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Palliative care?

ON THE ANTIBACTERIAL ACTION OF CULTURES OF A
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WHILE working with staphylococcus variants a number of culture-plates
were set aside on the laboratory bench and examined from time to time. In
the examinations these plates were necessarily exposed to the air and they
became contaminated with various miecro-organisms. It was noticed that
around a large colony of a contaminating mould the staphylococcus colonies
became transparent and were obviously undergoing lysis (see Fig. 1).

Subcultures of this mould were made and experiments conducted with a
view to ascertaining something of the properties of the bacteriolytic substance
which had evidently been formed in the mould culture and which had diffused
into the surrounding medium. It was found that broth in which the mould
had been grown at room temperature for one or two weeks had acquired
marked inhibitory, bactericidal and bacteriolytic properties to many of the
more common pathogenic bacteria.

Alexander Fleming
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Aging of the population

Population

Increased number of people living with one or more lethal
conditions































Early palliative care

- Study published

- 151 patients with a new

The NEW ENGLAND JOURNAL ¢f MEDICINE

ORIGINAL ARTICLE

Early Palliative Care for Patients with
Metastatic Non-Small-Cell Lung Cancer

Jennifer 5. Temel, M.D., Joseph A Greer, Ph.D., Alona Muzikansky, MA.,
Emily R. Gallagher, R.M., Sonal Admane, M.E, B.5, M.P.H.,
Vicki A. Jacksan, M.D., M.P.H., Canstance M. Dahlin, A P.M.,
Cmg D. Blinderman, MO, Juliet Jacabsen, MO, William F.Pid, MO, MPH.,
J. Andrew Billings, M.D_, and Thomas |. Lynch, M.D.

ABSTRACT

BACKGROUND
Parienrs with metastatic non—small-cell lung cancer have a substantial symprom
burden and may receive aggressive care at the end of life. We examined the effect
of inteoducing palliative care eagly after diagnosis on patient-reported suteomes
and end-offlife care among ambulatory parients with newly diagnosed disease.

METHODS
‘We randomly assigned patients with newly diagnesed merastatic non-small-cell
long cancer to veceive either early palliative care integrared 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-Lj scale and the Hospital Anxiety and Depression Scale, re-
spectively. The primary outcome was the change in the quality of life at 12 weeks.
Dara on end-of-life care were collected from electrenic medical records.

RESULTS
OfF the 151 patients who underwent randomization, 37 died by 12 weeks and 107
(B6% of the remaining patients) complered assesaments. Parients assigned ro early
palliarive care had a berter quality of life than did patients assigned to standard
care [mean scove on the FACT-L seale [in which scores eange from O to 136, with
higher scoges indicating berver quality of 1ife], 8.0 va. 91.5; P=0.03). In addirion,
fewer patienrs in the palliastive care group than in the standard care group had
depressive symptoms (16% vs, 38%, F=0.01). Despite the fact that fewer patients in
the early palliative care group than in the standard care group received aggressive
end-oflife care [33% va. 54%, P=0.05), median survival was longer among patients
receiving early palliative care (11.6 months vs. 89 months, P=0.02).

CONELUEIO NS
Among patients with metastaric non—small-cell lang 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 cave ar the end of life bur longer survival. (Funded by an American
Sociery of Clinical Oncology Career Development Award and philanthropic gifts;
ClinicalTrals.gov mumber, NCTO1038271.)
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- Prolonged survival of +\ - 2 months.
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Figure 3. Kaplan—Meier Estimates of Survival According to Study Group.
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Early, Integrated PC Quality of Life
Model Physical Symptoms
Mood

Practices and Processes
e Team approach
e Decision-making
e Education/support

lliness Knowledge Health Behaviors:

Patient-Level Targets and Understanding Anticancer therapies Survival
e Physical End-of-life care

¢ Psychological

e Sociocultural

e Spiritual/existential

e Ethical/legal Coping

Behaviors

Caregiver Support

FIGURE 1. Hypothesized Relationships Between Early Palliative Care (PC) Interventions and Clinical Outcomes. Reprinted with permission from Irwin
KE, Greer JA, Khatib J, Temel JS, Pirl WF. Early palliative care and metastatic non-small cell lung cancer: potential mechanisms of prolonged survival.
Chron Respir Dis. 2013;10:35—4?.”"3 Reprinted by permission of SAGE Publications.
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Original Article

The Symptom Burden of Patients
with Hematological Malignancy:
A Cross-Sectional Observational Study

» Patients with hematological neoplasies have less access to
palliative care services (than patients with solid tumors).

