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/ABSTRACT

Background. The early integration of supportive care in
oncology improves patient-centered outcomes. However,
data are lacking regarding how to achieve this in resource-
limited settings. We studied whether patient navigation
increased access to multidisciplinary supportive care among
Mexican patients with advanced cancer.

Materials and Methods. This randomized controlled trial
was conducted between August 2017 and April 2018 at a
public hospital in Mexico City. Patients aged 218 years with
metastatic tumors <6 weeks from diagnosis were random-
ized (1:1) to a patient navigation intervention or usual care.
Patients randomized to patient navigation received personal-
ized supportive care from a navigator and a multidisciplinary
team. Patients randomized to usual care obtained supportive
care referrals from treating oncologists. The primary out-
come was the implementation of supportive care interven-
tions at 12 weeks. Secondary outcomes included advance

directive completion, supportive care needs, and quality
of life.

Results. One hundred thirty-four patients were randomized:
67 to patient navigation and 67 to usual care. Supportive
care interventions were provided to 74% of patients in the
patient navigation arm versus 24% in usual care (difference
0.50, 95% confidence interval [Cl] 0.34-0.62; p < .0001). In
the patient navigation arm, 48% of eligible patients com-
pleted advance directives, compared with 0% in usual care
(p < .0001). At 12 weeks, patients randomized to patient
navigation had less moderate/severe pain (10% vs. 33%; dif-
ference 0.23, 95% CI 0.07-0.38; p = .006), without differ-
ences in quality of life between arms.

Conclusion. Patient navigation improves access to early sup-
portive care, advance care planning, and pain for patients
with advanced cancer in resource-limited settings. The
Oncologist 2021;26:157-164

Implications for Practice: The early implementation of supportive care in oncology is recommended by international guide-
lines, but this might be difficult to achieve in resource-limited settings. This randomized clinical trial including 134 Mexican
patients with advanced cancer demonstrates that a multidisciplinary patient navigation intervention can improve the early
access to supportive and palliative care interventions, increase advance care planning, and reduce symptoms compared with
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usual oncologist-guided care alone. These results demonstrate that patient navigation represents a potentially useful solu-
tion to achieve the adequate implementation of supportive and palliative care in resource-limited settings globally.

INTRODUCTION

Palliative care can improve the quality of life (QolL) of
patients through the prevention and relief of suffering by
managing pain and other physical, psychosocial, and spiritual
problems [1]. Approximately 17 million people with cancer
are in need of supportive and palliative care, of whom almost
80% live in low- and middle-income countries (LMIC) [2]. The
early provision of palliative care can improve QoL, symptoms,
advance care planning, and survival among patients with
advanced cancer, and the American Society of Clinical Oncol-
ogy (ASCO), among others, has recommended implementing
multidisciplinary specialized supportive and palliative care
early in the course of the disease [1, 3-6]. Unfortunately, this
early integration of supportive and palliative care seldom
happens in LMIC owing to a lack of training and infrastruc-
ture, and most palliative care interventions are provided near
the end of life [7, 8]. In Mexico, as in other LMIC, less than
50% of patients with advanced cancer receive supportive
care consultations and have discussions regarding end-of-life
care and advance care planning in the first year after diagno-
sis [9]. This leads to late referrals to palliative care services,
with an average time from first palliative care visit to death
of approximately 14 days [9].

Novel strategies are needed in order to achieve the early
integration of supportive and palliative care into everyday
oncology practice [10]. One potential solution is patient navi-
gation, which can improve access to cancer care across vari-
ous settings, including screening, diagnosis, and treatment
[5, 11]. A patient navigator (PN) can be a lay health worker
or a professional health worker, like a nurse, psychologist, or
social worker, who assists patients in overcoming barriers to
care. Although patient navigation has been tested as a tool
to improve specific aspects of supportive care (such as
advance directives [AD] completion) in LMIC and among dis-
advantaged populations in high-income countries (HIC), it
has not been used to improve the coordinated and early
delivery of multidisciplinary supportive and palliative care
interventions in resource-limited settings [12].

In this randomized controlled trial (RCT), we examined
whether a PN-led multidisciplinary intervention could improve
early access to multidisciplinary generalist supportive and pal-
liative care among Mexican patients with metastatic solid
tumors compared with usual oncological care alone. In addi-
tion, we explored if the intervention led to improvements in
symptoms, Qol, and engagement in advance care planning.

