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TALLER	1:	“Assaborint	la	Compassió”	
	

Mindfulness	y	Compasión:	
herramientas	al	servicio		de	la	comunidad	

Belén	González	
Miguel	Riutort	



¿Atención	Plena?	
	

La	facultad	intencionada	
de	tomar	conciencia	del	
momento	presente	

	
													



-  Parar	y	centrarse	
en	la	respiración	
-	Mente	en	calma	y	
cuerpo	relajado	

	¿Qué	se	requiere?		
																							



Bases	que	la	sosOenen:	

1.	Estar	en	el	aquí	y	ahora	

2.	Entrenar	la	atención	

3.	La	amable	aceptación	



La	atención	plena	facilita:		
		

	
			

	¿	Apertura	de	mente	y	corazón	
	
	

¿	Desconectar	el	“piloto	automáPco”			

¿	GesPonar	las	emociones	adecuadamente	
	

¿	Disfrutar	de	la	vida	sin	poner	resistencias	
	
¿	No	juzgar	a	las	personas	y	aceptación	

¿	Dirigir	la	atención	al	presente	



	
Mindfulness	se	culOva		
con	la	prácOca	diaria	y		
los	siguientes	pasos:	
	 ã 		Silenciar	

ã 		Observar	

ã 		SenOr	

ã 		Aquietar	





Mindfulness	y	la	compasión	van	de	la	mano…	

….....	guardan	relación	y	están	conectadas	



		“La	compasión	está	en	nuestro	ADN”	
	
	



Definamos	COMPASIÓN	



La	compasión	NO	es:		
Pena,	lásOma	

Miedo	a	quedar	mal	

Resignarse	

Querer	agradar	

Tirar	la	toalla	



La	compasión	es	un	proceso	con:		
Atención	plena	

Amabilidad	

Comprensión	

Empa[a	

El	coraje	de	afrontar	el	problema	



COMPONENTES	DE	LA	COMPASIÓN	

La	compasión	es	un	proceso	complejo	que	se	va	desplegando	en	la	mente,	el	
corazón	y	el	cuerpo,	que	da	forma	a	nuestras	respuestas	al	sufrimiento	
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the potentially very different outcomes 
that empathic or compassionate 
responses to others’ distress may 
have, it is of great importance to 
understand which factors determine 
the emergence of these different 
social emotions and to know more 
about whether and how such 
emotional responses can be trained 
and changed. 

Psychological perspective 
Although the concepts of empathy 
and compassion have existed for 
many centuries, their scientific 
study is relatively young. The term 
empathy has its origins in the Greek 
word ‘empatheia’ (passion), which is 
composed of ‘en’ (in) and ‘pathos’ 
(feeling). The term empathy was 
introduced into the English language 
following the German notion of 
‘Einfühlung’ (feeling into), which 
originally described resonance with 
works of art and only later was used 
to describe the resonance between 
human beings. The term compassion 
is derived from the Latin origins 
‘com’ (with/together) and ‘pati’ (to 
suffer); it was introduced into the 
English language through the French 
word compassion. In spite of the 
philosophical interest for empathy and 
the fundamental role that compassion 
plays in most religions and secular 
ethics, it was not until the late 20th 
century that researchers from social 
and developmental psychology 
started to study these phenomena 
scientifically.

According to this line of 
psychological research, an empathic 
response to suffering can result in 
two kinds of reactions: empathic 

Empathy and 
compassion
Tania Singer1,*  
and Olga M. Klimecki2,3,4

As humans we are a highly social 
species: in order to coordinate our 
joint actions and assure successful 
communication, we use language 
skills to explicitly convey information 
to each other, and social abilities 
such as empathy or perspective 
taking to infer another person’s 
emotions and mental state. The 
human cognitive capacity to draw 
inferences about other peoples’ 
beliefs, intentions and thoughts has 
been termed mentalizing, theory of 
mind or cognitive perspective taking. 
This capacity makes it possible, for 
instance, to understand that people 
may have views that differ from our 
own. Conversely, the capacity to 
share the feelings of others is called 
empathy. Empathy makes it possible 
to resonate with others’ positive and 
negative feelings alike — we can thus 
feel happy when we vicariously share 
the joy of others and we can share 
the experience of suffering when we 
empathize with someone in pain. 
Importantly, in empathy one feels with 
someone, but one does not confuse 
oneself with the other; that is, one still 
knows that the emotion one resonates 
with is the emotion of another. If this 
self–other distinction is not present, 
we speak of emotion contagion, a 
precursor of empathy that is already 
present in babies.

