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QUESTION ASKED: Why are gynecologic
oncologists not consulting inpatient palliative
care services when patients meet ASCO criteria
for consultation?

SUMMARY ANSWER: The majority of re-
spondents feel competent with end-of-life care
discussions (eg, prognosis, goals of care, code
status), and more than half do not want to share
the responsibility with the palliative care team.
Gynecologic oncologists are concerned that
consulting palliative care could be interpreted
by patients and their families as giving up on
their care.

WHAT WE DID: Members of the Society of
Gynecologic Oncology were electronically sur-
veyed regarding their practice of incorporating
inpatient palliative care services and to identify
barriers for consultation. Descriptive statistics
were used, and two-sample z-tests of proportions
were performed to compare responses to related
questions.

WHAT WE FOUND: The overwhelming

majority of respondents believe that palliative

care services are beneficial for patients but think
that inpatient consult to palliative care will be
interpreted by patients and their families as
being abandoned by the oncologist. Respondents
feel responsible for communicating prognosis
and discussing goals of care and code status and
are not likely to consult palliative care for those
reasons. Interestingly, they report less confidence
controlling pain and are more likely to consult
palliative care for this reason (Fig).

BIAS, CONFOUNDING FACTOR(S),
DRAWBACKS: The main limitation of this
study is the low response rate, with potential
introduction of bias by respondents who are
more positively disposed toward palliative care.
Other limitations include other biases inherently
introduced with research through surveys.

REAL-LIFE IMPLICATIONS: Respondents
demonstrated interest in palliative care collab-
oration for pain and control of other symptoms.
Collaborative practices on the basis of mutual
trust, optimization of patient outcomes, and
patient education might increase palliative care
consultation for end-of-life discussions.
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Fig. Gynecologic oncologist (GO) self-perceived confidence with palliative care (PC) tasks and attitudes

toward PC consultation.

Journal of Oncology Practice

Copyright © 2017 by American Society of Clinical Oncology


mailto:ab1641@cinj.rutgers.edu
mailto:ab1641@cinj.rutgers.edu
http://jop.ascopubs.org
http://ascopubs.org/doi/full/10.1200/JOP.2017.021048
http://ascopubs.org/doi/full/10.1200/JOP.2017.021048
http://jop.ascopubs.org
http://jop.ascopubs.org

Special Series: Palliative Care | ORIGINAL CONTRIBUTION

Practice Patterns, Attitudes,
and Barriers to Palliative
Care Consultation by
Gynecologic Oncologists

Alexandre Buckley de Meritens, Benjamin Margolis, Craig Blinderman, Holly G.
Prigerson, Paul K. Maciejewski, Megan J. Shen, June Y. Hou, William M. Burke, Jason D.
Wright, and Ana 1. Tergas

Rutgers Cancer Institute of New Jersey,
New Brunswick, NJ; Columbia University
College of Physicians and Surgeons; New

York Presbyterian Hospital-Columbia
University Irving Medical Center; Weill
Cornell Medicine; and Mailman School of
Public Health, Columbia University, New
York, NY

Purpose
We sought to describe practice patterns, attitudes, and barriers to the integration of
palliative care services by gynecologic oncologists.

Methods

Members of the Society of Gynecologic Oncology were electronically surveyed regarding
their practice of incorporating palliative care services and to identify barriers for
consultation. Descriptive statistics were used, and two-sample z-tests of proportions were
performed to compare responses to related questions.

ASSOCIATED CONTENT

See accompanying editorial
on page 597

Results

Of the 145 respondents, 71% were attending physicians and 58% worked at an academic
medical center. The vast majority (92%) had palliative care services available for
consultation at their hospital; 48% thought that palliative care services were appropriately
used, 51% thought they were underused, and 1% thought they were overused. Thirty
percent of respondents thought that palliative care services should be incorporated at first
recurrence, whereas 42% thought palliative care should be incorporated when prognosis
for life expectancy is = 6 months. Most participants (75%) responded that palliative care
consultation is reasonable for symptom control at any stage of disease. Respondents were
most likely to consult palliative care services for pain control (53%) and other symptoms
(63%). Eighty-three percent of respondents thought that communicating prognosis is the
primary team’s responsibility, whereas the responsibilities for pain and symptom control,
resuscitation status, and goals of care discussions were split between the primary team
only and both teams. The main barrier for consulting palliative care services was the
concern that patients and families would feel abandoned by the primary oncologist (73%).
Ninety-seven percent of respondents answered that palliative care services are useful to
improve patient care.

