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Appendix 1. Search Strategy. (consultation date: 03/6/2024).

Database Search Strategy Results

PubMed

((("Case Management"[Mesh]) OR ("Patient Navigation"[Mesh])) OR ("Critical Pathways"[Mesh])) AND 
(("Neoplasms"[Mesh]) OR ("Palliative Care"[Mesh])) AND ("palliative care"[tiab] OR "Palliative Treatment"[tiab] 
OR "Palliative Treatments"[tiab] OR "Palliative Therapy"[tiab] OR "Palliative Supportive Care"[tiab] OR 
Tumor*[tiab] OR Tumour*[tiab] OR Cancer[tiab] OR Carcinoma[tiab] OR Neoplas*[tiab] OR Malignan*[tiab]) 
AND ("Case Manager"[tiab] OR "Case management"[tiab] OR "Care manager"[tiab] OR "Care management"[tiab] 
OR "nurse navigator"[tiab] OR "patient navigation"[tiab] OR "critical pathway"[tiab] OR "critical pathways"[tiab])

526

Scopus
("case manag*" OR "patient navigat*" OR "nurse navigat*" OR "critical path*" OR "care manag*") AND 
("neoplasm*" OR "Cancer*" or "tumor*" or "tumour*") AND ("palliative care*" or "palliative treatment*" OR 
"Treatment Withdrawal" OR "palliative medicine" OR "terminal")

635

EMBASE
("case manag*" OR "patient navigat*" OR "nurse navigat*" OR "critical path*" OR "care manag*") AND 
("neoplasm*" OR "Cancer*" or "tumor*" or "tumour*") AND ("palliative care*" or "palliative treatment*" OR 
"Treatment Withdrawal" OR "palliative medicine" OR "terminal")

1159

CINAHL

((MH "Case Management") OR "Case Management" OR (MH "Case Managers") OR((MH "Patient Navigation") OR 
"Patient Navigation" ) OR ((MH "Critical Path") OR "critical path" ) OR "care management" OR "nurse navigator") 
AND ((MH "Neoplasms+") OR "Neoplasms" OR cancer*) AND ((MH "Palliative Care") OR "Palliative Care" OR 
(MH "Treatment Withdrawal") OR (MH "Palliative Medicine") OR "Palliative Treatment" OR 

(MH "Terminal Care (Saba CCC)+") OR (MH "Terminal Care+") OR (MH "Terminally Ill Patients+") OR 
"terminal" )

268

PsycINFO
("case manag*" OR "patient navigat*" OR "nurse navigat*" OR "critical path*" OR "care manag*") AND 
("neoplasm*" OR "Cancer*" or "tumor*" or "tumour*") AND ("palliative care*" or "palliative treatment*" OR 
"Treatment Withdrawal" OR "palliative medicine" OR "terminal")

95

Web Of 
Science

("case manag*" OR "patient navigat*" OR "nurse navigat*" OR "critical path*" OR "care manag*") AND 
("neoplasm*" OR "Cancer*" or "tumor*" or "tumour*") AND ("palliative care*" or "palliative treatment*" OR 
"Treatment Withdrawal" OR "palliative medicine" OR "terminal")

411

Google 
Scholar

("case manager" OR "patient navigator" OR "nurse navigator" OR "critical path" OR "care manag") AND 
("neoplasm" OR "Cancer" or "tumor" or "tumour") AND ("palliative care" or "palliative treatment" OR "Treatment 
Withdrawal" OR "palliative medicine” OR “Terminal”)

111

Keywords: Case Management; Cancer; Palliative Care.
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Appendix 2 – Reason for article exclusion
N AUTHOR YEAR TITLE INCLUSION (Reason)

1 Yamarik 2022 Nurse-Led Telephonic Palliative Care A Case-Based Series of a Novel Model of Palliative Care Delivery No (No Case manager)

2 Valenti 2022 Nurse-led telephone follow-up for early palliative care patients with advanced cancer Yes

3 Fujita 2017 Analysis of team types based on collaborative relationships among doctors, home-visiting nurses and care managers for effective support of patients in end-
of-life home care No (Insufficient data)

4 Fillion 2011 Implementation of screening for distress with professional cancer navigators No (Insufficient data)

5 Schindel 2023 Associations among navigational support and health care utilization and costs in patients with advanced cancer: An analysis based on administrative health 
insurance data No (Insufficient data)

