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Case Vignette

“We’ve been waiting for you to come on the
oncology service,” the oncology fellow said, as the
resident and nurse practitioner on service looked on.
“We have a really challenging case.”

Our patient was a frail 77-year-old woman with
unresectable pancreatic adenocarcinoma, saddle
pulmonary embolus, protein calorie malnutrition,
hepatitis C, and recurrent infections, all of which
had resulted in a lengthy hospital stay. Her cancer
had progressed despite two lines of chemotherapy.
She wanted more treatment, but had been told she
was too weak. In our first meeting, she told me that
her goal was “to get strong enough for more chemo-
therapy.” She had interpreted the previous oncology
attending’s statement about her fitness for chemo-
therapy as a challenge, and thought, “If I can get
stronger, I can get more.” Knowing and trusting my
colleague, I imagine his statement was meant as a
stepping stone toward a transition to hospice. Her
family fiercely defended her desire for rehabilitation
as well (“Don’t take away her hope,” they had said),
so she remained in a hospital-based limbo, too weak
for physical therapy and without sufficient under-
standing of her prognosis to allow a seamless transi-
tion to hospice.

As a dual board–certified medical oncologist
and palliative care physician, I respected her hope-
fulness and recognized the challenges that I faced as
a result of the complex and nuanced conversations
that had occurred before I became involved in her
care. I also recognized her profound suffering and
that of her family, both because of my conversations
with them and because of the heaviness I felt in my
heart when entering her room. I suspect that every
oncologist knows a version of the above scenario,
and knows that heaviness of heart, too.

As physicians, we are often most comfortable in
the medical and fact-based realms. However, in my
palliative care training, I was taught to listen to the
so-called limbic music in a room to try to identify
the causes of suffering. Often the solution in a diffi-
cult clinical encounter lies in addressing emotional
and spiritual needs as well as physical ones. Our
team aggressively managed the patient’s pain and

nausea and then explored her suffering. As a mem-
ber of a three-generation ranching family, she had
been physically active until her diagnosis, and felt
betrayed by her body. In the hospital, without her
daily dose of open sky, she felt trapped. She did not
have a will and worried about who would run the
ranch after she passed. Her sons had a contentious
relationship and often disagreed about how to care
for her. She was overwhelmed and, frankly, not
ready to die. She suffered in many realms—physical,
emotional, interpersonal, financial and existential—
and her suffering affected her decision making.

By identifying and addressing the causes of her
suffering in the context of our goals-of-care discus-
sions, we helped her to understand that she was not
going to regain the physical ability to run the ranch,
but that she might be able to see it again, that we
could begin to address some of her financial and
relationship concerns, and that those things were
possible without more chemotherapy. Before her
death in the hospital, she had completed a medical
power of attorney, had met with her sons and a
family lawyer to make a will, and had the oppor-
tunity to grieve openly with her sons about her
anticipated death. From an educational perspec-
tive, an oncology fellow, resident, and nurse prac-
titioner learned to recognize and assess “total
pain,” Dame Cicely Saunder’s concept of suffer-
ing that encompasses physical, psychological, so-
cial, and spiritual domains.1

This vignette illustrates how palliative oncology
experts can influence patient care and education in
meaningful ways, and also how palliative care train-
ing adds a different dimension to the core skills that
all oncologists use.

Palliative Oncology

The practice of oncology consists of two major
domains: disease management and supportive
care.1a Management of cancer is highly complex,
requiring an intricate understanding of cancer biol-
ogy, an excellent knowledge of state-of-the-art treat-
ment options with their specific risks and benefits,
and the capacity to make personalized recommen-
dations about such treatments, taking into account
the comorbidities and preferences that are unique to
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each individual patient. At the same time, optimal patient care neces-
sitates a growing list of supportive care skills, including comprehensive
symptom assessment and treatments, counseling, communication
(eg, prognostic disclosures, end-of-life discussions), care planning,
and end-of-life care.2

A majority of oncologists believe that they should be actively
involved in the delivery of supportive/palliative care.3,4 Oncologists
routinely manage complex symptoms and provide emotional support
for patients and their families throughout the disease trajectory.5 Mul-
tiple oncology and palliative care organizations are actively developing
education programs that are aimed at enhancing the repertoire of
palliative care skills among oncologists.3,6 Importantly, patients with a
higher level of distress or care needs should be referred to specialist
interprofessional palliative care teams. There is now a growing body of
evidence and interest to support the routine integration of early palli-
ative care for patients with advanced cancer.7,8 At the same time, many
barriers to palliative care referral remain, such as the misconception
that palliative care is only for patients at the end-of-life, the death-
defying mentality in our society, and many oncologists’ strong sense of
responsibility to provide care throughout the disease trajectory and
not give up, so to speak, on their patients.9

