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Palliative and supportive care  

There has been much confusion regarding 

the definitions of supportive care and 

palliative care and many authorities use 

the terms interchangeably. 



Different Relational Models PC+SC 

Conflating 

Equivalence:  

Supportive care = Palliative Care 

Subsumed: 

Palliative Care includes all aspects of Supportive Care 

Supportive Care includes all aspects of Palliative Care 

 

 

Distinct 
Complimentary important disciplines 

 

 

 

 



Equivalence: Supportive care = Palliative 

Care  

 Is it just a less threatening name for 

palliative care 

Raise referral rates 

Less association with EoL 

Advocated by MD Anderson 

Adopted by several other centers 



 



Hospitals that have labeled their palliative 

care programs SC 

City of Hope 

MD Anderson 

University of Sheffield 

Dartmouth General Hospital 

University of Illinois Hospital & Health 

Sciences System 

Children's Hospital Pittsburgh 

 





Subsumed 

 PC begins from diagnosis till death 

 All aspects of care that contribute to quality of life 

 Includes SC to minimize treatment burden and adverse effects 

Minimizes distinct issues  

 related to treatment delivery 

 related to patients with curable disease 

 

 SC begins from diagnosis till death 

 All aspects of care that contribute to quality of life 

 Includes PC to relieve physical and psychosocial/spiritual distress 

Minimizes distinct issues  

 related to advanced incurable disease 

 related to end of life care 

 
 

 

 

 

 

 



WHO Definition of Palliative Care 

 Palliative care is an approach that improves the quality of life of 
patients and their families facing the problems associated with 
life-threatening illness, through the prevention and relief of 
suffering by means of early identification and impeccable 
assessment and treatment of pain and other problems, 
physical, psychosocial and spiritual. Palliative care: 

1. provides relief from pain and other distressing symptoms;  

2. affirms life and regards dying as a normal process;  

3. intends neither to hasten or postpone death;  

4. integrates the psychological and spiritual aspects of patient care;  

5. offers a support system to help patients live as actively as possible until death;  

6. offers a support system to help the family cope during the patients illness and in their own 
bereavement;  

7. uses a team approach to address the needs of patients and their families, including 
bereavement counseling, if indicated;  

8. will enhance quality of life, and may also positively influence the course of illness;  

9. is applicable early in the course of illness, in conjunction with other therapies that are 
intended to prolong life, such as chemotherapy or radiation therapy, and includes those 

investigations needed to better understand and manage distressing clinical complications.  

 



MASCC: special case 

 Supportive Care in cancer is the prevention and management of the 
adverse effects of cancer and its treatment. This includes 
management of physical and psychological symptoms and side 
effects across the continuum of the cancer experience from 
diagnosis through anticancer treatment to post-treatment care.  

 

 

 

 Supportive Care: 
 alleviates symptoms and complications of cancer  

 reduces or prevents toxicities of treatment  

 supports communication with patients about their disease and prognosis  

 allows patients to tolerate and benefit from active therapy more easily  

 eases emotional burden of patients and care givers  

 helps cancer survivors with psychological and social problem 

 

Conflationary 

Distinct 



Distinct but related 

 

Supported by ESMO +/- MASCC 

 

Separate but related  

 

Distinct  

Focus 

Body of knowledge 



Centers offering Supportive AND Palliative 

Care 

Cleveland Clinic 

Milan NCI 



Problems of conflation 

Programs with  

PC Emphasis 
Programs with  

SC Emphasis 

SC     PC SC     PC 



MASCC 12 Program at Glance 

 



EAPC Research Meeting 2012 

 



Best Supportive Care (BSC) studies 

 Since the mid 1980s 

  

 Dominant research paradigm for RCT of new 

treatments for diseases hitherto unresponsive to 

treatment when the current standard of care is the 

provision of PC. 

  

 Euphemism for treatment vs. no treatment studies 



Incurable 

cancer 

Treatment 

SC 

Incurable 

cancer 

SC + Treatment  

SC 

2 Designs BSC studies 



 Systematic review 43 BSC studies published between 1966-2008 

 

 researchers failed to review the contemporaneous standards for supportive 
care no recognized practice standards for the supportive care elements of 
the studies were invoked.  

 

 Not compliant with Helsinki Declarations.   
 Studies not predicated on a “thorough knowledge of the scientific literature” 

 control arm of randomized studies; From 1975-2008 the requirement was for a 
“best current care” standard and since 2008,  “best current proven care”  

  

 Methodologically unsound 
 Noncompliant with multiple CONSORT requirements for complex on 

pharmacological studies  

 High likelihood of bias 

 

 



7 Universal Criteria for Ethics in Human 

Studies 

Criteria Evaluation 

1 Social Value Will this research derive knowledge or promote ends that will 

improve health, well being.  