6 Knudsen 2022 The American Cancer Society and patient navigation: Past and future perspectives No (Insufficient data)

7 Dwyer 2022 Collective pursuit for equity in cancer care: The National Navigation Roundtable No (Insufficient data)

8 Miller 2020 Academic Nurse Navigation: Unique Aspects and Strategies for Success No (Insufficient data)

9 Phillips 2019 In their own words: patient navigator roles in culturally sensitive cancer care No (Lay navigators)

10 Lockhart 2003 The PhoenixCare Program Yes 

11 Head 2010 Palliative care case management: increasing access to community-based palliative care for Medicaid recipients No (Insufficient data)

12 Meier 2004 Integrating case management and palliative care No (Not oncological focus)

13 Franklin 2022 Solidifying roles, responsibilities, and the process of navigation across the continuum of cancer care: The Professional Oncology Navigation Task Force No (Insufficient data)

14 Head 2009 Mark's journey: a study in medicaid palliative care case management Yes

15 Wiederholt 2007 Bridging gaps in multidisciplinary head and neck cancer care: nursing coordination and case management No (no palliative care)

16 Kuhn 2012 Identifying patients suitable for palliative care--a descriptive analysis of enquiries using a Case Management Process Model approach Yes

17 Howell 2004 Enhancing the role of case managers with specialty populations: development and evaluation of a palliative care education program No (Not oncological focus)

18 Jakobsen 2014 Case study shows that the case manager function for cancer patients is used unevenly across the different cancer forms No (no palliative care)

19 Lee 2021 Patient navigator and community health worker attitudes toward end-of-life care No (Not oncological focus)

20 Fischer 2013 Apoyo con carino: RCT of patient navigation to improve palliative care outcomes No (Not oncological focus)

21 van der Plas 2017 Informal care givers' experiences with support in primary palliative care when a case manager is involved: A descriptive study in the Netherlands No (secondary analysis of another included 
article)

22 van der Plas 2015 Palliative care case management in primary care: A descriptive study about referrals in relation to treatment aims Yes

23 Oatley 2020 A nurse practitioner–led model of care improves access, early assessment and integration of oncology services: an evaluation study; No (no palliative care)

24 Özçelik 2014 Case management based multidisciplinary care protocol in the palliative care of cancer patients No (insufficient data)

25 Özçelik 2014 Examining the effect of the case management model on patient results in the palliative care of patients with cancer Yes

26 Wu 2014 Economic value of a cancer case management program; Yes

27 Mercadante 2016 The palliative-supportive care unit in a comprehensive cancer center as crossroad for patients' oncological pathway; No (No Case manager)

28 Shah,S. H 2005 Integrated care pathway for the last days of life No (insufficient data)

29 The Lancet 2014 Palliative care: More than one chance to get it right No (insufficient data)

30 Simone C. 2015 Early palliative care and integration of palliative care models in modern oncology practices No ( insufficient data)

31 Fischer S. 2007 Patient navigation: A culturally competent strategy to address disparities in palliative care No (insufficient data)

32 Bookbinder 2005 Improving End-of-Life Care: Development
and Pilot-Test of a Clinical Pathway Yes

33 Oncology Nursing Society 2018 Role of the Oncology Nurse Navigator Throughout the Cancer Trajectory No (insufficient data)

34 Haylock 2013 Patient navigation in cancer care. Introduction No (insufficient data)

35 Hospital case management 2016 When patients are stressed, in pain, suggest palliative care No (insufficient data)

36 Wells,M 2017 Recognising European cancer nursing (RECaN): A systematic review of trial evidence that helps to identify the roles and interventions of nurses caring for 
patients with cancer No (insufficient data)

37 Nadolny,S 2021 The character of early palliative care interventions on adult clinical oncology: Results of a systematic review No (insufficient data)

38 Chan,Raymond J 2013 End-of-life care pathways for improving outcomes in caring for the dying No (insufficient data)

39 Han,P. K. 2010 The coordination of primary and oncology specialty care at the end of life No (insufficient data)

40 Addington-Hall 1992 Randomised controlled trial of effects of coordinating care for terminally in cancer patients No (No Case manager)

41 Alfieri 2023  Characterizing Different Multidisciplinary Team Models Implemented Within One Comprehensive Cancer Center No (No palliative care, no Case Manager)

42 Burbage 2024 Introduction _ Patient Navigation in Cancer Care No (no palliative care)

43 De Domenico 2024
Nurse Navigator of Cancer Patients:

contributions to the discussion on the national stage
No (no palliative care)

44 Gerhardt 2023 Qualitative evaluation of a palliative care case management intervention for patients with incurable gastrointestinal cancer (PalMaGiC) in a hospital depart-
ment Yes