Conclusion
The majority of gynecologic oncologists perceived palliative care as a useful collaboration
that is underused. Fear of perceived abandonment by the patient and family members was

DO https.//doi.org/10.71200/JOP.
~ identified as a significant barrier to palliative care consult.
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INTRODUCTION

Gynecologic cancers, which include cancer of the uterine corpus,
uterine cervix, ovaries, fallopian tubes, vagina, and vulva, col-
lectively compose the third most common cancer type and cause
of cancer deaths in the United States, after breast and lung
cancers." More than 1 million women are living with ovarian,
uterine, and cervical cancer in the United States.” A large portion
of this patient population will require a multidisciplinary ap-
proach to treat the complex symptoms associated with disease,
treatment, recurrence, and advanced cancer at the end of life.
Specialist palliative care teams play a valuable role in the man-
agement of patients with cancer as a result of their ability to help
manage difficult symptoms, assist with patient and family
coping, promote illness understanding, and provide educa-
tion.” Palliative care providers may also help patients articulate
their goals of care, provide psychosocial support, and assist with
transition to hospice.

Palliative care has a wide range of benefits for patients with
cancer, such as the improvement of symptoms, quality of life,
and mood and the reduction of nonbeneficial and potentially
harmful interventions and receipt of aggressive care at the end
of life.*® Improved survival with integration of palliative care
medicine is another potential benefit, as demonstrated in a
randomized controlled trial in non-small-cell lung cancer.* In
response to the growing body of literature supporting the
benefits of palliative care involvement in patients with cancer,
both ASCO and the Society of Gynecologic Oncology (SGO)
released official practice guidelines in 2012 (updated in 2016)
and 2015, respectively, encouraging the routine incorporation
of palliative services to improve quality of care.”" The most
recent ASCO update specifies that patients with advanced
cancer should be referred to palliative care services within
8 weeks of diagnosis.'”

Even though gynecologic oncologists are prepared and
want to deliver palliative and end-of-life care, studies con-
sistently show that palliative care services are underused
throughout the disease trajectory, including at the end of life,
in a patient with cancer. For example, in a recent study among
gynecologic oncology patients who met ASCO criteria for
palliative care consultation, only 53% received a palliative care
consultation."? Similarly, at a comprehensive cancer center,
only 45% of patients who died of cancer had a palliative care
consultation by the end of life."? Others report that the median
time from palliative care consultation to death is 6 to 7 days."*
Timing of palliative care consultation is important, because
outpatient referrals tend to result in longer hospice stays with
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improved end-of-life care.”” Excess futile interventions at the
end of life and the elevated proportion of patients dying in the
hospital or shortly after discharge can be partially explained by
late participation in hospice care.”'”

Inpatient hospitalizations for patients with cancer are
often a time for patients to address goals of care, clarify
treatment plans, and improve symptom control and are a
common point of intersection of oncologists and palliative care
providers. Several barriers to the integration of palliative care
services have been identified, mostly involving misconceptions
by patients, their families, and physicians about the breadth
and benefits of palliative care."®?° Given the documented
underutilization of palliative care services in patients with
gynecologic cancers leading to excessive use of aggressive and
nonbeneficial interventions at the end of life, we sought to
explore the practice patterns, attitudes, and barriers to the
integration of palliative care services among gynecologic