MATERIALS AND METHODS

Study Design

This RCT included patients with metastatic solid tumors from
the oncology clinics at Instituto Nacional de Ciencias Médicas
y Nutricién Salvador Zubiran (INCMNSZ), a public hospital in
Mexico City. The study was conducted in accordance with
Good Clinical Practice guidelines. The study protocol was

© 2020 AlphaMed Press

approved by INCMNSZ’s Institutional Review Board, and the
trial was registered in Clinicaltrials.gov (NCT03293849).

Participants

Eligible patients were aged >18 years, had diagnosis of meta-
static solid tumors, spoke Spanish, and were < 6 weeks from
diagnosis. Consecutive patients fulfilling inclusion criteria were
approached by research assistants, and written informed con-
sent was obtained from all participants. We excluded patients
with hematological malignancies, as well as those planning to
undergo treatment at another institution.

Randomization

After completing informed consent, patients were random-
ized in a 1:1 fashion to the PN-led supportive care multi-
disciplinary intervention or usual oncological care alone.
Randomization was conducted using a random-number table
without stratification or blocking. The allocation sequence
was available only to one of the researchers and was
unknown to those undertaking the recruitment process.
Owing to the type of interventions, blinding of participants
and/or researchers was not possible.

Procedures

After randomization, patients completed a series of validated
guestionnaires using an electronic tablet with help from a
research assistant. The questionnaires were administered in
a private room at the oncology clinic once the patients were
aware of their diagnosis. Sociodemographic data and barriers
for accessing health care (such as financial, transportation, or
caregiving issues) were obtained. All patients completed the
Spanish versions of the Functional Assessment of Cancer
Therapy — General (FACT-G) QoL questionnaire and the
Patient Health Questionnaire-2 (PHQ-2) depression screenet,
and the Palliative Performance Scale (PPS, which provides an
estimation of life expectancy) was calculated [13-15].
FACT-G includes 27 five-point Likert-type questions in four
subscales: Physical, Social/Family, Emotional, and Functional
Well-Being [13]. Depending on answers to specific FACT-G
guestions, patients completed additional questionnaires
assessing various symptoms such as pain, caregiver burden,
depression, and anxiety (Fig. 1A) [14, 16-18]. “Triggers” for
additional questionnaires were predefined by supportive and
palliative care experts before study initiation, taking into
account actionable symptoms and international guidelines.
Patients aged =65 years completed the G8 screening tool,
designed to determine which older adults with cancer
require additional geriatric assessments [19].

Assessments from patients in both groups were provided
to the PN (a psychologist with training in patient navigation
and palliative care), who reviewed, summarized, and pres-
ented them at weekly 1-hour meetings with a multidisciplinary
team composed of an oncologist, a pain and palliative care
physician, a psychologist, and a physical therapist. After
reviewing the assessments, a written personalized intervention
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Figure 1. Assessments and interventions utilized for the study. (A): Initial assessments and subsequent questionnaires, including
triggers for their use. (B): The set of suggested interventions and referrals included in the personalized plan created after the multi-

disciplinary team meeting.

Abbreviations: FACT-G, Functional Assessment of Cancer Therapy-General; GAD-7, General Anxiety Disorder-7; PHQ-2, Patient
Health Questionnaire-2; PHQ-9, Patient Health Questionnaire-9; PPS, Palliative Performance Scale.

plan was designed taking into account each patient’s specific
needs (Fig. 1B). Patients with a life expectancy of <6 months
according to the PPS were deemed candidates for completing
AD in accordance with Mexican law, which allows patients with
limited life expectancy to sign AD without a notary public [20].
Patients allocated to the PN-led intervention met with
the PN during a clinical visit following the multidisciplinary
team meeting. The personalized intervention plan was pres-
ented and explained to the patient and his/her relatives, and
the PN arranged for interventions, which were accepted by
the patient to take place on the same day as oncology visits
and/or treatment appointments. During the first visit, the PN
addressed barriers for accessing health care (including trans-
portation, financial constraints, fear, communication issues,
etc.) and provided information and resources to overcome
them. In addition, the PN explored prognostic understanding,
helped clarify treatment goals, and provided assistance with
medical decision-making. At the first subsequent visit, the PN
discussed advance care planning and attempted to obtain a
written AD from eligible patients. The PN followed up with
the patients telephonically once per week in order to detect
new barriers or issues. Specific interventions aimed at
addressing the patients’ symptoms and supportive care
needs were up to each of the multidisciplinary team mem-
bers, and no fixed number of appointments was mandated.
Patients allocated to usual oncological care alone did not
meet with the PN and received care from their treating
oncologist, who was responsible for assessing symptoms and
supportive care needs and for undertaking necessary refer-
rals. As per the usual care at INCMNSZ, patients are not rou-
tinely evaluated by supportive care professionals, the
existing palliative care service is only available on demand
and not exclusive for patients with cancer, and patients with
a limited life expectancy do not routinely complete AD [9].
The treating oncologist was not provided information regard-
ing the multidisciplinary team meeting, the questionnaires,
or the personalized intervention plan. Patients with severe
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pain and/or suicidal ideation were reported to the treating
oncologist and offered interventions.