45 Madrigal 2023

Nurse-led supportive Coordinated Transitional Care

(CTraC) program improves care for veterans

with serious illness

Yes

46 Owens 2024
Needs of Oncology Nurse Navigators Serving Young or Metastatic Breast Cancer Patients

No (insufficient data)

47 Rodriguez 2024 TransitionalCareNavigation No (insufficient data)

48 Shindel 2022

Associations among navigational support and health care

utilization and costs in patients with advanced cancer: An

analysis based on administrative health insurance data

Yes

49 Varanasi 2024

Patient navigation job roles by levels of experience:

Workforce Development Task Group, National Navigation

Roundtable

No (no palliative care)

50 Paranhos 2023 Metastatic Rectal Cancer in Young Adult After Child Cancer Survivor: Challenges for Nurse Navigator--A Case Study No (insufficient data)

51 Bailey 2023 Implementation and Impact of an Oncology Nurse Navigator--Led Survivorship Program in a Hospital Outpatient Setting No (insufficient data)

52 Zhang 2024 Multi-Voiced Narrative of Home-Based Palliative Care: Report of One Case No (Insufficient data)

53 Fusetti 2023 Palliative Care Nursing Case Management in Young Adults With Advanced Rare Cancer: Case Discussion of a Multidisciplinary Approach Yes
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Appendix 3 data charting from original studies

First author Year Title Study design Country Setting Sample description (n) Intervention Monodisciplinary or 
multidisciplinary Cm profession Cm delivery 

Valenti 2022

Nurse-led tele-
phone follow-up 
for early palliative 
care patients with 
advanced cancer

Observational, 
retrospective Italy In Hospital

patient and caregiver phone 
calls  (323 phone calls for a total 
of 171 patients)

Palliative care nurse-led 
telephone case management Monodisciplinary

PC nurse with training 
on medication and 
counselling

Phone

Lockhart 2003 The PhoenixCare 
Program

Model descrip-
tion USA Home based 

services  model description paper (136)

Defined set of home-based services address-
ing disease and symptom management, 
education to patient and family/caregiver, 
and social, psychological, and spiritual 
support services

Monodisciplinary

Three registered nurse 
case managers were the 
primary caregivers while 
a medical director, a 
half-time social worker, 
and a half-time pastoral 
counselor acted primarily 
as consultants to the case 
managers. All the team 
performed 2 weeks of 
specific training

Phone and home 
visits with adapted 
ration between 
disease acuity. CM 
Service outside 
hospital.

Head 2009

Mark's journey: a 
study in medicaid 
palliative care case 
management 

case study USA Not stated 1

illustrate the implementation of palliative 
care case management by 
describing in detail the case management 
of a Medicaid recipient diagnosed with a 
life-threatening 
disease.

Multidisciplinary PC nurse ( RN with PC 
training) + social worker not stated

Kuhn 2012

Identifying pa-
tients suitable for 
palliative care--a 
descriptive analysis 
of enquiries using a 
Case Management 
Process Model 
approach

Retrospective Germany In Hospital 1000 enquiries / Monodisciplinary

PC experience nurse 
with additional training 
certified by the German 
Society of Care and Case 
Management

mostly telephone, 
but also fax, email 
and personal

Van Der 
Plas 2015

Palliative care case 
management in 
primary care: A 
descriptive study 
about referrals in 
relation to treat-
ment aims

Cross-sectional 
survey

Nether-
lands

Home based 
services

questionnaires  687  pts                          
448 referrers

questionnaire completed by case managers 
and referrers to case management Monodisciplinary nurse with expertice in PC home care

Wu 2014
Economic value 
of a cancer case 
management 
program

Retrospective USA Health care 
system 8843 pts telephonic interview Monodisciplinary experienced oncology 

nurses phone

Bookbinder 2005

Improving End-of-
Life Care: Devel-
opment 
and Pilot-Test of a 
Clinical Pathway

Pilot USA In Hospital 101+156 pts chart audit tool Multidisciplinary

advanced practice nurses, 
physicians, an ethicist, 
researchers, educators, 
a pharmacist, social 
workers, a dieticians, 
and chaplains. Two 
part-time 
advanced practice nurses 
coordinated the activities 
of the team

hospital

Ozcelik 2014

Examining the 
effect of the case 
management model 
on patient results in 
the palliative care 
of patients with 
cancer

