. 100.000 
indbyggere =  56 teams i DK 

  

• 80-100 palliative senge pr. 1 mio. 
indbyggere = 90 x 5,6 mio. = ca. 500 
senge i DK 

 

 



Dansk Palliativ Database: Årsrapport 2016 

Rapporten omfatter ca 10.000 patienter i SPI der døde i 2015 (96% er kræftpatienter): 

• Stigning i henvisninger siden 2015 (3%) 

• Sen henvisning (mediane overlevelse 39 dage fra henvisningstidspunkt) 

• For lang ventetid  

• Meget store forskelle regionalt og mellem institutioner 

 





Specialized palliative care in advanced cancer: What is 
the efficacy? A systematic review 

Holmenlund et al, Palliat Support Care 2017 
 

Author, 

journal, year 
Country Design 

Time in disease 

trajectory 
Intervention Control 

Effect 
Limitations 

Quality of 

evidence 

Primary aim Secondary aim 

Grønvold et al., Palliat Med,  2017 Denmark RCT 
Stage IV cancer  

and need-based inclusion. 

Early referral to a specialist palliative care team 

plus standard care  

Standard care. SPC on 

request. 
QoL: - 

Physical symptoms: - 

Depression: - 

Anxiety: - 

Survival: - 

- - 

Maltoni et al., EJC, 2016 Italy RCT 
8 weeks after diagnosis of  metastatic 

pancreatic cancer. 

Outpatient consultations with a PC specialist. 

Follow-up every 2nd-4th week, more often if 

necessary. 

Standard care + On-

demand early SPC. 
QoLat 12±3 weeks:  

Physical symptoms:  

Depression: - 

Anxiety: - 

Overall survival: - 

Place of death: - 

 Power calculation not followed 

 PC team not a full multidisciplinary 

team 

 Only pancreatic cancer patients 

 Lack of socio-demographic data 

 Cross-over not described 

Moderate 

Temel et al., JCO, 2016 USA RCT 
8 weeks after diagnosis of metastatic 

cancer. 

Outpatient consultations with a PC clinician. 

Follow-up at least monthly. 

Standard care SPC on 

request. 
QoL at 12 weeks: - 

After 12 weeks: 

Depression: - 

After 24 weeks: 

QoL:  

Depression:  

 No details about intention to treat 

 Lack of diversity related to race and 

ethnic group 

 Cross-over (34.3% of patients in 

control group had met with a PC 

member at least once at week 24 

follow-up) 

High 

Bakitas et al., JCO, 2015 USA RCT 

Diagnosed with advanced cancer 

within 30-60 days and prognosis of 6-

24 months. 

The initial meeting was an outpatient PC 

consultation with PC specialist. 

Weekly telephone-based coaching sessions in 6 

weeks. 

Monthly follow-up calls until death provided by 

a nurse. 

Standard care + Nurse-

led PC 

(3 months later). 

QoL: - 

Physical symptoms: - 

Mood: - 

1-year survival:  15% 

Overall survival: - 

Place of death: - 

 Power not reached due to termination 

of study 

 Cross-over (50% met with a PC 

member earlier than the prescribed 3 

months) 

Low 

Zimmermann et al.,  

The Lancet, 2014 
Canada Cluster RCT 

Advanced cancer and prognosis of 6-

24 months. 

A PC physician and a nurse were present at the 

first consultation. 

Telephone call one week after initial 

consultation provided by a PC nurse. Thereafter 

telephone-based consultations were given when 

requested. 

Once a month there was outpatient follow-up in 

the PC clinic. 

Standard care. SPC on 

request. 
QoL at 3 months: - 

After 3 months: 

Physical symptoms: - 

  

After 4 months: 

QoL:  

Physical symptoms:  

  

 No details about intention to treat 

 Recruitment bias in cluster RCT 

 Small cross-over effect (8.6%) 

High 

Temel et al., NEJM, 2010 USA RCT 
8 weeks after diagnosis of metastatic 

lung cancer. 

Outpatient consultations with a board-certified 

PC physician and advanced-practice PC nurses. 

Follow-up at least monthly, more often if 

necessary. 

Standard care. SPC on 

request. 

QoL at 12 weeks:  

  

Depression:  

Survival:  (post hoc analysis) 

 Only NSCLC patients 

 Lack of diversity related to race and 

ethnic group 

 Small cross-over effect (14%) 

High 

Bakitas et al., JAMA, 2009 USA RCT 

Diagnosed with advanced cancer 

within 8-12 weeks and prognosis of 12 

months. 

Telephone-based PC provided by PC nurse. 

Weekly follow-up calls the first four weeks. 

Monthly hereafter. 

Monthly group meetings, where PC physicians 

and nurses were present. 

Standard care. SPC on 

request. 