While shared happiness certainly 
is a very pleasant state, the sharing 
of suffering can at times be difficult, 
especially when the self–other 
distinction becomes blurred. Such 
a form of shared distress can be 
especially challenging for persons 
working in helping professions, such 
as doctors, therapists, and nurses. 
In order to prevent an excessive 
sharing of suffering that may turn 
into distress, one may respond to the 
suffering of others with compassion. 
In contrast to empathy, compassion 
does not mean sharing the suffering 
of the other: rather, it is characterized 
by feelings of warmth, concern and 
care for the other, as well as a strong 
motivation to improve the other’s 
wellbeing. Compassion is feeling for 
and not feeling with the other. Given 

distress, which is also referred to as 
personal distress; and compassion, 
which is also referred to as empathic 
concern or sympathy (Figure 1). For 
simplicity, we will refer to empathic 
distress and compassion when 
speaking about these two different 
families of emotions. While empathy 
refers to our general capacity to 
resonate with others’ emotional 
states irrespective of their valence — 
positive or negative — empathic 
distress refers to a strong aversive 
and self-oriented response to the 
suffering of others, accompanied 
by the desire to withdraw from a 
situation in order to protect oneself 
from excessive negative feelings. 
Compassion, on the other hand, is 
conceived as a feeling of concern 
for another person’s suffering 
which is accompanied by the 
motivation to help. By consequence, 
it is associated with approach and 
prosocial motivation. 

Research by Daniel Batson and 
Nancy Eisenberg in the fields of 
social and developmental psychology 
confirmed that people who feel 
compassion in a given situation help 
more often than people who suffer 
from empathic distress. Furthermore, 
Daniel Batsons’ work showed that 
the extent to which people feel 
compassion can, for instance, be 
increased by explicitly instructing 
participants to feel with the target 
person. Interestingly, the capacity to 
feel for another person is not only a 
property of a person or a situation, 
but can also be influenced by 
training. 

In order to train social emotions like 
compassion, recent psychological 

Empathy

Compassion Empathic distress

Other-related emotion

Positive feelings: e.g., love

Good health

Approach & prosocial motivation

Self-related emotion

Negative feelings: e.g., stress

Poor health, burnout

Withdrawal & non-social behavior

Current Biology

Figure 1. Compassion and empathic distress. 
Schematic model that differentiates between two empathic reactions to the suffering of others. 
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Plasticity of the socio-emotional 
brain
Despite existing psychological 
findings suggesting the possibility of 
transforming social emotions through 
training, it was only very recently that 
neuroscience began to investigate 
the neural plasticity underlying our 
capacity for empathy and compassion 
(Figure 3A). As usual in plasticity 
research, one begins with cross-
sectional studies which compare 
experts in a given field to novices. In 
the case of studying the malleability 
of the compassionate brain, the 
experts were long-term meditators 
that had trained compassion over 
many years. The results of a study 
conducted by Antoine Lutz and 
Richard Davidson revealed that 
when exposed to distressing sounds, 
expert meditators reveal increased 
activations in middle insula as 
compared to novice meditators. 
These studies were then followed 
by longitudinal designs in which 
meditation-naïve subjects underwent 
short-term training of affective 
capacities. 

In a series of studies performed 
in our lab, for example, the brains 
of meditation-naïve participants 
were scanned before and after 
they underwent either empathy or 
compassion training. During the 
scanning, participants were watching 
short film excerpts depicting others’ 
suffering. Throughout the experiment, 
participants provided self-reports 
on their feelings in response to each 
of these film clips. These studies 
revealed that, in comparison to a 
memory control group, short-term 
compassion training of several days 
was able to increase positive affect 
and activations in a neural network 
usually related to positive emotions 
(spanning medial orbitofrontal cortex 
and striatum; Figure 3B). This finding 
underlines the malleability of social 
emotions as it shows that a short-
term compassion training of several 
days can foster positive feelings and 
related brain activations, even when 
persons are exposed to the distress 
of others. 