At 12 weeks’ follow-up, patients completed the same set
of questionnaires during a clinic visit with the help of a
research assistant. The PN once again presented this informa-
tion at the multidisciplinary team meeting, and additional
interventions were proposed as needed. At this time, patients
randomized to usual oncological care alone were able to
receive multidisciplinary supportive and palliative care inter-
ventions from the PN and the multidisciplinary team in the
same way as patients randomized to the PN-led intervention.

Outcomes
The primary outcome was the implementation of supportive
and palliative care interventions, defined as the proportion of
patients who agreed to participate, completed initial assess-
ments, met with the PN to discuss advance care planning, and
obtained the recommended interventions within 12 weeks
from enrollment. This measure of intervention delivery and
process outcome was chosen in order to assess the feasibility
of providing early supportive care through patient navigation,
in accordance with ASCO guidelines [6, 7, 10].
Protocol-specified secondary outcomes reported here
include rate of implementation of each supportive and palli-
ative care intervention; rate of AD completion; differences
in QoL between groups at 12 weeks; and differences in sup-
portive care needs between groups at 12 weeks. Additional
endpoints not reported here include health care use, che-
motherapy use at the end of life, and survival.

Statistical Analysis

With 61 patients per arm, the study had an 80% power to
detect a 25% difference in implementation of supportive
care interventions between arms (considering a predicted
proportion of 55% in the usual oncological care alone arm)
with a two-sided o of 0.05.

© 2020 AlphaMed Press
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Figure 2. CONSORT diagram.

Descriptive statistics were used to estimate frequencies,
means, and SDs. Differences between groups in access to
supportive care interventions, AD completion, and support-
ive care needs were assessed using two-sided Fisher’s exact
tests, chi-squared test, and 95% confidence intervals (Cls) for
categorical variables. Independent-samples Student’s t test
was used to assess continuous variables, including the com-
parison of QoL measurements between the two groups at
12 weeks.

For QoL measurements, we used the total FACT-G score
(0-100), as well as each subscale’s score (0-25). We used
changes in FACT-G scores from baseline to 12 weeks to cate-
gorize patients into those with worsening QoL (210-point
decrease), improvement in QoL (26-point increase), and min-
imal/no change (between <10-point decrease and < 5-point
increase) [21].

All analyses were performed using STATA software, ver-
sion 15.1 (StataCorp, College Station, TX).

RESULTS

Patient Characteristics
Between August 4, 2017, and April 20, 2018, 134 patients
were enrolled in the study, and 133 were analyzed for the

© 2020 AlphaMed Press

r [ Allocation ] v
Allocated to Patient Navigation (n = 67) Allocated to usual oncological care (n = 67)
+ Received allocated intervention (n = 66) + Received allocated intervention (n = 67)
+ Did not receive allocated intervention (not

metastatic) (n = 1)
y [ Follow-Up ] v
o J

Died during follow-up (n = 14) Died during follow-up (n = 16)
Lost to follow-up (abandoned institution) (n = 2) Lost to follow-up (abandoned institution) (n = 5)

v [ AnaIVSiS ] A4
Analyzed for primary outcome (n = 66) Analyzed for primary outcome (n = 67)
+ Excluded from analysis (not metastatic)
(n=1)

Completed follow-up questionnaires and

Completed follow-up questionnaires and analyzed for secondary outcomes (n = 46)
analyzed for secondary outcomes (n = 50)

primary outcome (Fig. 2). Baseline patient characteristics
and supportive and palliative care needs are shown in
Table 1. Among included patients, 78% (n = 105) reported
at least one barrier for accessing supportive care, with a
median number of patient-reported barriers of one (range
0-8). The most common barriers were financial constraints
(63%, n = 83), beliefs associated with cancer and its treat-
ment (38%, n =50), transportation-related issues (29%,
n = 38), fear (24%, n = 31), and distance to the treatment
center (22%, n = 29). Thirty patients died within the first
12 weeks (14 in the PN-led intervention arm vs. 16 in the
usual oncological care alone arm, p = .185) and 7 were lost
to follow-up (2 in the PN-led intervention arm vs. 5 in the
usual oncological care alone arm, p = .45). Median follow-
up was 89.5 days (range 7-112 days). Ninety-six patients
completed the 12-week follow-up questionnaires and were
evaluable for secondary outcomes (differences in Qol, sup-
portive and palliative care needs, and symptoms).

