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96% of Physicians Favor Enhancing Quality of Life for
Seriously Ill Patients over Extending Life as Long as Possible

Nearly all physicians believethis coun-
try should place a higher priority on pro-
viding paliative care to al patients who
need and want it, and that it is more im-
portant to enhance terminaly ill patients
quality of life than to try to extend it by
any means, a nationwide survey released
by National Journal has found.

Results of the poll of 500 board-cer-
tified physicianswere presented this past
November at a Washington, DC, policy
summit as the third and final part in the
series entitled, “Living Well at the End
of Life: A National Conversation.” The
presenter was Brent McGoldrick, senior
vice president and general manager of
FTI Consulting, the firm that conducted
the survey for National Journal.

a4 I
Inside:

NewsLINe ......ccocvveueeveeneninnl 2-3

v The Bad News Encounter:
Helping Patients Move Forward

v Effectiveness of Advance Directives
May Not Depend on Whether They
Are Used, But Where

Research Monitor ............... 4-5

v Hospice Use among Ovarian Cancer
Patients Rises as Late Referrals
and Sociodemographic Disparities
Remain Unchanged

v National Survey Finds Lack of
Progress in Cancer Pain Management

Clinician Resources........... 6-7

v American Hospital Association Offers
Online Resource to Help Clinicians
Communicate with Patients about
Treatment Options and
Palliative Care

KEY FINDINGS INCLUDE:

* 96% of physicians believe it is more
important to enhance the qudlity of life
for terminally ill patientsthan to attempt
to extend life by any means.

* 96% think that patients and their fami-
lies should be educated about palliative
and end-of-life care and the options
available to them.

* 94% agreed that palliative care should
be made available to all serioudly ill
patients, should be offered alongside
curative treatment, and should befully
covered by health insurance and
Medicare.

» 79% think the nation’s health care sys-
tem, spends too much in an attempt to
extendthelivesof termindly ill patients.
However, the data revealed some note-

worthy hesitationsabout palliativecareand

barriers to its full adoption, McGoldrick
pointed out.

Similar to patient groups, many phy-
sicians (42%) are concerned that empha:
sizing palliative care could interfere with
cure-directed treatment. This concern
was found less frequently among those
physicians most familiar with palliative
care, showing that more education is
needed to explain that palliative careis
not an either/or choice.

A dramatic “generation gap” found in
physicians early educationandtrainingin
palliative and end-of-life care indicates
encouraging progress in the last 15 to 20
years, saild McGoldrick. Among physicians
younger than 39 years, 73% reported hav-
ing received at least sometraining in pal-

liative care and end-of-life care counsal-
inginmedica school, compared with only
25% of respondentsaged 40 yearsor older.
Further, 60% of al respondents say they
have pursued continuing medica educa-
tion in this area

Physicians are aware of the limitations
of their training; while 49% feel some-
what prepared to discuss pdliative care,
only 35% say they fedl very prepared. And
only 30% fed very prepared to counsd
patients on end-of-life care options.

BARRIERS TOPALLIATIVE CARE

Physiciansidentify thefollowing asbar-
riers to the implementation of palliative
cae
« Patientsarenot adequately informed and

don't ask (91%).

* Patients are reluctant to accept palia-
tive carebecauseit meansadmitting they
may not recover (84%).

« Health insurance companies and Medi-
care do not reimburse adequately for
consultations (82%).

* There are insufficient palliative care
physicians and services (78%).

* Patientslack the resourcesto afford the
care (78%).

PHYSICIAN COMMUNICATION AND
COMPENSATION

Two areas of crucia importanceto phy-
sicians wishing to improve delivery of
palliative care are training in the end-of-
life conversation and compensation for
such discussions, according to summit pan-

Continued on Page 3



NEewsLINE

The Bad News Encounter: Helping Patients Move Forward

Most guidelinesfor delivering bad news
that have been devel oped over the past 20
yearsfocus effectively on diminishing pa
tient distress. But physicians can provide
more than protection from emotiona pain
as they relay the facts of terminad illness
to apatient — physicians can help the pa
tient to find “ actionable hope” and move
forward into a changed life.

That isaccording to an article published
inthe American Journal of Hospice & Pal-
liative Medicine, in which the authors out-
linean approach physicians can useto sup-
port hope by assisting the patient in estab-
lishing redligtic therapeutic and persona
goals to match the values to be found in
the patient’s new reality.