. 15,21-2
oncologists.' > >*

METHODS

A survey was created on the basis of common barriers re-
ported in the literature to the incorporation of palliative care
services in oncology. A pilot survey was administered to the
attending physicians at the Division of Gynecologic Oncology
at Columbia University Medical Center (New York, NY). Their
feedback was used to finalize the questionnaire. The survey
consisted of 27 items to evaluate practice patterns, attitudes,
and barriers to the incorporation of palliative care services
as identified in previous literature and was anonymously
administered to SGO members.'®*® We collected de-
mographic data and explored perceived competence with
various palliative care tasks (eg, discussion of prognosis, do
not resuscitate [DNR]/do not intubate [DNI] orders), per-
ceived responsibilities as primary oncologists and as
palliative care consultants, perceived benefits and barriers to
the incorporation of palliative care services, and general at-
titudes about the collaboration between the two teams. The
survey was reviewed and edited by members of the gyne-
cologic oncology and palliative care divisions at our in-
stitution. After Institutional Review Board approval at
Columbia University Irving Medical Center, the survey was
sent to all members of the SGO who had e-mail addresses
available in the SGO directory using a Web-based, com-
mercially available survey software program. The survey was
sent a total of three times between July and August 2015.
Participation was voluntary, and no incentives were offered.

Copyright © 2017 by American Society of Clinical Oncology
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Descriptive statistics were calculated using the Web-based
commercially available survey software program. Two-
sample z-tests of proportions were performed to compare
the responses regarding confidence to perform various
palliative care tasks and responses regarding the likelihood
to consult palliative care for those same tasks. We used
STATA version 14.2 (StataCorp, College Station, TX) for our
calculations.

RESULTS
We sent the survey to 709 SGO members and received 145
responses (20% response rate). Most respondents were
white (78%), women (56%), age 30 to 50 years (67%), had
< 10years of attending clinical practice (55%), and worked
in a university-affiliated hospital (58%; Table 1). These
demographic characteristics are similar to those of the SGO
membership.”® As published in the 2015 State of the
Subspecialty Report, 78% of gynecologic oncologist SGO
members identified themselves as white, 61% were age 30
to 50 years, and 46% had < 10 years of clinical practice.”®
The geographic distribution of our survey respondents was
also remarkably similar to that of the membership. In our
survey, 26%, 19%, 33%, and 17% of gynecologic oncologists
practiced in the Northeast, Midwest, South, and West,
respectively, whereas 26%, 19%, 35%, and 20% of SGO
members practice in the Northeast, Midwest, South, and
West, respectively.*®

Most respondents (92%) reported having a palliative care
team at their hospital, and approximately half (51%) reported
thatthey underused palliative care services. Thirty-two percent
estimated they had consulted palliative care for six to 10 pa-
tients in the previous 6 months, and 39% estimated they had
consulted palliative care for > 10 patients. Most respondents
(75%) feel that it is appropriate to consult palliative care at any
time during the course of the disease to assist with symptom
control; 42% of respondents believe that it is appropriate to
consult palliative care when the patient has a life expectancy of
less than 6 months, whereas only 17% think that it is ap-
propriate to consult palliative care at the time of diagnosis
(Fig 1). Few providers were “very likely” to consult pal-
liative care providers to communicate prognosis, discuss
DNR/DNI status, or discuss goals of care (9%, 10%, and
21%, respectively).

The survey also addressed self-assessment of competence
in various aspects of palliative and end-of-life care and which
care team should be responsible for these aspects. Respondents

Copyright © 2017 by American Society of Clinical Oncology

perceived themselves as “very competent” to communicate
prognosis (86%), discuss DNR/DNI status (91%), and discuss
goals of care (82%), which is consistent with not being “very
likely” to consult palliative care for these tasks. When asked
which team should be responsible for these tasks, 69% of
respondents answered that both teams should be responsible
for pain control, whereas 83%, 56%, and 46% of respondents
indicated that the gynecologic oncology team should be solely
responsible for communicating prognosis, discussing DNR/
DNI status, and discussing goals of care, respectively (Fig 2).
There was a negative association between the percentage of
respondents who feel “very competent” with communicating
prognosis (86%), discussing DNR/DNI status (91%), and
discussing goals of care (82%) and the percentage of re-
spondents who are “very likely” to consult the palliative care
team for these tasks (9%, 10%, and 21%, respectively; P < .001
for all). The majority of providers also felt “very competent” to
manage pain control (64%), but 69% perceived this task as a
shared responsibility (Table 2). There were no significant
differences in the percentage of respondents who reported
they were “very likely” to consult palliative care for pain control
or other symptom control and the percentage of respondents
who reported they were “very competent” with these skills (pain
control, P = 1.000; other symptom control, P = .759). Even
though << 50% of respondents felt “very confident” with
discussing health care proxy (46%), only 22% felt “very likely”
to consult palliative care for this task (P = .001). Palliative care
providers were perceived as “very helpful” for pain control,
symptom control, discussing DNR/DNI status, discussing goals
of care, and discussing prognosis by 70%, 63%, 49%, 53%, and
34% of respondents, respectively (Table 2).