Implementation of Supportive and Palliative Care
Interventions

Ninety-four percent of patients assigned to the PN-led inter-
vention (n = 62, 95% Cl 85%—98%) met with the PN to dis-
cuss advance care planning and supportive and palliative

Oncologist
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Table 1. Baseline patient characteristics, supportive and palliative care needs, and quality of life

Characteristic Patient navigation (n = 66) Usual care (n = 67)
Mean age, years (SD) 61.8 (14.2) 59.2 (13.1)
Gender, male, n (%) 35 (53) 34 (51)
Lives in rural area, n (%) 6 (9) 8 (12)
Unemployed/self-employed, n (%) 50 (76) 45 (67)
Uninsured, n (%) 58 (88) 60 (90)
Monthly income <$600 USD, n (%) 28 (43) 41 (61)
Educational level, n (%)

Middle school or less 30 (45) 27 (40)

High school or higher 36 (55) 40 (60)
Tumor types, n (%)

Hepatopancreatobiliary 21 (32) 23 (34)

Other gastrointestinal 17 (26) 13 (20)

Genitourinary 10 (15) 10 (15)

Breast 5(7) 7 (11)

Gynecological 2(3) 3(4)

Lung 2(3) 2 (3)

Others 9 (14) 9 (13)
Supportive and palliative care needs and symptoms, n (%)

Moderate/severe pain 28 (42) 32 (47)

Screening positive for depression or anxiety 51 (77) 51 (75)

Suicidal ideation 3 (5) 0 (0)

Moderate/severe fatigue 44 (66) 43 (64)

Caregiver burden 19 (29) 12 (18)

Sleep disturbance 39 (59) 40 (60)

Life expectancy <6 months 29 (44) 31 (46)

Geriatric screening positive 21 (32) 16 (24)
Quality of life (FACT-G scores), mean (95% Cl)

Overall 68.9 (64.6-73.2) 67.4 (63.2-71.7)

Physical well-being 19.0 (17.3-20.6) 18.5 (16.9-20.0)

Social/family well-being 19.5 (18.3-20.7) 19.6 (18.2-21.0)

Emotional well-being 15.8 (14.6-16.9) 15.9 (14.7-17.0)

Functional well-being 14.7 (13.1-16.2) 13.5(11.9-15.2)

Abbreviations: Cl, confidence interval; FACT-G, Functional Assessment of Cancer Therapy-General.

Table 2. Implementation of supportive and palliative care interventions in the intention-to-treat population (chi-squared test)

Patient navigation (n = 66)  Usual oncological care (n = 67)  Difference

Interventions Implemented, n (%) Implemented, n (%) (95% ClI) p value
Any §upportivc_e and palliative 49 (74.2) 16 (23.9) 0.50 (0.34-0.62) <.0001
care intervention

Psychology 37 (56.1) 1(1.5) 0.54 (0.41-0.66)  <.0001
Physical and occupational therapy 32 (48.5) 0 (0) 0.48 (0.36-0.60)  <.0001
Pain and palliative care clinic 23 (34.9) 10 (14.9) 0.20 (0.05-0.34) .0078
Geriatrics 17 (25.7) 4 (5.9) 0.20 (0.08-0.32) .0018

Abbreviation: Cl, confidence interval.

care interventions. Median time from recruitment to first whom 49 received at least one, with an implementation
PN appointment was 12.5 days (range 4-75). Supportive rate of 87% (95% Cl 76%—93%). Supportive and palliative
and palliative care interventions were recommended for care interventions were recommended for 59 patients in
56 patients in the PN-led intervention arm (84.8%), of  the usual oncological care alone arm (88%), of whom
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Table 3. Differences in quality of life between groups at 12 weeks’ follow-up

12 weeks’ follow-up, mean (95% Cl)