QoL over 13 months:  

Physical symptoms: - 

Depression:  

Overall survival: - 

 Power not reached due to termination 

of study 

 Lack of information handling of 

missing data for follow-up 

 Lack of diversity related to race and 

ethnic group 

 Cross-over not described 

Low 

Jordhøy et al., Lancet 2000 and 

JCO 2001 
Norway Cluster RCT 

Incurable cancer and prognosis of 2-9 

months. 

Patients were referred to the PC unit when 

enrolled. 

Meetings with general practitioner and 

community nurse were arranged when needed. 

Standard care. SPC on 

request. 

QoL: - 

Physical symptoms: - 

Mood: - 

Death at home:  

  

 Randomization not clear 

 Power calculation unclear 

 Recruitment bias in cluster RCT 

 Small cross-over effect (6%) 

Low 



• The effect of SPC was varying between the studies: 
• 5/8 studies improved QoL (2 as secondary outcome) 
• 2/4 studies prolonged survival (1 as secondary outcome) 
• 3/7 studies relieved depression (secondary outcome) 
• 2/8 studies reduced symptom burden (secondary outcome) 

 
• The heterogeneity in interventions, settings, target populations, and study outcomes make it 

difficult to compare trials. 
 

• The evidence in this area is still incipient, but an emerging recommendation is in favor for using 
“early” SPC for adult patients with advanced cancer to improve QoL. 
 

• One RCT focused on integration of community and SPI. More patients in the intervention group died 
at home (Jordhøy et al., 2001).  

Specialized palliative care in advanced cancer: What is 
the efficacy? A systematic review 

Holmenlund et al, Palliat Support Care 2017 
 



DOMUS 
 

Rigshospitalet 
Department of Oncology 1/1 

Clinicaltrials.gov Identifier: 
NCT01885637 

Systematic Fast-Track Transition from Oncological 
Treatment to Dyadic Specialized Palliative Home 

Care: DOMUS - A randomized clinical trial  
Nordly M, Skov Benthien K, Soelberg Vadstrup E, Kurita GP, von Heymann-Horan AB, von der Maase H, Johansen C, Timm H, 

Kjellberg J, Sjøgren P. 

 



Rigshospitalet 
Department of Oncology 

Preference for place-of-care and death 

• Studies have shown that most patients with advanced cancer 
prefer to spend the last part of their lives at home (50-90%) 

 

• In most western countries more than half of patients with 
advanced cancer die in a hospital  
 

 

• Place of death for cancer patients in Denmark 

• 57% died in hospitals 

• 26% died at home 

 

 
 

OECD 2010. Health at a Glance: Europe 2010  
Higginson et al., J Palliat Med 2000 
Neergaard et al.,  Scand J Carring Sci 2011 
Gomes et al., BMC Palliat Care 2013 
Skorstengaard et al., J Palliat Med 2017 

Beccaro et al., J Epidemiol Community Health 2006 
Bruera et al., JCO 2002 
Burge et al., CMAJ 2003 
Cohen et al., Palliat Med 2008 
Cohen et al., Br J Cancer 2015 

 

Dødsted og dødsårsager i Danmark 2007-2011 

  

Introduction 



Rigshospitalet 
Department of Oncology 

The role of the GP in palliative home care (primary palliative care) 

Substantial barriers the delivery of high quality PPP: 

 

• GPs lose contact with their patients during cancer treatment 

 

• Time is often a barrier to PPC provision; appointment times 
can be as short as ten minutes; especially out-of-hours 
support may be a problem  

 

• Lack of training or expertise in managing physical or 
psychological symptoms 

 

• Integration of PPP and SPC ?  
 

 

 
 

Burt et al., Palliat Med 2006; Rhee et al., J Palliat Med 2008; 
Pivodic al., Palliat Med 2016 

Wilson and Childs., Cochrane Database Syst Rev 2006 

Mitchell., Palliat Med 2002 

  

Introduction 



Rigshospitalet 
Department of Oncology 

Caring for the informal caregivers 

Family caregivers may experience: 

 

• Distress, poor QoL, increased morbidity and healthcare 
utilization  

 

• The prevalence of moderate to severe depression and 
complicated grief was 15% and 40%, respectively, at 6 
months post-loss 

 

• There is an increased awareness of the caregiver burden and 
interventions directed towards the patient-caregiver dyads  

 

 

 
 

 
Song  et al., Psycho-Oncol 2012; Guldin et al., Support Cancer Care 2012; Guldin et al., Psycho-Oncol 2013; Lee et al., Psycho-Oncol 2015; Nipp et al., Ann Oncol 2016; Nielsen et al., Support Cancer care 
2016 

 

  

Introduction 



Rigshospitalet 
Department of Oncology 

• The primary aim of the DOMUS study was to investigate whether a model of systematic fast-track 
transition from oncological treatment to specialized palliative care at home results in more 
patients reaching home as the preferred place of care and death.  
 