Experimental 
investigation Turkey In Hospital 22+22 palliative care cancer case management 

intervention Multidisciplinary
nurse (education not 
stated) with involvement 
of: social worker, psychia-
trists, and dietician)

hospital

Gerhardt 2023

Qualitative evalua-
tion of a palliative 
care case manage-
ment intervention 
for patients with 
incurable gastro-
intestinal cancer 
(PalMaGiC) in a 
hospital depart-
ment

Qualitative study Denmark In Hospital 14 palliative care cancer case management 
intervention Monodisciplinary

Specialist nurses ex-
perienced in surgical 
gastroenterology and 
palliative care

In hospital, Phone

Madrigal 2023

Nurse-led support-
ive Coordinated 
Transitional Care

(CTraC) program 
improves care for 
veterans

with serious illness

Implementation 
study USA Health care 

system 104 a telephone-based, nurse-driven program 
shown to decrease readmissions Monodisciplinary

RN NCM with experience 
in geriatrics and pallia-
tive care

Phone

Shindel 2022

Associations 
among navigational 
support and health 
care

utilization and 
costs in patients 
with advanced 
cancer: An

analysis based on 
administrative 
health insurance 
data

Secondary 
analysis Germany In Hospital 717 patients a telephone-based, nurse-driven program Monodisciplinary

Social care nurses with a 
professional background 
and nursing training, 
occupational training as 
social worker, or a degree 
in social pedagogy

Phone, email, or in 
hospital

Fusetti 2023 Palliative 
Care Nursing Case 
Management in 
Young Adults With 
Advanced Rare Can-
cer: Case Discus-
sion of a Multidisci-
plinary Approach

Case study Italy In Hospital 1 patient and 2 caregivers palliative care cancer case management 
intervention

Monodisciplinary nurse with expertice in PC Phone, In hospital
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Appendix 3 data charting from original studies
First author Year

Cm model 

( if stated)
Activities Outcomes Main results Case load Gaps in research

Valenti 2022 not stated -(Interventional needs) management of cancer-related symptoms and 
medication education 

-(Logistic needs) medication refills, scheduling, homecare organisation, 
hospice information 
and interdisciplinary issues/coordinating care

Effectiveness * Nurse-led telephone service is a feasible and effective method to offer early PC follow-up. 
• Nurse-led telephone follow-up for patients should include symptom management, prescription 
management and logistical issues concerning territorial health care resources.                                                     

 * The most frequent reasons for calls were uncontrolled pain and updates 
of the clinical situation, medication management and, scheduling.                                                                                                                                      
        *A total of 367 recommendations were made. Phone-calls were handled by the case manager, 
by a physician and together. Telephone management was effective.

323 phone calls for a total of 171 patients. 

March 2020-August 2020

-patient and CG's satisfaction of the service

-economic impact

-effectiveness of the service.

Lockhart 2003 The PhoenixCare                       Case 
management: self-empowered 
and prevention model (consistent with 
clinical case manager framework). 

Disease and symptom management, Educational Services, Support Services. 

STABLE PATIENT PROTOCOL (Medical Management, emergency response plan,  
Advance Care Planning, Disease/health promotion education,  self monitoring 
program, psychological, spiritual and emotional support and counselling, 
community resource referrals) . 

UNSTABLE PATIENT: same as before plus  pharmacological interventions

*improve patient quality of life                  

 *similar costs with usual practice

* The PhoenixCare model assisted patients in greater self-management of their illness and 
appears reasonable and effective for some segment of the population.                      

*Both patients and physicians reported that the coordination of complex care and 
having the PhoenixCare nurse accompany the patient to the physician’s office to discuss 
treatment options and prognosis were among the most beneficial aspects of the program.                                                                                                                                         
                                                                                                               * “light” caseload. It was a rational 
program choice, but one which increased program costs 

*increased program costs because of a slight shift to more face to face contact and less phone 
contact by the RN case managers.

45-50 pz RN CM 

( start)                                                30-35 per RN (end)

Characterize those patients most likely to benefit 
from a model using CM approach.

