
Including palliative care at  
diagnosis benefits patients  
with advanced cancer
Bette Weinstein Kaplan

P alliative care continues to be an 
important topic in oncology prac-
tice. The latest provisional clini-

cal opinion (PCO) from the American 
Society of Clinical Oncology (ASCO) 
recommends offering palliative care to 
all patients with metastatic or advanced 
cancer early in the disease process, ide-
ally at diagnosis.1 The evidence for 
introducing palliative care at the time 
of diagnosis is strongest for metastatic 
lung cancer, the leading cause of cancer 
deaths worldwide.2 However, the PCO 
from ASCO states that early palliative 
care can be helpful for patients who have 
a high burden of symptoms related to 
other types of cancer as well.3

DISTINCT FROM END-OF-LIFE CARE
Many people still consider palliative 
care as synonymous with hospice, care. 
Palliative care comprises hospice among 
other modalities; however, it is more 
comprehensive. ASCO defines pallia-
tive care as care “focused on the relief 
of suffering, in all of its dimensions, 
throughout the course of a patient’s ill-
ness.”1 Although there has been increas-
ing use of hospice and other palliative 
care services at the end of life, many 
patients are not able to derive proper 
benefits from these services because 
hospice is usually not involved until 
death is less than 3 weeks away.

The ASCO panel noted that provid-
ing palliative care along with standard 

cancer treatment as early as possible in a 
patient’s illness ensures better outcomes 
for the patient and the caregiver as 
the illness progresses. Palliative care 
improves the course of the disease 
in a number of ways. It minimizes a 
patient’s symptoms, increases his or her 
quality of life (QOL), and improves 
overall satisfaction. Palliation also 
reduces the caregiver burden and 

leads to more effective use of hospice. 
Furthermore, when introduced at the 
time of diagnosis, palliative care leads 
to a decrease in the use of intensive 
care, to which oncology staff often 
resort in a fruitless attempt to lend 
comfort to the dying patient.1

PALLIATIvE CARE IS vALuABLE  
AT TIME OF DIAgNOSIS
In advanced cancer, “the data are 
increasingly showing us that pallia-
tive care can be incredibly valuable for 
patients and their caregivers from the 
time [of diagnosis], not just at the end 
of life,” according to Jamie Von Roenn, 

MD. She is a co-author of the ASCO 
guidelines and professor of medicine in 
the division of hematology/oncology 
at the Feinberg School of Medicine, 
Northwestern University, and the 
Robert H. Lurie Comprehensive 
Cancer Center in Chicago, Illinois.4 

The ASCO panel analyzed data from 
seven recently published randomized, 
controlled clinical trials that comprised 
patients with metastatic cancer who 
received both standard cancer care 
and palliative care. The trials dem-
onstrated that concurrent palliative 
care for patients with advanced cancer 
maintains or improves survival and 
quality of life. In addition, most studies 
show that these improved outcomes are 
achieved with a lower financial burden 
than standard oncologic care alone. 
However, no trials have demonstrated 
harm to patients and caregivers, or have 
delineated excessive costs, as a result of 
early utilization of palliative care.3

“Preserving quality of life is of 
utmost importance for all patients,” 
said PCO co-author Tom Smith, MD, 
Professor of Oncology and Director of 
Palliative Care at Johns Hopkins School 
of Medicine in Baltimore, Maryland. 
Smith stated in the report that we now 
have strong evidence that combining 
palliative care with standard cancer 
treatment in cases of metastatic cancer 
improves patients’ lives in many ways, 
and in some cases, can help extend their 
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lives. “Patients deserve to have access 
to palliative care services and specialists 
throughout the course of their care,” 
Smith concluded.4

KNOWLEDgE gAPS STILL REMAIN
The PCO panel noted that practical 
considerations that limit the implemen-
tation of early palliative care for patients 
with advanced cancer still exist, even 
though a growing body of evidence 
demonstrates its advantages for such 
patients. For example, reimbursement 

for early palliative care is not consistently 
available for patients undergoing active 
cancer therapy unless they are being 
treated as inpatients or are enrolled in 
hospice care as outpatients.

Other “important gaps in knowl-
edge,” according to the PCO panel, 
call for future research to address them. 
Subjects yet to be covered include 
which palliative care interventions have 
the greatest impact and integration of 
palliative care into standard cancer 
care for other types of metastatic and 
advanced cancer. ■

Bette Weinstein Kaplan is a medical writer 
based in tenafly, new jersey.
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Reimbursement for 
early palliative care 
is not consistently 
available.

Do you have a story about a 
patient you want to share?

Oncology Nurse Advisor  
welcomes narrative essays  
from oncology nurses for 
Reflections, our narrative  
medicine department.

Write 1,200 words about an 
experience with a patient that 
was especially meaningful to you, 
and email the manuscript to  
editor.ona@haymarketmedia.com. 

I
n the 10 years that I’ve been practic-

ing oncology, one thing I’ve come 

to learn is that chemotherapy can be 

either a friend or a foe. Chemotherapy 

certainly has its place. It has its time 

when it gives a patient both quantity and 

quality of life. As clinicians, however, we 

are all too aware that there also may come 

a time when chemotherapy robs life of both 

quality and quantity and leaves the patient 

battling debilitating side effects instead. 