We envision that oncologists with an interest in symptom man-
agement and psychosocial aspects of care may choose to specialize in
the rapidly growing field of palliative oncology. Jackson et al10,11 con-
ducted a qualitative study of oncologists about their approaches to
end-of-life care and identified two phenotypes: type I oncologists, who
incorporated both the biomedical and psychosocial aspects of care in
their work, and type II oncologists, who focused on biomedical issues.
Type I oncologists were more prepared to discuss end-of-life issues
and find satisfaction in providing end-of-life care and were less likely
to burn out. Among type I oncologists, those who are particularly
palliphilic, as one might say, may choose to dedicate their careers to
improving the quality of life of patients and their families through
excellence in patient care, education, and research in palliative oncol-
ogy. In this article, we will discuss the training pathways, career oppor-
tunities, challenges, and opportunities for palliative oncologists. All
authors are dually certified palliative oncologists.

Training of Palliative Oncologists

Many pioneers in palliative care trained initially as oncologists and
over time developed a strong interest in palliative care. In 2006, palliative
care became an accredited specialty in the United States. To be board
certifiedinbothoncologyandpalliativecare,candidateswhohavemetthe
requirements for certification in oncology must complete 1 year of palli-
ative care training (Fig 1). This career path is open to all oncology special-
ties, including medical, radiation, surgical, and gynecologic oncology.

The Many Roles of Palliative Oncologists

Palliative oncologists as clinicians. Instead of a new practice
model in which palliative oncologists deliver both oncologic and pal-
liative care simultaneously in one setting, a majority of palliative on-
cologists work and bill as either oncologists (eg, general or for specific
tumor types) and/or palliative care specialists at academic centers or
community settings. Some actively practice both specialties, prescrib-
ing chemotherapy as an oncologist one day and consulting with other
oncologists as a palliative care specialist on another day. In this way,
palliative oncologists promote collaborations within the existing sys-
tem rather than compartmentalizing care. The exact nature of their

position depends on the individual’s interest and commitment to each
specialty, job opportunities, and investment of institutional leader-
ship. Regardless of the clinical setting, palliative oncologists uniquely
combine the principles of oncology and palliative care to deliver high-
quality cancer care.

In the oncology setting, palliative oncologists guide cancer manage-
ment and offer high-quality supportive care. However, they may not be
able to provide the same level of palliative care that they would in the
specialist palliative care setting. A palliative oncologist may not refer as
many patients to specialist palliative care because he or she may be able to
address the patient’s needs during routine clinical visits. That said, the
palliative oncologist may recognize the need to refer patients with com-
plex physical or emotional needs and thus provide access to expert care
with important beneficial consequences for the patient and family care-
givers. For patients weighing the risks and benefits of chemotherapy with
noncurative intent, the palliative oncologist may be better suited to pres-
ent all options, ranging from standard chemotherapy or supportive care
without chemotherapy to participation in a clinical trial, in a balanced
manner that allows individual patients to make informed decisions that
are commensurate with their personal values and goals. As one patient
told her palliative treating oncologist, “You made the decision to stop
chemotherapy an easy choice for us.”

In the palliative care setting, a palliative oncologist practices spe-
cialist palliative care alongside an interdisciplinary team. This involves
providing inpatient consultations or direct patient care on a desig-
nated palliative care unit or outpatient clinic. In all of these settings, the
focus is on improving the quality of life of patients and their families. A
palliative oncologist may be particularly adept at managing adverse
effects of cancer treatment and in facilitating prognostic discussions
and decision making regarding palliative cancer treatments, and may
have added credibility when communicating with the patient’s pri-
mary oncologist. Palliative oncologists may encourage a patient to
consider a trial of cancer-directed therapy, recognizing its possible
benefit to the patient after discussing his or her values, expectations,
and hopes for the future.

Oncology fellowship

Oncology fellowship

Integrated oncology and

palliative care fellowship

Palliative care 
fellowship

Palliative care 
fellowship

A

B

C

Fig 1. Training pathways for supportive/palliative oncologists. Physicians interested in
supportive/palliative oncology may (A) pursue an oncology fellowship followed by a
palliative care fellowship, which may occur either immediately after or sometimes after
years of oncology practice; (B) pursue these fellowships in a reverse order; or (C) enroll
in a handful of integrated oncology/palliative care fellowships.