Head 2009 Five Principles of 
Palliative Care developed by the Last 
Acts Task Force 
on Palliative Care and the Family 

*Comprehensive assessment by both nurse case manager and social worker  

*Development of individualized, patient/family-centered plan of care 

*Constant communication with patient ensuring his agreement and 
support of the plan of care 

*Willingness and action by the case manager to recruit providers willing and 
capable to collaborate and address patient-defined goals 

*Advocacy within the system to circumvent common parameters to ensure 
appropriate patient care 
* Awareness of cost savings incurred via home-based care when justifying 
aggressive interventions 
*Justification of individualized, patient-focused services within 
the managedcare organization’s benefits (preauthorization)                                                                                     
* Holistic assessment inclusive of all aspects 

*Frequent team communication (formal and informal) to ensure comprehensive 
awareness of the patient’s holistic needs 

*Collaboration with community counseling and spiritual care resources 

*Patient and family viewed as the unit of care 

*Assessment includes family and other social relationships 
*Interventions directed at needs of family members and family unit 
*Education of family regarding community resources for bereavement care 
*Bereavement issues assessed and addressed 
*Bereavement contact with family after the patient death                                                                                                                             
*join the funeral service 

*Secure preauthorization 
for home administration of blood products 

*arrangerment of Home health services coordinated by CM

*Accessing the needed specialists and providing care in the most appropriate 
setting on the basis of the desires and needs of the patient  

*Options for care settings and services discussion

* Advanced directives discussion 

*family meeting       

* transition of old impaired family members to extended care facility                                                                                 
*explored expectations of treatment, addressing issues such as services desired, 
acceptability of treatment side effects, point at which he would anticipate 
altering the plan of care to “comfort only” measures and his choice of healthcare 
providers and caregivers to be involved in his care                                                                       

*prepare him for any medical issues he might have while traveling and provide 
healthcare resources should he need them while away                                        

*securing medication 

* arrangement of interdisciplinary meeting for symptoms management and 
arrangements for behavioral health services and spiritual support

• Can palliative care principles be effectively 
employed within a managed care arena? 
• What practices or interventions are 
helpful when 
providing palliative care case 
management? 
• Can patient autonomy and indi-
vidualized care 
planning at the end of life be 
compatible with 
the goals of cost-efficient case 
management? 
• Is palliative care case management 
an effective 
approach for providing access to 
palliative care 
by a Medicaid population?

Individualized care planning resulted in patient/family-centered palliative care. 
Blood product administration and infusions for pain management were administered, and the 
costs of continued hospitalizations, emergency department visits, and outpatient treatments 
were avoided by coordination of such care in the home making his care more cost-effective for 
the case management provider. 
Peaceful, comfortable death and resolution of his family relationships was ensured. 

not stated (Case Report) not stated

Kuhn 2012 Broker Model accompany the patient along a care path in his last phase of life according to 
his needs and across all sectors. The key focus is the coordination of different 
care options within the hospital (outpatient, wholly or partly inpatient, 
palliative consultation service). 
In addition, case management contributes to the networking of general and 
specialist doctors, nursing services and outpatient hospice services. In addition, 
this case manager allocates 
patients to the palliative home care service but not assumes any other tasks in 
the outpatient sector.The case manager is the first contact for all internal and 
external professional groups for information and advice, requests for the home 
care service or the palliative consultation service. He identifies patients in need 
of palliative care and case management. 
The case manager is also responsible for arranging other care options like a 
transfer to the hospice or to another ward or department. 
Other important fields of work are arranging appointments for patients 
(e.g. to see a physiotherapist, a psychologist or volunteers) and other 
administrative tasks like 
the bed planning in the inpatient setting and the organisation of the patient 
admission to the ward. There are regular contacts with the patient to 
ensure the organisation, 
coordination and documentation of services for the inpatient setting. When the 
patient is discharged, the case manager organises the further pathway of care 
(home care, hospice, etc.). A telephone contact about seven days after 
discharge serves to check the targets (evaluation).Besides the case-related 
support processes, the case 
manager is also involved in setting up a network. An important task within the 
system is to participate in the multi-professional team meetings.

analyse 
(a) how this case management was used 
by different enquiring groups and (b) how 
patients were identified for 
case management and for palliative 
care services

Most enquiries to the case management were made by telephone. The largest enquiring group 
was composed of patients and relatives, followed by internal professionals of the hospital. Most 
of the enquiring persons asked for a patient’s admission to the palliative care ward. The second 
most frequent request was for consultation and advice, followed by requests for the palliative 
home care service. Frequent reasons for 
actual admissions were the need for the treatment of pain, the presence of symptoms and the 
need for nursing care. More than half of the enquiries concerning admission to the palliative 
care ward were followed by anadmission.

not stated -quality of the handling of the requests.

-impact and effectiveness on the patient level. 

-patient outcomes and quality of life, 
-symptom intensity and patients’ wellbeing. 

-level of satisfaction of 
with the case manager’s performance 
- case management’s acceptability and perceived disadvantages of the service. 