« Patients with hematological neoplasies who have access to
palliative care services have access to them at later stages
~ | (than patients with solid tumors)

\

v
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Onriginal Article

The Symptom Burden of Patents
with Hematological Malignancy:
A Cross-Sectional Observational Study

N

« 27% patients with acute leukemia had access to a PC service in their last month

of life / 75% patients with colorectal neoplasia had access to it (Maddocks et al.
1994 study).

« 11% hemato patients vs 89% solid tumor patients have access to PC and at a
later stage 0.6 months hemato patients vs 2 months solid tumors (study Cheng et
al. 2005).

« The diagnosis of hematological neoplastic pathology is a major independent factor

predicting poor access to palliative care compared to solid tumors (18% vs 44%)
(study Fadul et al. 2007)
432 Jowrnal of Pain and Symptom Management Vol 42 No. 3 September 2011




Original Article

The Symptom Burden of Patients
with Hematological Malignancy:
| A Cross-Sectional Observational Study

N

» Epidemiological studies suggest that hematologic
oncology patients die more frequently in acute
hospitals than patients with solid tumors

_/
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Original Article

The Symptom Burden of Patients
with Hematological Malignancy:
A Cross-Sectional Observational Study

Influencing Factors for later and less frequent management of hemato-onco

patients in PC

« Acute symptom

« Pathologies with very variable course (prognosis, remissions, etc.)
 Variable and unpredictable responses to treatments

* The existence of many new treatments at advanced stages of the disease.
The unpredictability and the high mortality of complications at tt.

Unclear early goals

Lack of knowledge of sp services

Difficulty determining the right time to refer

432 Journal of Pamn and Symptom Management Vol 42 No. 3 September 2011




Original Article

The Symptom Burden of Pauents
with Hematological Malignancy:
A Cross-Secuional Observational Study

* Document symptoms and levels of distress in
patients diagnosed with malignant hematological

Aim of the pathology
study

* These patients have few acute symptoms
: * This explains the lower need for Sp
Hypothes|s « Current care is appropriate

* If not: identify opportunities to improve the quality
of life and symptom control for these patients

432 Journal of Pamn and Symptom Management Vol 42 No. 3 September 2011




Original Article

The Symptom Burden of Patients
with Hematological Malignancy:
A Cross-Sectional Observational Study

» Consecutive patients
p atl ents  Diagnosis of hemato-onco pathology

» Followed on an outpatient basis, at the day hospital,
« admitted to a "non-allograft" tertiary center

Tl s  May 2009-september 2009

QORI

Eligibility BRI
» Diagnosis of hemato-
onco pathology

432 jﬂmmf ty"Pﬂm and Sympmm Mﬂﬂﬂgﬂmﬂt Vol 42 No. 3 S@mlm 2011




Ouipatient,/day oncology
Inpatient

Table 1
Patient Demographic and Clinical Information
(n=180)
Patent Information n (%)
Age (years), mean (SD) 6l (15.82)
Gender
Male 111 (62
Female 69 (38)
Ethnicity
Caucasian 134 (74
Asian 8 4)
European 8 (21}
Location

137 (76)
13 (1)

Padent Informaton

m (%)

diagnostic group

Acute leukemia
AML
ALL
Chronic lenkemia
CLL
CML
Myeloma
Lymph oma
NIHL
HD
Myeloproliferative
ET
PV
Bone mamow faillure
AA
ME
MDS