Art of Oncology

www.jco.org © 2015 by American Society of Clinical Oncology 2315



Palliative oncologists as educators. Because of their dual training,
palliative oncologists are well positioned as educators for colleagues and
trainees in both palliative care and oncology and can respond to the
American Society of Clinical Oncology’s call to enhance palliative care
educationofoncologytrainees.3,12,13 Althoughmostoncologistsembrace
palliative care as a core responsibility, the literature suggests that there is
some room for improvement in areas such as pain control and breaking
badnews.3,14 Palliativeoncologistscanteachkeypalliativecareskills, serve
asrolemodelsbecauseof theirexpertise incommunication,andadvocate
for appropriate referral to specialist palliative care.

Palliative oncologists can help their nononcology-trained col-
leagues and palliative care fellows appreciate the wide variation in
prognosis, expected response to treatment among different types of
cancer, treatment adverse effects, and the general principles of treat-
ment decision making.

Palliative oncologists as researchers. Discoveries are often made at
the intersection of disciplines. The evidence base for palliative oncol-
ogy is rapidly evolving. There are numerous opportunities on many
under-researched topics, such as symptom management, psychoso-
cial and spiritual care, treatment toxicities, communication, decision
making, and health services research for patients throughout the con-
tinuum of care.15 Having a strong knowledge base in both specialties,
palliative oncologists are uniquely positioned to conduct pioneering
research at the palliative care–oncology interface (Fig 2). For instance,
a recent systematic review on integration of oncology and palliative
care revealed that palliative oncologists authored a majority of the
articles.16 Palliative oncologists also have a leading role in many
symptom-control clinical trials that target the oncology population in
topic areas such as cancer-related fatigue and dyspnea.17 Moreover,
their expertise allows important secondary outcomes to be incorpo-
rated into oncology clinical trials that traditionally focus on tumor
response and survival. For instance, phase I oncologists recently col-
laborated with palliative oncologists to examine the antitumor effect
and anticachetic effect of an interleukin-1� antibody.18 Palliative on-
cologists have also been actively investigating the decision-making
process surrounding cancer treatments at the end of life.

Palliative oncologists as ambassadors. Integration of oncology
and palliative care requires an in-depth understanding of each disci-
pline as well as how providers can work together most effectively. The
historical stereotypes of oncologists who treat too long and palliative care
physicians who give up too early are no longer helpful in the era of

personalized cancer treatments and comprehensive supportive care. Pal-
liativeoncologistshaveanimportantrole indestigmatizingpalliativecare,
promoting collaboration between the two teams, and advocating for re-
sources to support better integration. Palliative oncologists can help on-
cologists and palliative care specialists to engage in a dialogue that is
respectful and productive, while recognizing the different perspectives.
These so-called bilingual diplomats understand the language and culture
of both worlds and the strengths and weaknesses of each discipline. For
example, palliative oncologists can help their palliative care colleagues
appreciate why an oncologist would choose to treat a patient with
extensive-stage small-cell lung cancer in the first-line setting despite a
performance status of 4. At the same time, palliative oncologists may help
reduce oncologists’ fear that palliative care specialists will not respect their
decisions to prescribe cancer-directed therapy with palliative intent. In-
deed, the presence of a palliative oncologist within a cancer center may be
a marker of integration.

Challenges

As an emerging field, the training pathways are less well defined for
palliative oncology than for other oncology subspecialties (eg, hemato-
logic oncology). In a survey of US cancer centers, only 38% of National
CancerInstitute(NCI)–designatedcancercentersand17%ofnon–NCI-
designated cancer centers offered palliative care fellowship training pro-
grams.19 However, interested individuals may receive their palliative care
andoncologyfellowshiptrainingattwodifferentinstitutions.Incountries
in which palliative care is not an accredited discipline, the process of
obtaining formalized training in palliative oncology is particularly chal-
lenging. Nevertheless, many oncologists who have an interest in palliative
care are able to acquire the core skills through workshops, rotations, and
training programs and focus their research in this area.