In addition, we asked participants what they think are the
benefits of palliative care for patients and families and about the
barriers or disadvantages in their practice setting for consulting
palliative care for inpatients. The gynecologic oncologist re-
spondents found the greatest benefit from palliative care
consultation when transitioning to end-of-life care. Respon-
dents perceived the following benefits for patients and
their families: transition to end-of-life care (95%), grief
counseling (87%), spiritual support (81%), reduction of futile
interventions (74%), discussion of goals of care (73%), and
communication of prognosis (54%). The main barriers to
consulting palliative care were the concern that the patient and
family would think the primary provider was giving up on the
treatment of the patient (90%) and family resistance (80%).
Lack of availability (22%), lack of timely access (20%), fear of
e705
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Table 1. Characteristics of Study Population Table 1. Characteristics of Study Population (continued)
No. of No. of
Respondents Respondents
Characteristic (N = 145) % Characteristic (N = 145) %
Sex Not used 0 0
Male 64 441 Not available 1 0.8
Female 81 559 ) )
No. of patients consulted on in the past
Age, years 6 months
< 30 4 2.8 0 4 3.0
30-40 59 40.7 1-5 34 258
41-50 38 26.2 6-10 42 318
51-60 23 15.9 11-20 28 21.2
> 60 21 145 21-30 12 9.1
> 30 12 9.1
Race/ethnicity
White 114 77.6 How often did you find palliative care services
Black 5 3.4 helpful?
Hispanic 9 6.1 None of the time 1 0.9
Asian 16 10.9 Some of the time 15 129
Other 3 2.0 Half of the time 5 4.3
o . Most of the time 59 50.9
Years in clinical practice All of the time 36 310
0-5 41 285
6-10 38 26.4 Abbreviation: PA, physician assistant.
11-20 28 19.4
21-30 21 14.6
> 30 16 11.1 ) ) ) o )
increasing length of hospital stay (11%), and prior inpatient
DEgrae ) conflict with the palliative care team (11%) were not seen as
MD (attending) 106 70.7 onifi .
MD (resident/fellow) % 173 significant barriers by most respondents.
PA 6 4.0 Regarding the general feelings about the collaboration be-
Other 9 7.4 tween the two teams, gynecologic oncologists overwhelmingly
Practice type (97%) reported that palliative care teams are a useful adjunct to
Community hospital 17 11.6 patient care, with only 2% responding that the palliative care
ﬂn;;'?gs'tv hospital g;’ ;’?; team neither adds nor detracts from patient care and 1%
ybri : . - . . :
Private practice 9 6.2 responding that the palliative care team interferes with patient
Other 3 2.1 care. However, 21% of respondents reported that theyhavehad a
Region negative experience with a palliative care team that has made
Northeast 38 26.4 them reluctant to consult the team in the future, and 30% re-
Midwest 28 19.4 ported that they either often or sometimes feel reluctant to calla
3\7"'? [2‘3 ?2 3 palliative care consultation for a patient for whom they would
es . . . . .
Other 6 42 have otherwise called a consultation. We asked participants to

identify which aspects of care they find that the palliative care
Presence of palliative care

Yes 133 91.7
No 12 8.3 gynecologic oncology team; 69% responded goals of care,

team discusses most often without request from the primary

% responded symptom control, and 33% responded code
"Palliative care at my institution is...” 49% p ymp 33% resp

e~ 1 08 status. Most respondents (66%) felt neither upset nor relieved
Appropriately used 63 47.7 when palliative care team members discussed topics outside
Underused 67 50.8

the scope of the consult. Respondents felt that palliative care
(continued in next column) providers rarely “overstepped boundaries” or were “too ag-

gressive” to transition to end-of-life care (Fig 3).
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Fig 1. Percentage of respondents favoring palliative care involvement at different points in the disease course.