432 Journal of Pamn and Symptom Management

19 (11)
16
3
37 (15)
15
12
78 (16)
67 (37)
A
11
16 (9)
5
11
73 (13)
3
B
14

SIMSES

Vol 42 No. 3 September 2011
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Padent Information n (%)

ACASE SEatus

Active 137
MNewly diagnosed 21
Stable it
Fefrac vory 14
Felapse 23

Remission 43

Treatment

Yes 04
Chemoth erapy G
Blood mransfusion 14
Fadiotherapy 1
Other 3

M BbG

ECO

Ll 3

1 Feb

a 3R

3 12

1 1

Hemoglobin (g/L), mean (SD) 11%

(76)

(24)

(52}

(48)

(35)
(37)
(21)
(7)
(0.6)

(22 7"

SIMSE

SD =standard deviation; AML=acue myeloid leukemia,
ALL =acute lvmphoid leukemia; CLL =chronic lvmphoid leuke-
mia, CML= chronic myeloid leukemia;, NHL = non-Hodgkin's
ymphoma; HD = Hodgkin's hmphoma; ET =essential thrombocy-
themia, PV = polvevihemia vera, AA =aplastic anemia, MF=mye-
lofibross; MDS = myelodwsplastc syndrome.




Table 2

Prevalenoe and Dqﬂn.-e ol Distress amd Sor Eﬂ-eﬁ‘l:_v af P'h}u-ni Eyh'lPl.ms in Hmiu-'ﬂnmhgiwl Paueniz 51.:“:_3'1.-& Us'l:g the MSASSF

Prexwalenoe Degree of Seventy
Orverall [ nipsati ets O utpatie nits
m= 150, m= 13, m= 157,
Phy=ical E-'|-'r|.'|:|'.-1'-r.-'r|.1 m (&) m ("% Within Loration) m ("% Withimn [oraiiomn ) Faahee Mot At Al fa Liiile, "% Somewhat, 'R Cheite a BitVery Much, %
lLack of enegy 124 (599 B9 (91) 85 (62 0.0 = e L1 L 7
Difficulty sleeping 74 1) 8 (54 51 {37 1059 30 o7 45
Do iness T3 1) 25 (58} 48 (35 AL i K2 7 ]
[y moarth T2 (4 25 (58) 47 () 0M5* E [ 1] 18 T
Fan 71 (39 18 (42 5% (%) 1.7140 L a1 51
Mumbress hameds et 62 (38) 15 (85) L e 654 44 L a8
Shortmess of hreath 65 (36) 16 (37) 49 (56 864 K2 11 87
Diffculty conoentrating 62 (34) 17 (40} 45 (33 1A 5 24 o
Cough 59 (38} 04T 29013 00" 54 24 L
lack of appetite 48 2T) 04T 28 () 0001 = 48 17 85
Thminess 44 24) 11 (26} i L 842 54 16 50
Changes in skin 45 24 15 (85} e L 1 1053 53 19 a8
Feeling hloated 47 29) 12 (28) 50 () 0.146 5 12 58
S 41 258) 18 (42} i L = 42 a9 a9
Mainesen 39 39y 18 (340} o6 (199 11148 44 i s o5
Tt neg 37T 21 {21y e L L .94 i 5 85
Oither 87T 21y 10 (28] 19 (14} .14 L L 45
Constip ation & (30 158 (50} b 055 i | 1) 14 50
WVeeight loas "5 (19 14 (8358} 2 {15 0.013" 51 17 A1
Diffculty swallowing 54 18y 4 (9 12 (9 0915 i 1 12 51
Changes in fend taste 54 (183 10 (28] 24 (18] AN 53 15 jz
Problems with wwrinatiomn 833 18y 11 {26} 2 (16 f.159 o7 24 449
Lows of sl interest 2 (18 10 (28] o/ (16 1.248] L 16 56
THarrhea B0 (1T 10 (28] (15 0184 43 3 55
Swollen arms/Tegs R0 (1T T {16} b 1958 2T 2T A7
Don't ook hike s=1f 29 {16) 140 {28} 19 {145 .14 L a1 a8
Mouth sores 2T (15) 12 (28) 15 (11} AL i 549 18 i
Flair loss 25 (14} {14} 19 (14} 1989 i | 1) Ll 44
Vo tin g 14 &) 5{13) 9 {7 1,280 g 5 ]