2 Scientific Validity Does the research apply valid methodology to generate reliable 

valuable data 

3 Fair subject selection No targeting of vulnerable for risky research or favor for potentially 

beneficial research 

4 Favorable risk benefit 

ratio 

Minimization of risks, enhancement of potential benefits 

5 Independent review By appropriately staffed IRB 

6 Informed Consent Informing participants of risk benefit and alternatives. Voluntary 

decision 

7 Respect for potential and 

enrolled participants 

Permitting withdrawal, confidentiality, informing subjects of 

discovered benefits or risks, maintaining the welfare of 

participants 

Emanuel EJ, Wendler D, Grady C. What makes clinical research 

ethical? JAMA. 2000 May 24-31;283(20):2701-11. 



 

“Experience shows that high quality health care 

and research go hand-in-hand. Organizations that 

conduct research are generally viewed as 

providing the best care.”  

Testimony to Senate Subcommittee on Public Health and 

Safety on “The Value of Clinical Research” 1997 



Routine “supportive care” in oncology 

practice 

Often involves: 

1. inadequate evaluation of pain 

2. failure to appreciate the presence and/or severity of 
symptoms  

3. lack of consultation with experts in pain or palliative care 

4. sub-standard pain treatment   

5. poor symptom control   

6. lack of attention to psychological or existential distress 

7. lack of attention to family support  

  

 
Zafar SY et al Consensus-based standards for best supportive care in clinical trials in advanced cancer. The lancet oncology. 

2012;13(2):e77-82. 

 

Cherny N. Best supportive care: a euphemism for no care or a standard of good care? Semin Oncol. 2011;38(3):351-7. 

 

Cherny NI et al Improving the methodologic and ethical validity of best supportive care studies in oncology: lessons from a 

systematic review. J Clin Oncol. 2009;27(32):5476-86. 

 

 



Case for recognition of separate but 

related entities 

 Share 
Emphasis on humanism and quality of life 

 

 Different 
Focus 

Primary target population 

Academic priorities 

 

Overlap issues 

 

 Independently important 



Supportive Care  

 Defined  
 elements of care that facilitate safe and effective anti-cancer care, 

minimizing toxicity and optimize physical, psychological and social function 
of patients undergoing disease management strategies. 

 

 Goals 
 Optimizing chances of cure/disease control 

 Optimizing treatment and post treatment quality of life 

 

 Focus 
 All patients undergoing disease management strategies. 

 Major focus  
 side effect prevention and management  

 facilitation of effective treatment 

 prevention and management disease related symptoms at all stages 

 Strong focus  
 on optimizing physical, psychological and social function 

 prevention, optimization and rehabilitation 

 post treatment survivor issues 

 



Palliative care  

 Defined 
 elements of care that optimize the comfort, function and social 

support of the patient and their family when cure is not possible.  

 

 Focus 
 Patients with incurable illness 

Major focus of care  
 prevention and  relief of distress caused by incurable illness.  

 The context of incurability, with all of its implications for the patent 
and family, that grounds palliative care as a special entity.  

 "End of life care" or "terminal care"  
  PC when death is imminent. End-of-life care  

 acknowledges that the intensity of physical, psychological, 
existential, spiritual and family issues may be magnified by the 
patient's approaching death. 



Patients undergoing treatment with curative 

intent 

 

Goals 

Optimizing chances of cure 

Optimizing treatment and post treatment quality of life 

 

Supportive care including 

SC to help patients get through treatments as well and as 

effectively, safely and comfortably as possible  

Management of physical and psychological and spiritual 

issues  

Survivorship issues 

 

 

 



Patients with incurable cancer  

 Goals 

Often complex and changing 

Changing focus: survival, function , comfort 

 

 Needs 

 Goal flexibility 

 SC to help patients get through treatments as well and as 

effectively, safely and comfortably as possible  

 PC to focus on the of physical, psychological, existential, 

spiritual and family consequences of the cancer, both during the 

period patients receive disease modifying treatments and until 

the end of life.  

 

 



Conclusions 

 Both PC and SC are vital elements of quality cancer care 

 

 Conflation often has negative effect of de-emphasis of 
one or the other 

 

 Both need emphasis and prioritization in 
 practice 

 training 

 research 

 publications 

 professional meetings  