- further determination of 
the criteria that the case manager uses to identify 
patients in need of case management and palliative services 
is required.

Van Der Plas 2015 patient advocacy 
model

* visits the patient and their carers at home to discuss options for support. * 
monitors whether care is delivered according to the patient’s and carers’ wishes. 
* multidimensional coordination of care *informational and psychosocial 
support *Negotiation of problems with the family and the care providers 
(e.g.,difference of opinion between family and GP on care provision), support 
communication between patient and caregivers* * homecare organization 
*Extra attention for carer, prevention of overburdening the carer * monitoring 
chemotherapy * Psychosocial support Timely identification of problems and 
proactive care * main family and patient referral *Need for psychosocial support 
(at least one reason mentioned) *Acceptance of disease and/or dying *Difficulty 
with accepting medical or nursing care *Need for medical/nursing knowledge 
*Anticipating care needs *Monitoring of pharmacotherapy *symptoms and 
comorbidity management *Need for information and care coordination 
*Practical information for the patient and carer 

cost-effectivenes Most patients referred have a combination of treatment aims (69%). Life expectancy and func-
tional status of patients are lower for those with a treatment aim of palliation. A need for psycho-
social support is frequently given as a reason for referral (66%) regardless of treatment aim.

N.A. N.A.

Wu 2014 oncology nurses  with support of 
physicians and social workers

telephonic case management program on cancer-related medical costs 
and hospice use. *fill gaps in knowledge *support *management of patients 
*navigating the health care system *provides referrals to specialists as 
appropriate *Education regarding hospice services and palliative care 
*reviewing medications

cost-effectivenes Self-selected participation in the cancer support program was associated with lower-cancer-re-
lated medical costs and greater hospice use.

N.A. - effect of CM on oral chemotherapy treatment costs

-  prospective studies

-  lower risk uninsured patients.

Bookbinder 2005 Rogers’ five stage diffusion of 
innovations theory

*symptom assessment and treatment 

*advance directives 

 *communication issues 

*support for the family

 *facilitated 
appropriate referrals

 *bereavement support 

*assessment of families at risk for complicated grieving

 *automatic referrals to social work and chaplaincy 

*debriefing session with staff 

*mailing of a condolence card and educational pamphlet to the family 
after the patient’s death 

*recording of advance care planning 

*“comfort checks” (routine symptom assessment in lieu of vital signs) 3) 
documentation of the use of symptom control medications, mouth care, skin 
care, wound care, and other elements of optimal nursing support in this setting; 
4) monitoring of patient and family education/counseling; 5) family assessment 
for complicated grieving and bereavement support. 

* provision of a standardized order sheet for medication and symp-
toms management

*scheduling staff for education 

*supporting culture change, and 

* acting as liaison to the physicians who admitted patients to the units

Effectiveness Four indices evaluated change over time: the mean number of 1) symptoms assessed, 2) prob-
lematic symptoms, 3) interventions consistent with the pathway, and 4) consultations requested.

59 patients in 9 months - feasibility 
and effectiveness of the pathway 

- evaluation of the pathway is needed 
over a longer time period with larger samples of 
cancer and other terminally ill patients in a 
variety of settings. 

- more sophisticated methodologies and 
experimental designs.

- Patient and family outcomes 
should be assessed directly, and the use 
of a proxy measure of symptom distress for patients 
unable to provide self-report should be 
explored. 

- relative impact of 
interventions at three levels—system (unit and hospital processes), clinician (knowledge, attitudes, 
and competency), and patient and family 
(expectations, knowledge, care outcomes)

 -  time to implementation

- sustainability 
of change

- the impact of mediating 
variables .

Ozcelik 2014 model of acute palliative care * comprehensive symptom diagnosis, effective symptom management, 
psychosocial stress management, social support, care and training support, 
and family counseling services were organized. Symptom follow-up and 
monitoring were made by CM

Reconsultation and treatment arrangement were made for uncontrolled 
symptoms of the patients.  
Each patient was monitored from his or her admission to the clinic to the 
discharge by CMG team. 

Depending on the emergency cases, the care and treatment of the 
patients were replanned. 

The care and training requirements of the patient and his family were 
provided by  CM. 

Family counseling was provided to the families.

Patients were provided with personal care, and training was also given to 
both the patients and their families. CM conducted cooperation and care 
coordination with the team members. 