I remember a recent encounter with a 

patient who was undergoing treatment for 

metastatic breast cancer. As I sat across from 

her, watching as she struggled to hold back 

the tears that streamed down her face any-

way, she apologized for feeling so “horrible 

and weak.” I had always known this patient 

as a fi ghter who fi ercely embraced every 

treatment, but now she was really struggling. 

Even in those times when I had to deliver the 

most horrible news, she was always ready for 

the next round. I had never seen her like this 

before. On this particular day, she had the 

weight of the world on her shoulders. She 

just wanted to say No to everything.

She looked at me and she asked, “When is 

enough, enough?” I looked at her, took her 

hand, and said, “The decision about whether 

to continue chemotherapy is not based on 

dictatorship. It’s a democratic relationship 

in which you have the right to decide that 

you do not want any more treatment, even 

if that decision is just for now.” 

I think for the fi rst time in a very long 

time, she felt she could breathe a sigh of 

relief. She knew now that I didn’t judge her 

because she wanted to stop treatment. Her 

soul was tired, and her body was exhausted 

from the onslaught of different chemother-

apy regimens. And now she had developed 

a painful palmar-plantar erythrodysesthesia, 

which made even brushing her own hair 

diffi cult. For this woman, hope was lost. 

Her quality of life was so compromised that 

even the little things she cherished for her 

ability to do them herself were becoming 

a challenge. Only another cancer patient 

can possibly understand the personal and 

intimate darkness of uncertain outcomes 

in battling cancer. Only another cancer 

patient can possibly understand the liberty 

and power she experienced in being able 

to say “no more treatment.”

As clinicians, we never want to give up 

our battle against cancer. We take an oath 

to preserve life, and when our ability to 

do this is challenged by the medical facts, 

all we can do is step back and examine the 

true meaning of preserve life in
 the absence 

of physical medicine. In this very instant 

with this patient, I was reminded that pres-

ervation of life should not be at the cost of 

life’s quality. Respecting a patient’s wishes 

in spite of what we think we can achieve 

with new medical interventions and novel 

chemotherapy agents means we should not 

try to override a patient’s desire to stop 

treatment. It is so important for us to offer 

patients a place where they can say how 

they truly feel. Patients must feel that they 

have their own voice, that they can decide 

what they need—for themselves and not 

for everyone else.

When the patient decides: 

No more treatment 

Jia Conway, DNP, CRNP, FNP-C 
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44  ONCOLOGY NURSE ADVISOR • JUNE 2010 • www.OncologyNurseAdvisor.com  I have been privileged to serve as a medi-cal oncology nurse for the past 23 years. I always considered it a calling, and caring for those with life-threatening illness-es has been fulfi lling and challenging. Oncology nurses are charged with constant changes in therapy. New oral chemotherapy medications and other therapeutics lead to new challenges and new patient successes every day. We have to be on our toes all the time. I tell newly hired nurses, “This is a thinking nurse’s job!”
In practice, I focus on maintaining quality of care, enhancing clinical standards, and supporting progressive research, but I had become so involved in the “big picture” of patient care that I had forgotten the impor-tance of reviewing the smaller details. A recent patient, Mr. E, caused me to reassess my big-picture focus and evolve my approach to more holistic patient care. 

Mr. E is a vibrant 90-year-old man whose infectious laughter can often be heard reso-nating throughout the chemo room. He is a special patient; that rare person with a magnetic personality that draws people to his side. Nine months ago, he was given a diagnosis of stage IV colorectal cancer. Mr. E’s performance status was excellent with few comorbities, so we proceeded with chemotherapy. After cycle 3, however, Mr. E was showing signs of severe fatigue and lethargy, and the hearty laughter that once fl owed through the room with each visit had diminished. As you might guess, he was not a complainer, but in a quiet moment he revealed his greatest concern to me. His great 

granddaughter was to be married and, with his fatigue and shortness of breath, he knew he would not be able to attend her wedding. I resolved to fi nd a resolution for Mr. E’s symptoms so he could make the trip.

SEARCHING FOR A CAUSE
I evaluated any and all causes that could have had this profound eff ect on him. I reviewed all of his bloodwork including CBC, BMP, and tumor markers. CBC revealed decreased hemoglobin and hematocrit, which met the indication for ESA therapy, and I hoped the growth factors would improve Mr. E’s fatigue. To complete the search for answers, I ordered a PET scan to rule out metastasis. As the test results came back, including an unremarkable PET scan showing stable dis-ease, Mr. E’s symptoms remained relatively unchanged. Even with the ESA therapy, his hemoglobin levels did not improve. Once again, I dug in my heels and searched for answers. I reevaluated every step of his care from A to Z; despite this, Mr. E was still fatigued with shortness of breath. Or, to put it in his words, “just plain tuckered out.” What was I missing?

A s I reviewed all his test results 
with the nursing staff , one of 
my new trainees asked, “How 
about his iron stores?” The 
light went on! Mr. E’s iron studies were not current, and we had initi-ated ESA therapy. Could this be functional iron defi ciency anemia? Mr. E’s iron stores were adequate at the initiation of therapy, 

Seeing the forest for the trees
Robin Wachsman, RN, BSN, OCN, CCRN

I had become 
so involved 
in the “big 
picture” of 
patient care 
that I had 
forgotten the 
importance 
of reviewing 
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