Because palliative oncology is not yet an established career
path, newly trained fellows often need to work closely with poten-
tial employers to craft a position that would best meet the other’s
needs. Intellectually, it may be challenging for palliative oncolo-
gists to keep up to date with both fields equally, and many eventu-
ally focus in only one area of practice. Financially, palliative
oncologists may be at a disadvantage compared with other oncol-
ogists because the practice of palliative care is associated with
limited downstream revenue. Despite having spent additional time
training and maintaining multiple certifications, a palliative oncol-
ogist might be compensated at a lower rate because palliative care is

Disease- and cancer
treatment–related 
issues

Supportive care 
issues

Early or advanced cancer

A1. Secondary supportive care outcomes in 
    cancer treatment trials

A2. Management of treatment-related side effects

C. Cancer treatment
decisions at the
end of life

D1. Integration of oncology and palliative care
D2. Physical/emotional/spiritual concerns
D3. Patient-clinician communication
D4. Advance care planning

B. End-of-life care 
issues in patients 
with cancer

Far-advanced cancer

Fig 2. Research opportunities in supportive/palliative oncology. Supportive/palliative oncologists, because of their specialized training, are well equipped to participate
in multiple areas of research, including (A) cancer treatment trials (eg, on quality-of-life assessments, supportive care end points, adverse effects), (B) palliative care
issues at the end of life (ie, 6 months or less of life expectancy), (C) treatment decisions at the end of life, and (D) promotion of cancer care delivery models that
introduce palliative care principles early in the disease trajectory. The last two topic areas are of particular interest to supportive/palliative oncology researchers because
of their combined expertise and patient access.
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reimbursed at a lower rate than oncology. Thus, palliative oncolo-
gists may be more likely to work at major academic centers that
offer an equitable salaried structure. Increasingly, institutions rec-
ognize the value of palliative care in improving quality of care, and
the indirect effect on health care savings through the reduction of
nonreimbursable costs such as chemotherapy use in the last 14 days
of life. Psychologically, palliative oncologists may run a risk of
increased burnout because of the work load and emotional toll,
particularly if they are asked to see the more distressed patients and
do not receive adequate support and resources. Furthermore, al-
though patient-reported outcomes are increasingly recognized as
valid and valuable end points in cancer care, they are still often seen
as secondary to tumor response and survival. By choosing to focus
their career on so-called secondary end points, palliative oncolo-
gists may find their work discounted by some of their colleagues.

Future Directions

In this era of personalized medicine, palliative oncology has
emerged as a field that uniquely blends the art and science of patient
care. Collaborating closely with oncologists and palliative care teams,
palliative oncologists can lead the efforts that fundamentally address
the human aspects of care, so to speak, through exemplary patient
care, education, and research.

Going forward, program directors from different oncology sub-
specialties and palliative care need to collaborate to increase training
opportunities for palliative oncology by developing structured dual-
training programs. Taking this concept further, a 3-year palliative
medical oncology (or palliative hematology) fellowship may be a rea-
sonable alternative to the medical oncology/hematology fellowship
for some individuals. Currently, a vast majority of medical oncology
trainees in the United States spend 3 years in combined oncology/
hematology fellowships. Depending on their practice, a proportion of
these oncologists may not engage in the practice of both specialties. In
contrast, oncologists who are dually trained in palliative care and
oncology will be able to apply both their oncology and palliative care
skills in their clinical practice. This would require a paradigm shift in
oncology training and a strong commitment from program directors.
Having a palliative oncologist in a leadership position of a training
program may catalyze this process.

Cancer center leadership can also support this new subspecialty
by hiring palliative oncologists, endorsing initiatives that are aimed at
integrating oncology and palliative care, and providing appropriate
reimbursement. Encouragingly, many institutions have now ex-
pressed interest in dually training individuals. For instance, the leaders
of palliative care programs at many NCI-designated comprehensive
cancer centers in the United States are palliative oncologists.

Funding bodies also have a critical role to play in fostering the next
generation of palliative oncology subspecialists by providing training
grants. They may also dedicate research funding to the wide array of
palliative oncology topics that are aimed at improving the quality of life
and quality of care of patients with cancer. For example, the American
Cancer Society has a request for application related to “Pilot and Explor-
atory Projects in Palliative Care of Cancer Patients and Their Families.”
NCI and the American Society of Clinical Oncology have also supported
groundbreaking research in palliative oncology.7,20

Admittedly, palliative oncology will not be a calling for everyone.
However, palliative oncology merges the oncology specialists’ intricate
understanding of a growing array of anticancer therapies with the
specialty-level palliative care providers’ knowledge of symptom manage-
ment, psychosocial care, communication, and prognostication, with the
goal of facilitating comprehensive cancer care through cross-pollination.
For individualswhoenvisionclosercollaborationsbetweenoncologyand
palliative care for the purposes of enhancing the quality of care and mak-
ingexcitingdiscoveries thatmighthelp to improvepatients’qualityof life,
palliativeoncology isarewardingsubspecialtywithboundlessopportuni-
ties for patient care, education, and research.
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