• Secondary aims were to investigate effects on quality of life, symptoms and survival time. 
 

Aims 



Rigshospitalet 
Department of Oncology 

Study Design Randomized Controlled Trial 
Sample size: 340 in- and outpatients  
Balanced parallel-group randomization (1:1) 

When and where Cancer patients treated at the Department of Oncology, Rigshospitalet, Copenhagen University Hospital from June 
2013 -> August 2016 

Primary objective To investigate whether an accelerated transition from oncological treatment to SPC enriched with a psychological 
intervention at home for patients with incurable cancer results in more time spent at home and death at home 

Secondary 
objectives 
 

To relieve the patients’ symptoms  
To improve the patients’ and the caregivers’ quality of life  
To relieve the patients’ as well as the caregivers’ psychosocial problems 
To relieve the bereavement process among the closest relatives  
To prolong survival of patients 
To improve cooperation between professionals 
To analyze cost-effectiveness 

Inclusion criteria 
• Adult (at least 18 year old) cancer patients treated at the 

Department of Oncology, Copenhagen University Hospital 

• Patients who wanted to spend as much time as possible in their 
own homes supported by a Specialized Palliative Care Team 
(SPCT) 

• Patients with incurable cancer 

• Patients with no or limited antineoplastic treatment options or 
patients who resigned antineoplastic treatment  

• Patients living in the Capital Region, Denmark 

• Written informed consent 

 
 

Exclusion criteria 
• Patients who have already been referred to an SPT 
• Hospitalized patients who are judged incapable of being 

discharged home 
• Patients who are admitted to other hospitals 
• Patients who did not speak Danish well enough to answer the 

questionnaires 
• Patients who were considered incapable of cooperating in the 

trial 

Methods 



Rigshospitalet 
Department of Oncology 

Intervention and control group 

Methods 
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Month 6 

Time Flowchart Follow-up 

Intervention 

Screening 

Information meeting  

Randomization 

Control 

Standard care 
Attachment of a SPCT* enriched 

with a psychological intervention: 
Promoting quality of life and 

relieving physical, mental, social 
and spiritual suffering 

The GP and district nurse  
was informed 

Home conferencea 

a) The patient was referred to an SPCT operating in the local area. If the SPCT’s capacity was depleted within the time limits of the protocol, another SPCT was involved according to an algorithm 
(unpublished).  

b) Assessment with questionnaires at baseline, 2, 4 and 8 weeks, and 6 months.  
 
           *SPCT= specialized palliative care team 



Rigshospitalet 
Department of Oncology 

Intervention- and control group 

Continued treatment in department of 
oncology clinic and other health care 
services 

Continued treatment in department of 
oncology clinic and other health care 
services 

Contact to  
Health Care service 

Specialized  
palliative care 

Min. 2 conversations with patients and 
closest relative(s) and thereafter when 
needed 

Psychologist 

Contact with the GP and municipal home 
care/home nursing service within 5 days 

Basic  
palliative care 

Starting within 5 days with a home care 
conference followed by contact when 
needed 

Intervention Control 

Methods 



Rigshospitalet 
Department of Oncology 

Settings 

• The health care system of the Capital Region of Denmark serves 1·77 million inhabitants.  
 

• Nine SPCTs operate in the Capital Region of Denmark out of which four are hospice-based and five 
hospital-based.  
 

• According to the EAPC White Paper, which recommends 1 team per. 100,000 inhabitants, the team 
capacity is approximately half of the recommended number.  
 

• As, only 2/9 teams have appointed psychologists as a part of the multidisciplinary home care team a 
manualized psychologist intervention was added in order to support the patient and caregiver 
dyads in spending the most possible time at home. 
 

• The Danish health system is funded through taxes and is free at the point of delivery for the patient 
and caregiver. In addition, closest relatives can be granted care leave from their workplace.  

 
 

 
         von Heymann-Horan et al., Palliat Support Care 2017 

Methods 



Rigshospitalet 
Department of Oncology 

Intervention group 
• The first contact with a SPCT was 7±5 weekdays after randomisation and 230±120 days before 

death 
• 9 of 162 patients did not receive the planned home conference 
• The GPs participated in only 14% of the home conferences 

 
Control group 
• The first contact with a SPCT was 117±115 weekdays after randomisation and 95+121 days before 

death 
• 66% were in contact with a SPCT or hospice after randomisation  

Results 



Rigshospitalet 
Department of Oncology 

Time Spent at Home and Place of Death 

  
  

Control 
group 

Intervention 
group 

 p-value 

Sensitivity analysis 

Estimated 
difference 

p-value 
95 % 

Confidence 
interval  

Odds-ratio 

Time spent at home, 
mean±SD 

n = 159 n = 162   
  

    

% Days 83·3±21·7 85·7±18·5 0·491a 4·8% 0·026d     

Place of death, n (%)  n = 125 n =132          

Home 22 (17·6) 30 (22·7) 
0·460b,c 9·9% 0·110d [0·88;3·22] 1·69 

Nursing home 4 (3·2) 3 (2·3) 

SPC units 63 (50·4) 66 (50·0)         

Hospital (ex SPC units) 22 (17·6) 25 (18·9)         

Respite care facility 11 (8·8) 6 (4·6)         

Unknown 3 (2·4) 2 (1·5)         

• Regarding number of deaths at home there was not statistically significant difference between 

groups. 