To illugtrate the importance of chang-
ing the concept of “hope” from a state of
mind to action, the authorsusethe example
of afemale acquaintance who has young
children and is about to be newly diag-
nosed with metastatic disease.

“The best hope for this young mother
of four isnot anoun that sitswith head in
hands and wishesfor alife that cannot be,
but a verb that moves forward, seeking
goals that will bring value into an'atered
world,” states lead author Alva Bowen
Weir, MD, professor of medicine-hema
tology at the University of Tennessee
Hedlth Science Center in Memphis. “If |
am to provide such hopefor this patient...
then movement toward realizable value
must begin early, even with the first pre-
sentation of bad news.”

PREPARING FOR A BAD NEWS
ENCOUNTER

To prepare for that first presentation of
bad news, physicians can:
* Allow adequate time for discussion.

* |If circumstances permit, review the lat-
est literature on the disease, so asto have
data available for decision making.

» Review the patient’s socia history to

Goals for Presenting
Bad News

1. Provide information that leads to
diagnostic, therapeutic, and social
decision making.

2. Strengthen the relationship with
the patient and family, so that
movement toward health and well-
being can proceed in an environ-
ment of trust.

3. Provide hope, and begin to help
the patient reorder his or her life to
maximize value in a changed
world.

— Adapted from Weir and Brint; American
Journal of Hospice & Ralliative Medicine
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understand which areas and issues of
importance might need to be addressed.

» Have one's own directional goals in
mind. The physician should prepare his
or her own best plan, which can then be
merged with the patient’s best plan.

* ‘Address one’'s own persond fears and
anxieties, particularly if the patient’s
situation hits close to home.

DELIVERING INFORMATION,
BUILDING PARTNERSHIP
AND TRUST

In deciding how much information to
impart, physicians can ask themselves be-
forehand how much this patient wants to
know, and how much this patient needsto
know. While some patients wish to have
all availableinformation, whichiscertainly
their right, not all patients do, nor will al
patients be capable of processing a great
dedl of information during a delivery of
bad news.

Family and friends brought by the pa
tient for the encounter should be deliber-
ately included in the conversation and in-
corporated into the patient’ scareteam from
the beginning, suggest the authors. This

will not only enrich the physician’s un-
derstanding of the patient’s situation and
build trust, but will aso give the patient
support for remembering and complying
with therapeutic plans, and for construct-
ing a new vision of hope and vaue.

MAKING PLANS THAT FOSTER
HOPE AND VALUE

“From theinitial visit where we deliver
bad. news, doctors should begin to navi-
gate patients towards hope and value,”
writethe authors. Patients describing their
hopes most often relate them to quality of
lifeand goal fulfillment. “ Such hopeleads
to value. Value is the perception that life
isworth living.”

Physicianscan help patientsdetach value
from the life they will no longer have and
reattach valueto their lifeasit hasbecome
by redirecting such questions as “How
long will | live?” and “How broken are
my dreams?’ to “How can | find valuein
each day of life?” and “What goals can |
il accomplish?’ Then physicianscanhelp
pati entsto make plans, which meansmov-
ing toward redlistic life and true hope. “I
do my best to never tell a patient what |
can’t dowithout laying out aplan for what
| cando; states Waeir.

Because patients appreciate conversa
tionsthat movethem forward toward thera-
peutic goals, physicians would do well to
remember that they are the experts con-
cerning thecircumstances of their patients
health, and that “ patients prefer to partner
with their doctorsin the decision making,
rather than being |eft on their own.” Phy-
sicians are encouraged to recommend a
care plan, confirm the next steps, and “end
with commitment and hope.”

Source: "Hope Is a Verb: A Course Correction in
Delivering Bad News,” American Journal of
Hospice & Palliative Medicine; December 2011;
28(8):525-527. Weir AB and Brint JM. University
of Tennessee Health Science Center of Memphis
and Veterans Affairs Medical Center, Memphis,
Tennessee.
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NEWSLINE

Effectiveness of Advance Directives May
Not Depend on Whether They Are Used, But Where

Wide regional variationsin the level of
aggressive care delivered in the last six
monthsof lifehave beenwell documented,
and seem to be linked to medical practice
patternsrather than to patient preferences.
A team of Michigan researchershasfound
that the effectivenessof advancedirectives
(ADs) is significantly related to the prac-
tice patterns of the region in which they
are used, according to a report published
in the Journal of the American Medical
Association.

“ Advancedirectivesare associated with
important differences in treatment dur-
ing the last six months of life for pa-
tients who live in areas of high medical
expenditures, but not in other regions,”
writethe authors. “ This suggeststhat the
clinical effect of advance directives is
critically dependent on the context in
which a patient receives care.”