Quality of life domain Patient navigation (n = 50) Usual care (n = 46) Difference p value
FACT-G total score 76.0 (71.7 to 80.2) 76.3 (71.7 to 80.9) 0.3 (-5.8 t0 6.5) .45
Physical well-being 20.3 (18.8 to 21.8) 20.8 (19.1 to 22.5) 0.5(-1.8t02.7) .34
Social/family well-being 20.8 (19.5 to 22.0) 20.2 (18.9 to 21.5) —0.6 (—2.4 t0 1.2) 74
Emotional well-being 18.4 (17.1 to 19.7) 17.8 (16.6 to 19.1) —0.6 (—2.4t01.2) .74
Functional well-being 16.4 (14.7 to 18.1) 17.5 (15.9 to 19.0) 1.0(-1.3to0 3.3) .18
Abbreviation: Cl, confidence interval.
Table 4. Differences in supportive and palliative care needs and symptoms between groups at 12 weeks’ follow-up
Patient navigation Usual care Difference
Need/symptom (n =50), n (%) (n = 46), n (%) (95% ClI) p value
Moderate/severe pain 5 (10) 15 (33) 0.23 (0.07 to 0.38) .006
Screening positive for depression or anxiety 24 (48) 20 (43) 0.05 (—0.14 to 0.24) .62
Suicidal ideation 0 (0) 1(1) 0.01 (—0.06 to 0.09) 48
Moderate/severe fatigue 24 (48) 24 (52) 0.04 (—0.15 to 0.23) .69
Caregiver burden 8 (16) 10 (22) 0.06 (—0.10 to 0.22) .45
Sleep disturbance 20 (40) 24 (52) 0.12 (—0.08 to 0.30) .24
Life expectancy <6 months 19 (38) 16 (35) 0.03 (—0.15 to 0.21) .76
Geriatric screening positive 8 (16) 9 (20) 0.04 (—0.11 to 0.20) .61
Abbreviation: Cl, confidence interval.
16 received at least one, with an implementation rate of  significant worsening, and 45% (n =23) had no

27% (95% ClI 17%—-39%). The median number of rec-
ommended interventions was three (range 0-6) for both
arms. In the intention-to-treat analysis, the implementation
of all recommended interventions was significantly higher
in the PN-led intervention arm than in the oncological care
alone arm (Table 2).

AD Completion

Among all enrolled patients, 59 (44%) had a calculated life
expectancy of <6 months and were eligible for AD comple-
tion. In the PN-led intervention arm, AD completion was
recommended for 29 patients (43.9%), of whom 14 com-
pleted them, for an implementation rate of 48% (95% Cl
31%-65%). In the usual oncological care alone arm, AD
completion was recommended for 30 patients (44.8%), of
whom none completed them (p < .001).

Changes in QoL and Supportive and Palliative Care
Needs

Baseline QoL was similar between arms (Table 1), and both
arms showed improvement in QoL scores at 12 weeks. At
12 weeks, we found no differences in FACT-G scores
between patients assigned to the PN-led intervention or to
usual oncological care alone, and this was also true for each
of the FACT-G subscales (Table 3). Among patients in the PN-
led intervention arm, 38% (n = 19) had significant improve-
ment in QoL at 12 weeks, 16% (n = 8) had significant worsen-
ing, and 46% (n = 23) had no change, whereas among those
allocated to usual oncological care alone, 44% (n = 20) had
significant improvement in QoL at 12 weeks, 11% (n = 5) had

© 2020 AlphaMed Press

change (p = .72).

Supportive and palliative care needs for patients in both
study arms at 12 weeks are shown in Table 4. Patients allo-
cated to the PN-led intervention were significantly less
likely to report moderate/severe pain at 12 weeks (10%
vs. 33%, p = .006). There were no significant differences in
other supportive and palliative care needs and symptoms.

Discussion

A PN-led multidisciplinary intervention significantly improved
access to supportive and palliative care among Mexican
patients with metastatic solid tumors compared with usual
oncological care alone. In addition, the PN-led intervention
significantly increased AD completion and decreased the pro-
portion of patients reporting moderate/severe pain. The
intervention did not significantly improve QoL compared with
usual oncological care alone at 12 weeks’ follow-up.

The early integration of supportive and palliative care
into oncology has been advocated by international guide-
lines, because it leads to improvements in Qol, advance care
planning, patient-reported symptoms, and survival [3-7,
10, 22]. However, most RCTs of early palliative care were
conducted in cancer centers located in HIC, where patients
obtained palliative care from specialized physicians and
nurses [23, 24]. Unfortunately, this may not always be feasi-
ble in resource-limited settings, where palliative care services
are not cancer specific, severely underused, or nonexistent
[2, 7, 9, 10, 25]. Currently, there is little understanding of
how to deliver supportive and palliative care interventions
effectively in diverse settings and within the wide range of
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existing health systems, and in order to bridge this gap, the
World Health Organization has recommended conducting
practical real-world implementation research [26].