Interestingly, this compassion-
related brain network differed from 
the above-mentioned networks 
implicated in empathy for pain 
(encompassing anterior insula and 
anterior middle cingulate cortex). In 
order to formally compare whether 
plasticity involved in empathy training 

differs from plasticity involved in 
compassion training, we conducted 
another longitudinal study in which 
participants first engaged in empathy 
training before receiving compassion 
training in a second step (Figure 3C). 
This study revealed that several 
days of empathy training led to an 
activation increase in insula and 
anterior middle cingulate cortex, 
as well as to an increase in self-
reported negative affect. In contrast, 
subsequent compassion training in 
the same participants could reverse 
this effect by decreasing negative 
affect and increasing positive 

affect. In line with previous results, 
compassion training again led to 
an increase in a non-overlapping 
brain network, including medial 
orbitofrontal cortex and ventral 
striatum (Figure 3C). The comparison 
of the effects of both training regimes 
on observed functional brain plasticity 
thus indicates that empathy and 
compassion training indeed elicited 
changes in differential brain networks 
associated with opposed patterns in 
experienced affect.

Taken together, these results 
underline the important distinction 
between empathy and compassion, 
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Figure 3. Differential neural networks for empathy and compassion.
(A) Training compassion or empathy leads to differential plasticity in neural networks. (B) Com-
passion training compared to memory training augments activations in ventral tegmental area/
substantia nigra (VTA/SN), medial orbitofrontal cortex (mOFC), and striatum, the latter span-
ning globus pallidus (GP) and putamen (Put). (C) Empathy training (in blue) leads to increased 
activations in anterior insula (AI) and anterior middle cingulate cortex (aMCC), while subse-
quent compassion training (in red) augments activations in medial orbitofrontal cortex (mOFC), 
subgenual anterior cingulate cortex (sgACC) and the ventral striatum/nucleus accumbens (VS, 
NAcc). Original brain data in (B) and (C) adapted with permission from Klimecki et al. (2013).

EMPATÍA	(finita)	no	es	COMPASIÓN	(infinita)	



El	coste	de	cuidar:	
FaPga	x	compasión	(Desgaste	por	empa]a)	

“Quien	da	luz	debe	soportar	las	quemaduras”	(Victor	Frankl)	



TRES	FLUJOS	(interdependientes)	DE	LA	COMPASIÓN	

Un modelo de compasión-más-grande-
que-uno-mismo para el gran sufrimiento

Autocompasión

Recibir 
Compasión

Ofrecer 
Compasión

Compasión-más-grande-que-uno-mismo  

Compasión	sabia	y	sostenible	(“brillo	cálido”)	



UN	GESTO	COMPASIVO	CON	UNO	MISMO	EN	LO	COTIDIANO:		
LA	PAUSA	DE	LOS	TRES	PASOS	

1º			PARAR	EL	“PILOTO	AUTOMÁTICO”	
Adopta	 una	 postura	 de	 pie,	 sentad@	 o	 tumbad@	 con	 la	
intención	 de	 estar	 atent@.	 Presta	 atención	 a	 sensaciones,	
emociones	 y	 pensamientos	 con	 apertura	 y	 curiosidad	 notando	
como	te	sientes,	tal	vez	eOquetando	pensamientos	como	planes,	
recuerdos,	preocupaciones,	etc	

2º			PONER	LA	ATENCIÓN	EN	UN	ANCLAJE	
Dirige	la	atención	al	presente,	por	ejemplo,	prestando	atención	
a	 las	 sensaciones	 csicas	 asociadas	 con	 la	 respiración	 (nariz,	
abdomen)	 o	 las	 sensaciones	 de	 contacto	 de	 los	 pies	 con	 el	
suelo. 