Investigatorsanalyzed survey and claims
dataon 3302 fee-for-service Medicareben-
eficiaries (mean age at death, 82.8 years,
female, 56%) who died between 1998 and
2007, and had been respondentsinthe na-
tionally representative Health/and Retire-
ment Study. Each proxy was interviewed

after death regarding the respondent’ street-
ment-limiting AD, living will, or durable
power of attorney for hedlth care.

OVERALL RESULTS

* 61% of subjects had either a living
will or written durable power of at-
torney; 39% had awritten treatment-
limiting AD.

* 41% died in a hospital, and 70% had
been hospitalized at least once during
the last six months of life.

KEY FINDINGS

« ADswere more commonin hospital re-
ferral regions with lower levels of
spending in the last six months of life.

* Patients with ADs in high-spending ar-
eas had lower expenditures, were less
likely'to.diein ahospital, and had sig-
nificantly.higher odds of hospiceenroll-
ment than patientswith noADsin these
regions.

* There was no association between hav-
ing an AD and end-of-life expenditure
in regions with low or medium levels
of spending.

“It is sometimes overlooked that an ad-

vance directive can only influence treat-
ment when the patient’s wishes are incon-
sistent with what would be provided ab-
sent an advance directive,” comment the
authors. If aregion’s” default level” of care
(and spending) is high, patients in those
locationswho do not want aggressive end-
of<life measures are best served by mak-
ingsuretheir treatment-limitingwishesare
documented.

“We urgently need studies to examine
the extent to which greater advance direc-
tive use in high-intensity regions would
result in treatment that is more concor-
dant with patient preferences and to un-
derstand the patient, physician, and health
system characteristics that lead to higher
ratesof useinlow-spending regions,” urge
the authors.

Source: “Regional Variation in the Association
between Advance Directives and End-of-Life
Medicare Expenditures,”Journal of the American
Medical Association; October 5, 2011;
306(13):1447-1453. Nicholas LH, Langa KM,
Iwashyna TJ, Weir DR; Institute for Social
Research, University of Michigan; Department
of Medicine, University of Michigan Medical
School; and Veterans Affairs Health Services

Research and Development Center of
Excellence, Ann Arbor, Michigan.

96% of Physicians Favor Enhancing Quality of Life for
Seriously Il Patients over Extending Life as Long as Possible

Continued from Page 1

elist Ezekiel J. Emanuel, MD, chair of the
Department of Medical Ethics and Health
Palicy, University of Pennsylvania, Phila
delphia. Patients don’t want to ask about
end-of-life care, he noted, but neither do
physicianswant toinitiatethesediscussions.

“You resist that conversation aslong as
possible” hesaid. “It'semotionally drain-
ing, it takes time, it's difficult, you have

no way of knowing how the patient and
family are going to react. That is enor-
moudly difficult.

“Figuring out how to start that conver-
sation is the most important thing we can
do to try to transform this. That requires
education in better communication skills
specificfor end-of-lifecare.” Also needed,
said Emanuel, isimproved training in ad-
dressing and managing specific symptoms,

aswell as better research and the develop-
ment of more effective interventions.

Emanuel feelsstrongly that physicians
must be compensated for thetime needed
for end-of-life conversations, just asthey
are compensated for taking a patient’s
history.

Results of the survey and a video of the

November 2011 policy summit are available at:
http://nationaljournal.com/events/event/74/.
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ReseaArRcH MONITOR

Hospice Use among Ovarian Cancer Patients Rises as Late
Referrals and Sociodemographic Disparities Remain Unchanged

Elderly women with ovarian cancer
are enrolling in hospice in increasing
numbers each year, but nearly 40% of
these patients receive no hospice care,
many receive such services close to
death, and hospice use in this popula-
tion varies significantly by race and so-
cioeconomic status, ateam of Mainere-
searchers has found.

“More older women with ovarian
cancer are receiving hospice care over
time; however, a substantial proportion
receive such care very near death, and
sociodemographic disparitiesin hospice
care exist,” write the authors of areport
published in Gynecologic Oncology.

“Timely hospice referral is an essential
component of quality end-of-life care, a-
though a growing body of research sug-
gests that for patients with various types
of cancer, hospicereferrd soften occur very
late in the course of care, and are marked
by sociodemographic disparities.”