In this trial, patient navigation improved the delivery of
personalized supportive and palliative care in a setting with
limited resources. In contrast with other studies, interven-
tions were triggered by the patients’ needs identified
through validated screening tools, which were reviewed by
a multidisciplinary team [23]. This strategy was adopted in
order to reduce patient and provider burden by focusing on
specific patient-reported symptoms and needs, making the
results easier to implement in real-world settings. As an
example, although a pain and palliative care specialist was
available, only one third of patients in the intervention arm
required this type of intervention, whereas the rest were
adequately managed by the other team members. One rele-
vant finding was the high AD completion rate (44%), which
is comparable to that found among Hispanics in the
U.S. and significantly higher than that in the control arm [5,
27]. Although AD have been part of the Mexican legislation
since 2012, their implementation has been slow, and only
about 10,000 AD have been completed in Mexico City,
where more than 12,000 people die of cancer every year
[28, 29]. Our study is the first to show that patient naviga-
tion can improve the completion of AD in Latin America
and provides data supporting the creation of legislation
aimed at making AD available for patients across the
region.

In contrast with other studies, QoL at 12 weeks was sim-
ilar between patients randomized to the PN-led interven-
tion and those receiving usual oncological care alone [4,
22]. Although our trial was not powered to detect differ-
ences in Qol, it is important to mention that at least three
meta-analyses have shown a relatively small improvement
in QoL with early supportive and palliative care, which is
driven by trials including specialized, rather than generalist,
palliative care interventions [23, 24, 30]. In our study, both
arms had a relevant improvement in QoL at 12 weeks,
which is similar to that reported previously in an RCT of
early supportive care among patients with gastrointestinal
malignancies [31]. Because our study was conducted at a
single institution, it is possible that oncologists provided
some interventions themselves to patients enrolled in the
usual oncological care alone arm as a consequence of being
observed.

This study has limitations. Patients with all tumor types
were included, and a significant proportion had
hepatopancreatobiliary tumors, for which the benefit of
early supportive and palliative care on QoL is unclear [31].
Although these could be considered limitations, our results
show that access to early supportive and palliative care and
advance care planning can be improved through patient
navigation regardless of the type of disease, even among
patients facing several barriers for accessing health care in
a resource-limited setting. In addition, we did show
improvement in relevant patient-centered outcomes, such
as pain, which is not necessarily reflected in QoL measured
through standardized questionnaires [32]. Likewise, the
timing and type of interventions provided by the multi-
disciplinary team were not prespecified, and each provider
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was able to decide what to offer each patient. Although this
may limit the replication of the results, we believe it is one
of the study’s strengths because provided interventions
were pragmatic and institutions with limited resources
could adopt this model without undertaking major organi-
zational changes. Our study had a relatively short follow-up
time of 12 weeks, and differences in QoL and other out-
comes among groups could have been found with longer
follow-up [22]. In our study, patient navigation was pro-
vided by a single navigator (with training in psychology) at a
single institution, which may limit the generalizability of the
results and introduce bias. Although the use of patient navi-
gation for supportive care in resource-limited settings
should be studied in future multi-institutional trials, we
believe that the profile and training of the study’s PN (psy-
chologist, social worker) is widely available and replicable
across various settings, and results should be similar across
diverse health care systems and similar institutions. In addi-
tion, it is possible that more brief and simpler tools could
be used to assess supportive care needs and make the
intervention easier to complete. Finally, although these
findings may be applicable across many middle-income
nations, the infrastructure necessary may not be available
in low-income countries, and thus, different models of care
(such as community health care workers) may be more
appropriate in those settings.

CoNCLUSION

Currently, the question facing supportive and palliative care
research is not whether its integration into usual oncology
care is useful but rather how this can be accomplished to
optimize existing resources and to provide the highest-
quality patient-centered care [10, 26]. Our study shows that
patient navigation can significantly improve access to early
supportive and palliative care, advance care planning, and
pain control for patients with cancer treated in resource-
limited settings using existing services and resources.
Future studies using patient navigation to improve the pro-
vision of early supportive and palliative care should aim at
improving the selection of patients and the delivery of spe-
cific interventions in order to focus resources toward those
most likely to benefit. The implementation of patient navi-
gation should be strongly considered by institutions with
limited resources—in both LMIC and HIC—aiming to
achieve the early integration of supportive and palliative
care into everyday oncology practice.
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