Follow-up appointments at the CM are tailored to the needs of each patient. 

inpatient follow-up, family counseling, and patient and family education. The 
care, treatment, and education of CM group patients were given by nurse CM 
and oncology nurses. Education consists of symptom management (eg, pain and 
fatigue), patient care interventions, patient nutrition, family counseling, family, 
social problems, and solves. 

symptoms, quality of life, patient and 
family satisfaction, and direct costs

The difference between total symptom mean scores and the sub-dimension symptoms of 
pain, fatigue, nausea, depression, anxiety, lack of appetite, lethargy, well-being, dyspnea, and 
constipation post-hospitalization and post-discharge of patients in the control and experimental 
groups were found to be statistically significant (p < 0.05). The level of decrease in symptom 
severity in the experimental group patients was more than in the control group (p < 0.000). The 
satisfaction level of patients and family in the palliative care based case management service 
was higher than that for conventional service in the control group (p < 0.05). No statistical 
difference was detected between the experimental and control groups regarding health costs and 
duration of hospitalization (p > 0.05).

N.A. It is recommended, however, that further detailed research be conducted into health care 
costs because our sample group was small, the study was on acute hospital care, it was not 
possible to calculate indirect costs, and the background systems used for analyzing health care 
cost results were inefficient.

Gerhardt 2023 Ad Hoc developed - PalMaGiC

 

-assessment and management of palliative and home care needs. 
-interviews, care planning, care and treatment coordination and 
needs-based follow-up. 
-patients and caregivers were able to contact the specialist nurse directly. 
 

Variations in  quality of life 
 
Satisfaction with intervention 
 
Perceived collaboration

Participants perceived the intervention as filling a gap and as a secure lifeline in the healthcare 
system since it provided 24-h access, a designated specialist nurse, and a patient-healthcare 
alliance. Using a needs-based approach, PalMaGiC changed the participants’ focus from 
disease to quality of life.

N.A. Potential areas for improving of the intervention include increasing the focus on continually 
promoting hope from the time of diagnosis and throughout the illness trajectory 
 
Need for multicentric studies

Madrigal 2023 not stated -Multi-disciplinary care coordination rounds

-Define care needs and preferences

-Explore patient's understanding of their illness and elicit their healthcare values  
-Facilitate completion/documentation of advance directives and orders for 
life sustaining treatment  
-Educate and provide referral to needed services including homecare, 
palliative care, and hospice  
-optimize discharge plans 
-Screen for supportive care needs. 
-Provide contact information 
-Ensure medical follow-up 
-Educate regarding red flags 
-Conduct medication reconciliation

palliative and hospice care use, acute care 
use, Massachusetts Medical Orders for 
Life Sustaining Treatment documentation, 
and survival

IG enrollees were 61% more likely to enroll in hospice than the comparison group (n = 57 vs. 
39; HR = 1.61; 95% CI = 1.07–2.43). While overall acute care use was similar between groups, 
Supportive CTraC patients had fewer ICU admissions (n = 36 vs. 53; p = 0.005), were more likely 
to die in hospice (53 vs. 34; p = 0.008), and twice as likely to die at home with hospice (32.0 vs. 
15.5; p = 0.02). There was no difference in survival between groups.

104 patients in 1.5 years further program evaluation with careful attention to patient-reported outcome measures 

Shindel 2022 not stated assess patient needs and identify gaps in care 
contact to inpatient and outpatient, therapists, support groups, early 
palliative care 
reduce barriers to receiving timely services 
educate patients about the healthcare system

patient-reported quality of life 
 
shift from inpatient to outpatient care

IG patients showed shorter average lengths of hospital stays (11 days vs. 15 days, p < 0.001). In 
the IG, 21% fewer medications were prescribed and there were on average 15% fewer outpatient 
doctor contacts per month. Average billed costs in the IG were 23% lower than in the controls 
(6754 EUR  vs. 8816 EUR, p < 0.001)

Future research should examine the advantages of appointing a navigator in hospital can be 
linked to positive navigation effects in the outpatient care sector. 

Need to test the intervention in larger group independent of the health insurance type, beyond the 
cancer diagnoses and severities included.

Fusetti 2023 not stated - referral within the hospital

- timely management of prescriptions/documentations

- networking with external services

- hub of communication within and outside the hospital

- emotional support to patient and caregivers

- telephonic consultation (symptoms and care management)

- triaging and monitoring

- information and education to patient and family

- support in decision making 

role and capabilities of NCM in rare cancers  Alleviation of disease burden, increasment of trust in the team and adherence to care advice, 
thus reducing the patient's distress.  Achieved advocy for patient needs on the multidisciplinary 
team, addressing practical issues and the unmet needs of patients and their caregivers, and 
facilitating referrals to other professionals. The study also shows that caring for young adults 
with advanced rare cancers should include mindful evaluation of their significant others.

not stated (Case Report) Because of the high flexibility required of NCM, knowledge of this professional’s pattern of 
activities should be deepened to investigate reproducible models of care that can be implemented 
in clinical practice. In this regard, standardized reporting of activities in research (i.e., using an 
official taxonomy of nursing diagnosis such as NANDA) and adherence to a specific framework 
could favor studies’ reproducibility.