“ggralicant an vhe 2 -—=0001 leved.

h‘-ﬂ--’\.-l:-‘\-‘\-ﬁl . TR . o Lo, Pee—




Table 3
Prevalence and Frequency of Occurrence of Psychological Symptoms in Hemato-Oncological Patients
Surveyed Using the MSASSF

SHlSE)

Prevalence Frequency
Owverall Inpabents Outpatients

Payehol ogical n= 180 n=43, n= 137 Occasionally or Almest
Symptom i (o) n (50) m (50) Paalue Rarely, T Frequently, % Constantly, %
Feeling nervous 59 (33) 21 (49) 38 (28) 0.010° 14 18 R
[rritable b5 (36) 14 (33) 51 (37) 0.578 17 fli] B
Feeling sad 13 (41) 21 (49) h2 (38) 0,205 14 1R 2
Feeling worried 90 (50) 28 (65) 62 (45) 0.023" 17 76 R

"Hi_&;llil'h ant at the x=0.01 level.
n!:li_l.:l'l.i“.-l ant at the =005 lewl.

432 Journal of Pain and Symptom Managemeni Vol 42 No. 3 September 2011




Most Common Overall Prevalence of Symptoms Compared with Advanced Cancer Populations

Table &

Using the MSAS-SF

This Soudy

Chang et al.'™

Hwang et al.'=*

Age, mean (=S50) 6l (15.82)

Demogmphics hlale and female
24% Inpadents
6% Outpatents
44% Stable and /or

nonprogressive disease
21% Relapse or refracwory disease

24°% Bemissiomn

65.2 (11.8)

Male (veterans)

50 % Inpatients

50 % Outpatients

T7% Metastatic discase
17% Locally advanced

13% Hemawlogical disease
6% Remission

Medman 68

Male (veterans)

59°% Inpadents

41°% Outpatents

B Metsmno disease

12% Regionally advanced disease
10% Hematological disease

0% Remission

SHliNSE)

Bumber ip= 18I i = 2Oy =

Most Common Symptoms e 5 e
Lack of energy ) 70 BB
Feeling worried 50 39 55
Difficul ey sleeping 41 42 i
Feeling sad 41 35 51
Drmowsiness 41 40 b4
Dry mouth 440 55 fi5
Pain 350 Te B2
MNumbness hands//feet 38 38 45
Shormess of breath 36 Blb &l
Irritable 36 35 45
Difficuly concentrating 34 et —
Cough 33 10 55
Feeling nervous 33 — —
Lack of appetite 27 45 58

Omly induded sympiomatic advanced cancer patients.

432 Journal of Pamn and Symptom Management

Vol 42 No. 3 September 2011




Physical and psychological symptom burdens
experienced by hemato-oncological patients are
significant at all stages of the iliness trajectory

They are comparable to those with advanced or
metastatic nonhematological malignancy.

Such a symptom burden is likely to have a high
Impact on disease and treatment outcomes, and
adversely affect quality of life in these patients
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Vol 42 No. 3 September 2011



7~

Comprehensive symptom screening at all
stages of the iliness trajectory, ranging
from those newly diagnosed to those In
remission, will allow identification of
highrisk patients and facilitate earlier
iIntervention and increased support,
including palliative care, for patients and
\\Carers.
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Symptoms in hemato-onco diseases

Fuonsaca il 1mal €auca 101111 as.

Cancer. 2015 March 15; 121(6): 951-959. do1:10.1002/cncr.29149.