3º			EXPANDIR	EL	CAMPO	DE	CONCIENCIA 
	 Incluyendo	 el	 cuerpo	 como	 un	 todo	 y	 especialmente	 zonas	
dónde	haya	sensaciones	de	tensión	o	Orantez.	Manteniendo	la	
mente	 abierta	 para	 incluir	 imágenes	 y	 sonidos,	 y	 reconecta	
amablemente	 con	 tu	 experiencia	 del	 momento,	 en	 el	 aquí	 y	
ahora. 



CUIDADOS	COMPASIVOS	



	COMPASIÓN	HACIA	
LOS	PACIENTES	

1.  Escuchar	atentamente	
2.  Hacer	contacto	visual	
3.  Tocar	
4.  Ofrecer	tranquilidad	verbalmente	
5.  Estar	fsica	y	conscientemente	presente	
6.  Centrarse	en	el	paciente	
7.  Estar	emocionalmente	abierto	y	disponible	
8.  Tener	en	cuenta	las	diferencias	culturales	



Los	cuidados	compasivos	aumentan	la	Supervivencia		
T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

n engl j med 363;8 nejm.org august 19, 2010 733

original article

Early Palliative Care for Patients with 
Metastatic Non–Small-Cell Lung Cancer
Jennifer S. Temel, M.D., Joseph A. Greer, Ph.D., Alona Muzikansky, M.A.,  

Emily R. Gallagher, R.N., Sonal Admane, M.B., B.S., M.P.H.,  
Vicki A. Jackson, M.D., M.P.H., Constance M. Dahlin, A.P.N.,  

Craig D. Blinderman, M.D., Juliet Jacobsen, M.D., William F. Pirl, M.D., M.P.H.,  
J. Andrew Billings, M.D., and Thomas J. Lynch, M.D.

From Massachusetts General Hospital, 
Boston (J.S.T., J.A.G., A.M., E.R.G., V.A.J., 
C.M.D., J.J., W.F.P., J.A.B.); the State Uni-
versity of New York, Buffalo (S.A.); Adult 
Palliative Medicine, Department of Anes-
thesiology, Columbia University Medical 
Center, New York (C.D.B.); and Yale Uni-
versity, New Haven, CT (T.J.L.). Address 
reprint requests to Dr. Temel at Massa-
chusetts General Hospital, 55 Fruit St., 
Yawkey 7B, Boston, MA 02114, or at 
 jtemel@partners.org.

N Engl J Med 2010;363:733-42.
Copyright © 2010 Massachusetts Medical Society.

A bs tr ac t

Background
Patients with metastatic non–small-cell lung cancer have a substantial symptom 
burden and may receive aggressive care at the end of life. We examined the effect 
of introducing palliative care early after diagnosis on patient-reported outcomes 
and end-of-life care among ambulatory patients with newly diagnosed disease.

Methods
We randomly assigned patients with newly diagnosed metastatic non–small-cell 
lung cancer to receive either early palliative care integrated with standard onco-
logic care or standard oncologic care alone. Quality of life and mood were assessed 
at baseline and at 12 weeks with the use of the Functional Assessment of Cancer 
Therapy–Lung (FACT-L) scale and the Hospital Anxiety and Depression Scale, re-
spectively. The primary outcome was the change in the quality of life at 12 weeks. 
Data on end-of-life care were collected from electronic medical records.

Results
Of the 151 patients who underwent randomization, 27 died by 12 weeks and 107 
(86% of the remaining patients) completed assessments. Patients assigned to early 
palliative care had a better quality of life than did patients assigned to standard 
care (mean score on the FACT-L scale [in which scores range from 0 to 136, with 
higher scores indicating better quality of life], 98.0 vs. 91.5; P = 0.03). In addition, 
fewer patients in the palliative care group than in the standard care group had 
depressive symptoms (16% vs. 38%, P = 0.01). Despite the fact that fewer patients in 
the early palliative care group than in the standard care group received aggressive 
end-of-life care (33% vs. 54%, P = 0.05), median survival was longer among patients 
receiving early palliative care (11.6 months vs. 8.9 months, P = 0.02).