• The patients in the intervention group spent 86% of the time after inclusion at home, compared to 

83% in the control group, which was a statistically non-significant difference (p=0·491). Adjusting for 

significant differences in baseline data in clinical and sociodemographic variables the difference was 

4·8% reaching statistical significance (p=0·026).  

a: Wilcoxon, b: Fisher’s exact test, c: Home (including nursing home) vs. other places, d: Logistic regression 

Results 
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Control group Intervention group 
Difference 
between 

change scores 

Wilcoxon 
(p-value) 

Adjusted for 
differences in clinical 

and sociodemographic 
variables (p-value) 

Multiple 
imputations 

(p-value) 
n 

Mean observed 
change from 
baseline ± SD 

n 
Mean observed 

change from 
baseline ± SD 

Physical Functioning                 
4 weeks 112 0·2±15·3 132 2·1±12·8 -1·8±14·0 0·022 0·248 0·345 
Emotional Functioning                 
6 months 66 -4·3±22·9 79 4·9±19·6 -9·1±21·2 0·039  0·055 0·010 
Social Functioning                 
6 months 66 -12·9±35·5 79 3·0±27·5 -15·8±31·4 0·001  0·014 0·009 
QoL/Global health 
status 

                

6 months 66 -11·5±27·9 79 0·1±23·2 -11·6±25·5 0·005 0·040 0·012 
Nausea/Vomiting                 
8 weeks 
6 months 

100 
66 

-0·3±21·8 
0·5±24·3 

116 
79 

-5·0±23·6 
-6·1±21·0 

4·7±22·8 
6·6±22·6 

0·005 
0·023 

0·040 
0·079 

0·116 
0·148 

Dyspnoea                 
2 weeks 
8 weeks 

126 
99 

-2·4±26·1 
-5·4±26·0 

134 
114 

3·7±24·4 
4·4±27·5 

-6·1±25·2 
-9·8±26·8 

0·008 
0·014 

0·023 
0·005 

0·049 
0·007 

Appetite loss                 
4 weeks 
6 months 

110 
65 

-0·6±25·9 
9·2±36·1 

133 
79 

-9·3±33·4 
-2·5±40·6 

8·7±30·3 
11·8±38·6 

0·044 
0·010 

0·020 
0·226 

0·029 
0·137 

Diarrhoea                 
2 weeks 125 0·3±26·3 136 -6·1±25·7 6·4±26·0 0·050 0·028 0·067 

At 6 months statistically significantly positive effects were observed for emotional functioning 
(p=0·039), social functioning (p=0·001), and global health status/QoL (p=0·005).  

Symptoms and QoL 

Results 
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Survival 

Survival of the patients was assessed with a Kaplan-Maier plot with 95% confidence 
intervals.  
• No difference where found between the two groups with the Log-rank test p=0.6054 
• Sensitivity analysis did not change the result 

HR 0·94 (95% CI 0·73-1·20); p=0·605 

Results 
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Conclusions and perspectives 

The DOMUS intervention resulted in slightly more time spent at home in the adjusted 
analysis as well as clinically significantly positive effects on QoL, social-, and emotional 
functioning at 6 months. 
 
There were indications of poor collaboration between health care sectors 
 
The DOMUS model is realistic and can be implemented within a reasonable organizational 
and economical frame 
 
It may be adjusted and modified to the changing capacity of the health care system and 
needs of patients with incurable cancer and their informal caregivers 
 
A post-hoc analysis will be carried out when all participating patients have died 
 
We are awaiting assessment of the effects of the intervention on the informal caregivers, 
cost-benefit analyses and evaluation from health care staff in SPTs, Department of 
Oncology and from GPs and district nurses  



Konklusioner og perspektiver vedrørende integration af SPI 
og onkologi 

• Non-maligne palliativ indsats 

• Hospice vs hospitalsbaseret indsats 

• Medicinsk speciale i palliativ medicin 

• Robusthed angående palliative enheders kapacitet  

• og ledelse 

• Integration med primær sektor: Hjemmebehandling 

• Tidlig intervention 

• Mind-set hos onkologer og palliative medicinere 
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