Quality of Life and Mood of Patients and Family Caregivers
during Hospitalization for Hematopoietic Stem Cell
Transplantation

Areej El-Jawahri, MD', Lara Traeger, PhD', Kailyn Kuzmuk, BA', Justin Eusebio, BS!,
Harry Vandusen, BS', Jennifer Shin, MD', Tanya Keenan, MD', Emily R. Gallagher, RN’
Joseph A. Greer, PhD1, William F. Pirl, MD‘, Vicki A. Jackson, MD‘, Karen K Ballen, MC
Thomas R. Spitzer, MD', Timothy A. Graubert, MD'!, Steven McAfee, MD', Bimalangshu
Dey, MD' Yi-Bin A. Chen, MD', and Jennifer S. Temel, MD'

‘assachusetts General Hospital, 55 Fruit Street, Boston MA

Patients undergoing HCT reported a deep deterioration in QOL and substantially worsening depression

during hospitalization. Baseline anxiety and depression predicted worse QOL during hospitalization,
underscoring the importance of assessing pre-HCT psychiatric morbiity.




Effects of early palliative care in hemato-onco diseases

JAMA | UTiginal Investigauon

Effect of Inpatient Palliative Care on Quality of Life 2 Weeks
After Hematopoietic Stem Cell Transplantation
A Randomized Clinical Trial

Aree E+Jawahrl, MD; Thomas LaBlanc, MD; Harry VanDusean, BS; Lara Traager, PhD; Joseph A. Greer, PhD; Wiliam F. Pirl, MD; Vick! A. Jackson, MD;
“son Talles, NP, Alison Rhodes, NP, Thomas R Spitzer, MD, Steven McAfee, MD; Y1-8in A. Chen, MD; Staphanie S. Lea, MD, MPH; Jennifer S. Temel, MD




Effects of early palliative care in hemato-onco diseases

Mean Score at Week 2

Mean Difference Between

Patient Dutcomes Standard Care Palliative Care Groups (95% C1) P Value
&ﬂ:;j:rgﬁ baseling) 4154 1472 ~6.82 (-13.48t0 -0.16)  .045
Fatigue -13.65 -10.30 -3.34 (-7.25 to 0.56) .09
Symptom burden 23.14 17.35 5.80(0.49 0 11.10) 03
Deprassion 3.92 243 1.45 (0.20 w0 2.78) 02
Anxiety 1.12 -0.80 1.52 (0.83 to 3.01) <.001

Among adults at a single institution undergoing HCT for hematologic malignancy, the use of inpatient

palliative care compared with standard transplant care resulted in a smaller decrease in QOL 2 weeks
after transplantation. Further research is needed for replication and to assess longer-term outcomes
and cost implications A%




Soins palliatifs précoces en hematologie
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BMC Palliative Care

STUDY PROTOCOL Open Access

Farly palliative care versus standard carein =~ ®
haematologic cancer patients at their last -

active treatment: study protocol of a
feasibility trial

Silvia Tanzi'* , Stefano Luminari3, Silvio Cavuto‘, Elena Turola‘, Luca Ghirotto” and Massimo Costantini®

Tanzi et al BMC Palliative Care 9:53 \

https//doi.org/10.1186/512904-020N056




Perceptions of Palliative Care Among Hematologic Malignancy\
Specialists: A Mixed-Methods Study

By Thomas W. LeBlanc, MD, MA, Jonathan D. O Donnell, BA, Megan Crowley-Matoka, PhD,

Michael W. Rabow, MD, Cardinale B. Smith, MD, MSCR, Douglas B. White, MD, MAS,

Greer A. Tiver, MPH, Robert M. Arnold, MD, and Yael Schenker, MD, MAS

Duke University School of Medicine; Duke Clinical Research Institute, Durham, NC; Northwestern University Feinberg School

of Medicine, Chicago, IL; University of California San Francisco, San Francisco, CA; Icahn School of Medicine at Mount Sinai,
New York, NY; and University of Pittsburgh, Pittsburgh, PA
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_able 1. Demographic Characteristics of Participating
THematologic Malignancy and Solid Tumor Oncologists

Haermatolooyic
M aligmarecy Solid Twrmosr
O ol i=t= Ormcologists
{m = (m =
Characteristic o L= o o L= o [ =
Spoy, WieArs Dy
kAsaEn =0 45
L= 11 =
FAzle Saeoa 15 a0 =25 G5 Fed
R=co
Wik 1= i - 32 s 1.0
A== = L ol =21 -
L= 3 13 = <1 R M
Hisaniie AL St = 3 O a 1=
ethrmecityr
Yooars practicing 12
(it
kAsaEn 19 15
= 11 0
Half d=aw= or 1.0
g p="=" "l
clires
=g 2 A
S = =2

HOTE. Bold fornt imdicates sigmimcanas.
Alburesviation: S, stanedand cesvisteear.