Conclusions
Among patients with metastatic non–small-cell lung cancer, early palliative care led 
to significant improvements in both quality of life and mood. As compared with 
patients receiving standard care, patients receiving early palliative care had less 
aggressive care at the end of life but longer survival. (Funded by an American 
Society of Clinical Oncology Career Development Award and philanthropic gifts; 
ClinicalTrials.gov number, NCT01038271.)
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Discussion

This study shows the effect of palliative care 
when it is provided throughout the continuum of 
care for advanced lung cancer. Early integration 
of palliative care with standard oncologic care in 
patients with metastatic non–small-cell lung can-
cer resulted in survival that was prolonged by ap-
proximately 2 months and clinically meaningful 
improvements in quality of life and mood. More-
over, this care model resulted in greater docu-
mentation of resuscitation preferences in the 
outpatient electronic medical record, as well as 
less aggressive care at the end of life. Less ag-
gressive end-of-life care did not adversely affect 
survival. Rather, patients receiving early pallia-
tive care, as compared with those receiving stan-
dard care alone, had improved survival. Previous 
data have shown that a lower quality of life and 
depressed mood are associated with shorter sur-
vival among patients with metastatic non–small-
cell lung cancer.25-27 We hypothesize that im-
provements in both of these outcomes among 
patients assigned to early palliative care may ac-

count for the observed survival benefit. In addi-
tion, the integration of palliative care with stan-
dard oncologic care may facilitate the optimal 
and appropriate administration of anticancer 
therapy, especially during the final months of 
life. With earlier referral to a hospice program, 
patients may receive care that results in better 
management of symptoms, leading to stabiliza-
tion of their condition and prolonged survival. 
These hypotheses require further study.

Improving quality of life and mood in patients 

Figure 1. Mean Change in Quality-of-Life Scores  
from Baseline to 12 Weeks in the Two Study Groups.

Quality of life was assessed with the use of the Func-
tional Assessment of Cancer Therapy–Lung (FACT-L) 
scale, on which scores range from 0 to 136, with higher 
scores indicating a better quality of life; the lung-cancer 
subscale (LCS) of the FACT-L scale, on which scores 
range from 0 to 28, with higher scores indicating fewer 
symptoms; and the Trial Outcome Index (TOI), which 
is the sum of the scores on the LCS and the physical 
well-being and functional well-being subscales of the 
FACT-L scale (scores range from 0 to 84, with higher 
scores indicating a better quality of life). With study 
group as the independent variable, two-sided indepen-
dent-samples Student’s t-tests showed a trend toward 
a significant between-group difference in the mean 
(±SD) change in scores from baseline to week 12 on 
the FACT-L scale (−0.4±13.8 in the standard care group 
vs. 4.2±13.8 in the palliative care group; difference be-
tween groups, 4.6; 95% confidence interval [CI], −0.8 
to 9.9; P = 0.09) (Panel A), no significant between-
group difference in the mean change in scores on the 
LCS (0.3±4.0 and 0.8±3.6 in the two groups, respective-
ly; difference between groups, 0.5; 95% CI, −1.0 to 2.0; 
P = 0.50) (Panel B), and a significant between-group 
difference in the mean change in scores on the TOI 
(−2.3±11.4 vs. 2.3±11.2; difference  between groups, 4.6; 
95% CI, 0.2 to 8.9; P = 0.04) (Panel C). Data are from 
the 47 patients in the standard care group and the 60 
patients in the palliative care group who completed the 
12-week assessments. I bars indicate 95% confidence 
intervals.
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with metastatic non–small-cell lung cancer is a 
formidable challenge, given the progressive na-
ture of the illness.28 The improvement we ob-
served in the quality of life among patients as-
signed to early palliative care, as indicated by a 
mean change in the TOI score by 12 weeks that 
was approximately 5 points higher in the pallia-
tive care group than in the standard care group, 
is similar to the improvement in the quality of 
life that has been observed among patients who 
have a response to cisplatin-based chemothera-
py.29 Most studies show that there is a deteriora-

tion in the quality of life over time, which is 
consistent with the results in the standard care 
group in our study.30-32 Despite similar cancer 
therapies in our two study groups, the patients 
assigned to early palliative care had an improved 
quality of life, as compared with those receiving 
standard care. Rates of depression also differed 
significantly between the groups, with approxi-
mately half as many patients in the palliative care 
group as in the standard care group reporting 
clinically significant depressive symptoms on the 
HADS, and this effect was not due to a between-
group difference in the use of antidepressant 
agents.