DISCUSSION
We found that the overwhelming majority of respondents
believe that palliative care services are a useful adjunct to
patient care, yet half of respondents thought they were un-
derused at their institutions. The main barrier identified in our
survey preventing providers from consulting with palliative
care specialists is the perception of the gynecologic oncologist
that patients and their families will feel abandoned; access to
palliative care services was not a significant barrier. A sub-
stantial proportion of respondents often or sometimes feel
reluctant to consult a palliative care team.

Thelatest update to the ASCO guidelines for integration
of palliative care into standard oncology recommends

incorporatingdedicated palliative care servicesinto the care
of all patients with advanced cancer early in the disease
course, concurrent with life-extending therapy.'® The
majority of respondents indicated that they think it is
appropriate to consult palliative care at any point of the
disease trajectory for assistance with pain control and other
difficult symptoms. Earlier integration of specialist-level
palliative care in the context of optimizing symptom
management could potentially avoid the patient perception
that the primary oncologist is giving up or transferring
care.'” Our findings indicate that pain and symptom
control could potentially serve as the impetus for early
palliative care involvement.

100 A
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Pain control

M GO feels very confident with task
] GO very likely to consult PC

Relate prognosis

Discuss code status Discuss goals of care

Il GO considers PC very helpful with task
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Fig 2. Gynecologic oncologist (GO) self-perceived confidence with palliative care (PC) tasks and attitudes toward PC consultation.
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Table 2. Attitudes of Gynecologic Oncologists Toward Palliative Care Providers

Percentage of Respondents

Other
Symptom Relate Health

Survey Question Pain Control Control Prognosis Discuss DNR/DNI Discuss GOC Care Proxy
How likely are you to consult the

palliative care team for the

following reasons?

Not likely 10 6 67 59 43 41

Somewhat likely 27 41 23 31 36 38

Very likely 63 53 9 10 21 21
How confident do you feel with the

following patient care activities for

inpatient GYN/ONC patients?

Not at all 0 1 1 1 1 20

Somewhat 36 L4 13 8 17 34

Very competent 64 55 86 91 82 46
How helpful is the palliative care

team with the following patient care

activities for inpatient GYN/ONC patients?

Not helpful 4 3 22 13 15 8

Somewhat helpful 25 34 L4 38 32 32

Very helpful 70 63 34 49 53 60
Who should be primarily responsible

for conducting the following patient

care activities for inpatient GYN/ONC patients?

GYN/ONC team 27 31 83 56 46 23

Palliative care team 3 2 1 1 1 21

Both 69 68 16 4i 53 56

Abbreviations: DNR/DNI, do not resuscitate/do not intubate; GOC, goals of care

There is ample opportunity for collaboration between
gynecologic oncology and palliative care teams other than for
pain and other symptom control. Gynecologic oncologists in
our survey also desired palliative care provider involvement for
discussion of DNR/DNI status, discussion of goals of care,
and help choosing a health care proxy. In the outpatient
setting, gynecologic oncologists seem to believe palliative care
specialists are better communicators who can help patients
navigate difficult decisions and are competent negotiators who
can resolve plan-of-care conflicts with patients and family.?”
Communicating prognosis was the only task that respondents
clearly felt should be the sole responsibility of the primary
oncologist, without involvement of the palliative care team.
This noncollaborative approach seems appropriate since
patients are 2.35 times more likely to understand that they
have late-stage disease when this is communicated by the

. . 28
primary oncologist versus another care team member.

e708  Volume 13/ Issue 9 / September 2017
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; GYN/ONC, gynecologic oncology.

Despite a self-perceived competence in many of the afore-
mentioned tasks, gynecologic oncologists still desired col-
laboration with palliative care providers. This trend is
consistent with a previous survey of SGO members, in which
the majority of respondents desired a multidisciplinary team
to discuss end-of-life care with the patient; however, only 15%
wanted others to lead the discussion.>® Also in this survey,
conducted in 2004, 77% of respondents wanted more formal
training to discuss end-of-life issues. Although our survey did
not specifically inquire about the desire for more formal
training, the majority of respondents felt competent with end-
of-life discussions, yet still desired a multidisciplinary ap-
proach to most clinical end-of-life care tasks. Gynecologic
oncologists describe the care from diagnosis to death (or cure)
as a unique trait of the specialty that they do not want to give
up, but fellows have reported insufficient palliative care