EM JournaL oF OncoLocy PracTice < Voo, 11, Issue 2 Copyright © 2015 by American Socety of Glinical Oncology




Table 3. Predominant Views of Palliative Care by Oncologist Type

Oncologist Type

Comment

Hamatologic maligrancy
Palkative care s end-oi-life cara
Palliative care is sclely end-of-life care

Either/or: paliative versus cancer care

Solid turmor

Specialist paliiative care

Palliative care includas symptom
management specialty expeartiso

Palliative care can be offered
concurrently with cancar care
{concept of comanagemeant)

“When you talk about palliative care, [you're] really gonna stop any treatments.”

“Weall, | gerﬂm]r:,' don't rafar '.re?r many paople to palliative care, at least not early on, becausa | think for many
patients that's a signal that thay’re not going 1o do wall. And =0 | tend to wait until thara’s . . . you know,
until there's some indication — both medically as well as from the patient —that thay"re willing to accept the
fact that their course may not be ideal.”

“How | usually come to the decision of a palliative care refamal is: it can either be for patients for whom active
oncologic treatment isn't really indicated anymore, either because they've sort of failed all available
treatments or they're becoming progressively more symptomatic and ther performance status is dechining
and/or they just don't wish to pursue treatment.”

“The patient has tha right to hear that oplion when the probability of survival is low, whan thera’s nothing elsa
that they could be offered, that thay are imminently dying, they should have the option of having a palliative
care consult.”

“Whan you'ra refaming for symptoms, it's usually pretty easy, actually. I'll say, “You know, thara’s a service
hera: they're iI'ItEII'I'r"I?EtE who spedalze in -:Ieﬂlli‘i;g wlr.tlﬁ symptoms associated with cancer. | feal like we could
usa thair help in taking better care of you.™

‘| had wery positive experiencas co-managing patients with them. . .. | think that the important thing for

patients to understand i that it's not a substitution for cancar care, it's really an adjunct and a value-
added piece to cancer cara.”

“| think a lot of patients associate that with terminal disease, so | try to minimize that association for them. . ..
| tall them it's really about symptom management; it doasn't really have to do with the disease course.”

—




Lole 4. Barriers to Palliative Care by Oncologist Type

Oncologist Type Comment
Hematologic malignancy
Traatmeant goal “If she's responding to treatment and she wants to be aggressive to treatment; if she's totally asymptomatic and

Treatmant goals as bamer (eg, preference
fior clinical trials instead, nead for
transfusions, axpected banefit from
ongoing treatmant]

Control/distrust

doing wel and stable, | would not refer her.”

“If she said, ' want to do everything | can, give me the medicine. | don't care, I'm tough, | can take it." Then, |
would ba less likely to refer her.”

"50, we would have all the options avalable and someatimes thera iz a new drug in clinical trial at another
institution. . .. S0 we have been refeming two to three patients per month to other clinics from our canter
ba:ausaweldtlmthath&stminph:rn . the patient should an opportunity to try that. And not be

=itting and discussing palliative care with me.”

“Well, that's kind of what wa do. This &5 the bread and butter for what oncology doas. We try to actually treat
their symptoms and take ‘em though death and dying, the procass of death and dying. And | think the
senices that we are able fo provide are pretty good.”