To date, evidence supporting a benefit of pal-
liative care is sparse, with most studies having 
notable methodologic weaknesses, especially with 
respect to quality-of-life outcomes.8 One study 
with sufficient power to examine quality-of-life 
outcomes showed that among patients receiving 
radiation therapy, a multidisciplinary intervention 
focused on education, behavioral modification, 
and coping style resulted in improvements in the 
quality of life.33 A recent study showed that Proj-
ect ENABLE (Educate, Nurture, Advise, Before Life 
Ends), a telephone-based, psychoeducational pro-
gram for patients with advanced cancer, signifi-
cantly improved both quality of life and mood.34 
However, the percentage of patients who com-
pleted the study assessments was somewhat low, 
and the study did not use a traditional palliative 
care model.

Our study also showed that early outpatient 
palliative care for patients with advanced cancer 
can alter the use of health care services, including 
care at the end of life. Other studies of outpa-
tient palliative care have failed either to investi-
gate these outcomes or to show an effect on the 
use of resources.5,34,35 In our trial, significantly 
more patients in the group assigned to early pal-
liative care than in the standard care group had 
resuscitation preferences documented in the out-
patient electronic medical record, an essential 
step in clarifying and ensuring respect for pa-
tients’ wishes about their care at the end of 
life.36 Early introduction of palliative care also 
led to less aggressive end-of-life care, including 
reduced chemotherapy and longer hospice care. 
Given the trends toward aggressive and costly 
care near the end of life among patients with 
cancer, timely introduction of palliative care may 
serve to mitigate unnecessary and burdensome 
personal and societal costs.20,37

Figure 2. Twelve-Week Outcomes of Assessments  
of Mood.

Depressive symptoms were assessed with the use of 
the Hospital Anxiety and Depression Scale (HADS), 
which consists of two subscales, one for symptoms  
of anxiety (HADS-A) and one for symptoms of depres-
sion (HADS-D) (subscale scores range from 0, indi-
cating no distress, to 21, indicating maximum distress; 
a score higher than 7 on either HADS subscale is con-
sidered to be clinically significant) and with the use of 
the Patient Health Questionnaire 9 (PHQ-9). The PHQ-9 
is a nine-item measure that evaluates symptoms of 
major depressive disorder according to the criteria  
of the fourth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV). A major depres-
sive syndrome was diagnosed if a patient reported at 
least five of the nine symptoms of depression on the 
PHQ-9, with one of the five symptoms being either 
 anhedonia or depressed mood. Symptoms had to be 
present for more than half the time, except for the 
symptom of suicidal thoughts, which was included in 
the diagnosis if it was present at any time. The percent-
ages of patients with mood symptoms, assessed on the 
basis of each of these measures, in the group assigned 
to standard treatment and the group assigned to early 
palliative care, respectively, are as follows: HADS-D, 
38% (18 of 47 patients) versus 16% (9 of 57), P = 0.01; 
HADS-A, 30% (14 of 47 patients) and 25% (14 of 57), 
respectively; P = 0.66; and PHQ-9, 17% (8 of 47 patients) 
versus 4% (2 of 57); P = 0.04. The analyses were per-
formed with the use of a two-sided Fisher’s exact test.
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Discussion