PC = Palliative Care, RN= Registered Nurse, CM= Case Manager, CMG= Case management,  IG= Intervention group,  NCM= Nurse CaSe Manager, ICU= Intensive Care Unit.
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Case management 
Service Delivery 

Mode
Studies Montly case load 

estimation
Professional structure of case man-

agement service Case Management Activities in Palliative Care Practice

Telephone Valenti 2022

Wu 2014

Madrigal 2023

29 Monodisciplinar (Nurse) Management of cancer-related symptoms
Medication and treatment education   
Medication refills
Scheduling of appointments for patients
Homecare organisation
Hospice information
Coordinating care
Facilitate completion of advance directives and orders for life sustaining treatment
Management of interdisciplinary issues
Psychological, and emotional support and counselling
Community/specialists resource referral
Cost savings interventions
Main family and patient referral and support
Monitoring of pharmacotherapy
Provision of medical/nursing/ pratical knowledge and informations
Assessment, Screening and Anticipation of care needs
Reviewing pharmacotherapy
Follow up
Discharge plan Optimization

Home Care Van der Plaas 2014 32 Monodisciplinar (Nurse) Coordinating care
Management of interdisciplinary issues
Advocacy within the system
Bereavement management (assessment for patient and caregivers, education and support)
Home visits
Negotiation between patient and healthcare providers
Main family and patient referral and support
Monitoring of pharmacotherapy
Provision of medical/nursing/ pratical knowledge and informations
Anticipating care needs
Psychological, and emotional support and counselling
Spiritual support and counselling

In Hospital Bookbinder 2005

Ozcelik 2014

7 Multidisciplinar team work approach 
(nurses, physicians, ethicist, research-
ers, educators, 
pharmacist, social workers, dieticians, 
and chaplains). 

Coordination of the activities by nurses

Multidisciplinar team work approach

Management of cancer-related symptoms
Advance Care Planning
Tailored scheduling of appointments for patients
Psychological, and emotional support and counselling
Community/specialists resource referral
Family meeting
Coordinating care
Bereavement management (assessment for patient and caregivers, education and support) 
Networking of healthcare providers through frequent communication for informations and 
advices
Main family and patient referral and support
Provision of medical/nursing/ pratical knowledge and informations
Provision of condolence and educational materials

Appendix 4. Analysis of case management activities derived from the studies, based on case management 
service delivery mode

Mixed 

(delivery mode 

structure)

Lockhert 2003

 ( mostly phone plus 

home visits)

30-35 3 nurse case managers 

with a medical director, a social worker, 

and a pastoral counselor that acted

as consultants.

Homecare organisation
Coordinating care 
Management of healthcare documentation
Emergency Response plan
Advance Care Planning
Psychological, and emotional support and counselling
Spiritual support and counselling
Community/specialists resource referral
Comprehensive assessment and development of individualized plan of care
Advocacy within the system
Cost savings interventions
Justification of individualized, patient-focused services within the managed care organization
Bereavement management (assessment for patient and caregivers, education and support) 
Join the funeral service
Secure preauthorization for home administration of blood products and medications
Family meeting
Arrangement of interdisciplinary meeting
Assure healthcare resources provision in case of travel
Networking of healthcare providers through frequent communication for informations and 
advices
In-patient admission
Management of requests for the home care or palliative care Consultations service and related 
patients’ allocation
Identification of patients in need of case management
Bed planning
Management of pathway of care and transfert when patient is discharged
Participation in the multi-professional team meetings
Provision of medical/nursing/ pratical knowledge and informations
Triaging and monitoring needs and symptoms
Contact person for patients and carevigers
Support in decision making
Management of barriers to access services

Kuhn 2012

 ( mostly phone plus 

home visits)

/ Monodisciplinar (Nurse)

Head 2003

 (home, hospital, phone)

/ Multidisciplinar team work approach 

led by palliative care nurse and social 

worker

Fusetti 2023

Shindel 2022

Gerhardt 2023

Phone

In hospital