JournaL oF OncoLocgy PracTice = Voo, 11, Issue 2 Copyright © 2015 by American Socety of Clinical Oncology
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Distrust of others and their cnookogic “I rarely find a situation wherg | think an outside parson can be usaful —except sometimes in helping to control

knowledge chronic, savere pain—which patients with hematological malignancies, fortunately, rarely have in the terminal
part of thair iliness. . .. | guass | have the sensa that that's part of my job.”
Prefarence to maintain controlmot “| think the bias and the reluctance is sometimes that the team comes and kind of takes over and writas orders
wanting to bring in another party without really acting as a consultant, but really as . . . you know, kind of . . . as | said, kind of takes over. And |
dmthnkah:tﬂfrefenmpmmreﬂyhmmm'
History of confict or prior negative “Af the beginning when palkatve care was started and everything, we had some issues about palliative care
experiences with palliative care phys=icians coming to . . jl.tsttc:gn:ramadanjdmsm wrl:l"u:utz.rmkn:m . approaching us in that
regard.”
It's just difforent “Well, in hematologc malignancies —which is what | spacialze in—and it's very difierent from solid oncology.

Patients will respond to a lot of available treatments. And =0, they can continue to have a good quality of ife
while gatting chematherapy, even though they may not be curative candidates. And 5o we treat them based
on ing . . . based on their wishes or . . . until we know that there’s nothing clse that we can give
Il'larn..ﬁ.rt:ll.rsuaihrattl"ﬂtpmnt we decide that this is the end of the road. The problem &, at that point, they
muu&ysﬁﬂnahtﬂfﬂmtlmasrtsamattamfl:hysbdﬂreﬂmpatmtvﬂ ine. 50, if
... and they don't necessarly want any involvement by paliative care semices. It we think th
they have more than a day or two, then we can do that.”

Hematologic oncologests deal with unique  “And so, it . . . | think in the past, when I've been interviewed on this topic, or falked o people about this topic,
set of dissase characteristics that maka palliative care in ganaral, the pr::hhﬂ 5. ..Hure'smmglap hi_rtthapmhmsbyaﬂlargeamalitﬂe
palliative care ether more difficult to difierent for I’H'natﬂlo%_ﬂ cy and bone marrow transp ﬂ'anﬂ'ﬂyamfcrmlh:l tumor
apply or saemingly inappropnate patients. And that rtamnalmrersaﬁmdrﬁarﬂthmhrs:ﬂuj patients.”

“As you can tell, I'm very . . . this is a point of major contention for me. | really find it very difficult, becausa our
pahantsm;dlrEmnﬁlrgran:prsamlthﬁweshuﬁttmtﬂdmﬁehﬂthnsfmw
hospice.”

JournaL oF OncoLocgy PracTice = Voo, 11, Issue 2 Copyright © 2015 by American Socety of Clinical Oncology
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Prachical barriers "I guess, ke | said, the biggest thing we'd like o 568 is more fime; that they'ra avalable. . . | don't think thara's

Quite enough paople, parsonnal or siots.”

Practical issues as bamiers (paliatve care  "Also, the pﬂu;nts | have referred to symptom management senice, they're . 've not been that I'EJpIul

cinic accessibiity and capaciy, man,r don't give timely appointmants. They give an appoinimant ke maybe EI]-[ ,Which Is usaless, . .

reimblursement, NSUranca, awarenaess an emergency situation, we cannot reach them or they are unavallable, they don't v appointments, and

of sanices) it's not been a user-friendly situation.”

“They also don't accapt any outpatient insurance. 5o we order a lot of Inpatient palliative care consuits becausa

that's where most of the investment has been mada in Fulhatwe care, but thera ara vary few outpatient visits
bacause thera's no avaiability n the outpatient setting.

Abbrewiation: DNR, do not resuscitate,

. JournaL oF OncoLocgy PracTice = Voo, 11, Issue 2 Copyright © 2015 by American Socety of Clinical Oncology I
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E % & Encouragingly, younger oncologists were associated
Ei 2% 1 with greater volume and earlier timing of referral in
§ - - this exploratory study. As the oncology workforce
10% 1 continues to evolve, more patients will likely gain
E access to outpatient palliative care.
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(B): Younger oncologists were more likely to refer a higher percentage of patients to outpatient palliative care. The
mean percentages of referrals were plotted along with standard deviations.
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