This study shows the effect of palliative care 
when it is provided throughout the continuum of 
care for advanced lung cancer. Early integration 
of palliative care with standard oncologic care in 
patients with metastatic non–small-cell lung can-
cer resulted in survival that was prolonged by ap-
proximately 2 months and clinically meaningful 
improvements in quality of life and mood. More-
over, this care model resulted in greater docu-
mentation of resuscitation preferences in the 
outpatient electronic medical record, as well as 
less aggressive care at the end of life. Less ag-
gressive end-of-life care did not adversely affect 
survival. Rather, patients receiving early pallia-
tive care, as compared with those receiving stan-
dard care alone, had improved survival. Previous 
data have shown that a lower quality of life and 
depressed mood are associated with shorter sur-
vival among patients with metastatic non–small-
cell lung cancer.25-27 We hypothesize that im-
provements in both of these outcomes among 
patients assigned to early palliative care may ac-

count for the observed survival benefit. In addi-
tion, the integration of palliative care with stan-
dard oncologic care may facilitate the optimal 
and appropriate administration of anticancer 
therapy, especially during the final months of 
life. With earlier referral to a hospice program, 
patients may receive care that results in better 
management of symptoms, leading to stabiliza-
tion of their condition and prolonged survival. 
These hypotheses require further study.

Improving quality of life and mood in patients 

Figure 1. Mean Change in Quality-of-Life Scores  
from Baseline to 12 Weeks in the Two Study Groups.

Quality of life was assessed with the use of the Func-
tional Assessment of Cancer Therapy–Lung (FACT-L) 
scale, on which scores range from 0 to 136, with higher 
scores indicating a better quality of life; the lung-cancer 
subscale (LCS) of the FACT-L scale, on which scores 
range from 0 to 28, with higher scores indicating fewer 
symptoms; and the Trial Outcome Index (TOI), which 
is the sum of the scores on the LCS and the physical 
well-being and functional well-being subscales of the 
FACT-L scale (scores range from 0 to 84, with higher 
scores indicating a better quality of life). With study 
group as the independent variable, two-sided indepen-
dent-samples Student’s t-tests showed a trend toward 
a significant between-group difference in the mean 
(±SD) change in scores from baseline to week 12 on 
the FACT-L scale (−0.4±13.8 in the standard care group 
vs. 4.2±13.8 in the palliative care group; difference be-
tween groups, 4.6; 95% confidence interval [CI], −0.8 
to 9.9; P = 0.09) (Panel A), no significant between-
group difference in the mean change in scores on the 
LCS (0.3±4.0 and 0.8±3.6 in the two groups, respective-
ly; difference between groups, 0.5; 95% CI, −1.0 to 2.0; 
P = 0.50) (Panel B), and a significant between-group 
difference in the mean change in scores on the TOI 
(−2.3±11.4 vs. 2.3±11.2; difference  between groups, 4.6; 
95% CI, 0.2 to 8.9; P = 0.04) (Panel C). Data are from 
the 47 patients in the standard care group and the 60 
patients in the palliative care group who completed the 
12-week assessments. I bars indicate 95% confidence 
intervals.
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Our study has several advantages over previ-
ous studies, in which investigators have often re-
lied on referrals to palliative care instead of us-
ing a recruitment approach designed to obtain a 
representative sample.5,35 Because all patients with 
a new diagnosis of metastatic non–small-cell 
lung cancer were eligible for enrollment in our 
study, we extended the generalizability of our 
findings. Another strength of our trial was the 
low rate of loss to follow-up and the high per-
centage of participants who completed the study 
assessments. In addition, the dropout rate by 
week 12 was less than 1%, further supporting 
the feasibility and acceptability of early palliative 
care. Finally, the trial was adequately powered to 
detect changes in both quality of life and mood, 
and we prospectively collected data on end-of-
life care.

Several limitations of the study deserve men-
tion. It was performed at a single, tertiary care 
site with a specialized group of thoracic oncol-
ogy providers and palliative care clinicians, there-
by limiting generalization of the results to other 
care settings or patients with other types of 
cancer. In addition, because the sample lacked 
diversity with respect to race and ethnic group, 
we were unable to assess the effect of these 
important factors on study outcomes. Although 
we used a randomized, controlled design, both 
the patients and the clinicians were aware of the 
study assignments. To account for possible in-
fluences of care that are not specific to the pal-
liative care provided, follow-up investigations 
should include a control group that receives a 
similar amount of attention. In addition, we did 
not deny palliative care consultations to partici-
pants receiving standard care, and a small minor-
ity of patients in the standard care group was 
seen by the palliative care team. The data from 
these patients were analyzed with the data from 
their assigned study group (standard care), a fac-
tor that may have diluted our findings. Finally, 
carrying the last observation forward for all miss-
ing data in the intention-to-treat analyses is a 
conservative approach; therefore, the actual treat-
ment effect of early palliative care may be greater 
than we report.