27,29,30

education. It is interesting, then, that more respondents

Copyright © 2017 by American Society of Clinical Oncology
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Fig 3. Respondents’ attitudes and perceptions regarding palliative care
team involvement in the care of inpatients.

to our survey felt more competent with discussing prognosis,
code status, and goals of care than managing pain. Further-
more, they were more willing to share pain management with
the palliative care team than sharing responsibility to discuss
prognosis, code status, and goals of care. It is possible that the
conflicting self-reported level of competency and the in-
sufficient training reported by fellows are the result of a sense of
responsibility for the patient. Are the patients being affected by
later referrals to palliative care and more futile interventions?

A number of barriers to consulting palliative care in the
inpatient setting related to patient and family concerns were
identified by the responding gynecologic oncology providers.
These include resistance from the family of involving palliative
care, as well as the self-perceived concern that the family and
the patient would feel that the gynecologic oncology provider
is giving up and abandoning them and the patient. This finding
is consistent with other studies in the literature,'”'® such as a
qualitative focus group study of 28 clinicians caring for pa-
tients with lung cancer, in which perceived patient and family
reaction emerged as a major barrier.’® This concern likely
stems from the persistent misconceptions, of both oncologists
and patients, that palliative care is not compatible with active
cancer treatment and that palliative care and hospice care are

16,17,31
synonymous.

In a cross-sectional survey of patients
with breast, lung, or GI cancers being treated in three out-
patient oncology clinics at an academic medical center, the
most frequently cited barriers to receiving palliative care
services were the lack of physician referral and lack of
knowledge of these services.”® Because the respondents to our

survey did not cite access to palliative care services as a major

Copyright © 2017 by American Society of Clinical Oncology

barrier, it seems that the primary oncologist is the rate-limited
factor. In the outpatient setting, gynecologic oncologists think
itis a unique characteristic of the specialty to follow the patient
from diagnosis to death or cure and do not like to give that
up.”” Our study and others demonstrate the need for im-
proved physician education and patient counseling regarding
the benefits of palliative care.

Our study highlights many important issues with the gyne-
cologic oncology—palliative care partnership from the gynecologic
oncologists’ perspective. However, data from the perspective of
palliative care providers were not obtained. These data could have
been valuable for the determination of ways to improve incor-
poration of palliative care services into routine oncology care.
Another limitation of this study was the 20% response rate, which
may introduce a selection bias. It is possible that respondents who
were more positively disposed to palliative care were more likely to
respond; therefore, our results may reflect more favorable views
than are typical for gynecologic oncologists. It is possible that
physicians affiliated with an academic practice (80% of re-
spondents) have more access to palliative care services and are
more prone to use those services. However, the demographic
characteristics of the study respondents are similar to the de-
mographic characteristics of the SGO membership as published in
the 2015 State of the Subspecialty Report,>® perhaps making the
selection bias less of a concern. Furthermore, this response rate is
not atypical for published studies of physician surveys, and this
methodology is an effective approach to studying physician beliefs,
behaviors, and concerns.* Other limitations inherent in our survey
study design include categorical answer choices and inability to ask
follow-up questions, because the nuances of patient care and
management are difficult to capture with closed-ended survey
questions. Although generalizability of our results might be limited
as a result of potential selection bias and response rate, we raise
interesting and novel points that grant additional investigation.

We designed our survey to describe gynecologic oncolo-
gists’ needs and expectations and improve collaboration and
joint patient care with palliative care providers. Our findings
can help improve the documented underutilization of palli-
ative care services and adherence to the ASCO guidelines.
Respondents demonstrated interest in palliative care collab-
oration for pain and control of other symptoms, which can
serve as the impetus for early referral to palliative care services.
End-of-life discussions (eg, DNR/DNI, goals of care, health
care proxy) were also identified as areas where gynecologic
oncologists desire collaboration with palliative care services.
Additional studies should explore the concerns of gynecologic
e709
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oncologists as to whether involvement of palliative care affects
patients’ feelings of abandonment or defeat. Collaborative
practices on the basis of mutual trust and optimization of
patient outcomes should inform the nature and extent of
palliative care in gynecologic oncology.
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