Early integration of palliative care for patients 
with metastatic non–small-cell lung cancer is a 
clinically meaningful and feasible care model 
that has effects on survival and quality of life 
that are similar to the effects of first-line chemo-
therapy in such patients.28,38,39 As compared with 

the study participants who received standard 
care, those who were assigned to early palliative 
care had improved mood, more frequent docu-
mentation of resuscitation preferences, and less 
aggressive end-of-life care. Although our find-
ings must be replicated in a variety of care set-
tings and cancer populations, the results none-
theless offer great promise for alleviating distress 
in patients with metastatic disease and address-
ing critical concerns regarding the use of health 
care services at the end of life.
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Figure 3. Kaplan–Meier Estimates of Survival According to Study Group.

Survival was calculated from the time of enrollment to the time of death,  
if it occurred during the study period, or to the time of censoring of data on 
December 1, 2009. Median estimates of survival were as follows: 9.8 months 
(95% confidence interval [CI], 7.9 to 11.7) in the entire sample (151 patients), 
11.6 months (95% CI, 6.4 to 16.9) in the group assigned to early palliative 
care (77 patients), and 8.9 months (95% CI, 6.3 to 11.4) in the standard 
care group (74 patients) (P = 0.02 with the use of the log-rank test). After 
adjustment for age, sex, and baseline Eastern Cooperative Oncology Group 
performance status, the group assignment remained a significant predictor 
of survival (hazard ratio for death in the standard care group, 1.70; 95% CI, 
1.14 to 2.54; P = 0.01). Tick marks indicate censoring of data.
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A bs tr ac t

Background
Patients with metastatic non–small-cell lung cancer have a substantial symptom 
burden and may receive aggressive care at the end of life. We examined the effect 
of introducing palliative care early after diagnosis on patient-reported outcomes 
and end-of-life care among ambulatory patients with newly diagnosed disease.

Methods
We randomly assigned patients with newly diagnosed metastatic non–small-cell 
lung cancer to receive either early palliative care integrated with standard onco-
logic care or standard oncologic care alone. Quality of life and mood were assessed 
at baseline and at 12 weeks with the use of the Functional Assessment of Cancer 
Therapy–Lung (FACT-L) scale and the Hospital Anxiety and Depression Scale, re-
spectively. The primary outcome was the change in the quality of life at 12 weeks. 
Data on end-of-life care were collected from electronic medical records.

Results
Of the 151 patients who underwent randomization, 27 died by 12 weeks and 107 
(86% of the remaining patients) completed assessments. Patients assigned to early 
palliative care had a better quality of life than did patients assigned to standard 
care (mean score on the FACT-L scale [in which scores range from 0 to 136, with 
higher scores indicating better quality of life], 98.0 vs. 91.5; P = 0.03). In addition, 
fewer patients in the palliative care group than in the standard care group had 
depressive symptoms (16% vs. 38%, P = 0.01). Despite the fact that fewer patients in 
the early palliative care group than in the standard care group received aggressive 
end-of-life care (33% vs. 54%, P = 0.05), median survival was longer among patients 
receiving early palliative care (11.6 months vs. 8.9 months, P = 0.02).

Conclusions
Among patients with metastatic non–small-cell lung cancer, early palliative care led 
to significant improvements in both quality of life and mood. As compared with 
patients receiving standard care, patients receiving early palliative care had less 
aggressive care at the end of life but longer survival. (Funded by an American 
Society of Clinical Oncology Career Development Award and philanthropic gifts; 
ClinicalTrials.gov number, NCT01038271.)
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el	currículo	de	toda	profesión	que	implique	la	

relación	con	otros”				(Gonzalo	Brito)	