Investigators analyzed data representa-
tive of the U.S. population captured by
the Surveillance, Epidemiology, and End
Resultsregistriesand Medicareclaimsfrom
2001 through 2005. The study cohort in-
cluded women aged 66 years or older
(whiterace, 87.1%; aged 80 yearsor older,
41.0%) who were diagnosed with ovarian
cancer during that period and died before
the end of 2007.

KEY FINDINGS

e Overdl, 39.7% of women with ovarian
cancer received no hospice care during
the last six months of life.

A higher proportion of black women
(46.5% vs 38.4% white), women in
the lowest income tertile (42.8% vs
37.0% inthe highest tertile), and those
with fee-for-service plans (41.3% vs
33.5% in managed care) never en-
rolled in hospice.

 Although the overall use of hospice
during the study period rose from
49.7% in 2001 to 74.9% in 2005, the
proportion of patients with ovarian
cancer entering hospice programs
within three days of death did not
improve.

« Of thosewho did receive hospice care,
26.2% were enrolled within the last
seven daysof lifeand 11.2% were en-
rolled within thelast three days of life.
“Because hospice careimprovespain

and symptom contral, it should be of-

fered to patients at the point when
medical interventionsto extend lifeare
futile, and when death is expected
within six months,” state the authors.

“Physicianstreating these patientshavean

opportunity to talk with patientsabout their

end-of-life‘care options and preferences

before they are gravely ill.”

FACTORS ASSOCIATED WITHLACK
OF HOSPICE CARE INCLUDED:

* Non-whiterace (oddsratio [OR], 1.44;
95% confidence interval [Cl], 1.26 to
1.65)

* Fee-for-servicevsmanaged care Medi-
care (OR, 1.39; 95% ClI, 1.24 to 1.56)

» Ageyounger than 80 years (OR, 1.27;
95% ClI, 1.15 to 1.40)

e Low income (OR, 1.17; 95% ClI, 1.04
to 1.32)

“Our study identifies opportunities to
improve the quality of care for older
women dying of ovarian cancer, particu-
larly with regard to timely hospice re-
ferral,” writethe authors. “Our dataalso
support the need to target lower-income
and minority women in efforts to in-
crease optimally timed hospice referrals
in this population.”

One limitation to the study was lack of
datawith which to assess whether hospice

usewasareflection of patient preferences,
note the authors. It could be that some
populations are less accepting of hospice
care or are poorly informed about their
choices. It is aso possible that areas with
low-income populations or a high density
of minority groupssimply havefewer hos-
pice programs available.

“Our findings aso suggest the need for
increased efforts to educate patients and
families:about the availahility of hospice
care and the benefit of timely referra,”
writetheauthors. “ Outreach to popul ations
a risk for not receiving hospice, particu-
larly minority, lower income populations,
and patientswith fee-for-service coverage
may help improve knowledge of the hos-
picebenefit and timely accesstothiscare.”

The finding that women in fee-for-ser-
vice Medicare programs were less likely
than those in managed care plansto enroll
in hospiceisconsistent with previous stud-
ies, the authors point out, further reinforc-
ing the growing awareness of the impor-
tance of hedlth care system factors in the
utilization of hospice services.

“Appropriate use of hospice care
acrossthecancer population may help
improve quality of care at the end of
life for individual patients, but also
may be beneficial to society by avoid-
inginappropriateresourceuse,” com-
ment the authors.

Source: “Disparities in Hospice Care among
Older Women Dying with Ovarian Cancer,”
Gynecologic Oncology; Epub ahead of print,
November 30, 2011; DOIl: 10.1016/
J.ygyno.2011.11.041. Fairfield KM, Murray KM,
Wierman HR, Han PK, Hallen S, Miesfeldt S,
Trimble EL, Warren JL, Earle CC; Center of
Outcomes Research and Evaluation;
Department of Medicine; and Department of
Geriatrics, Maine Medical Center Research
Institute, Maine Medical Center, Portland, Maine;
Cancer Therapy Evaluation Program and
Applied Research Program, National Cancer
Institute, Bethesda, Maryland; and Institute for

Clinical Evaluative Sciences, Sunnybrook
Health Sciences Centre, Toronto, Ontario.
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ResearRcH MONITOR

National Survey Finds Lack of Progress
in Cancer Pain Management

Although most U.S. oncologists agree
withthe accepted practicesfor cancer pain
management and givetheir disciplinehigh
ratingsfor its ability to relieve pain, many
perceive serious barriers to effective pain
treatment and demonstrate deficienciesin
knowledge about appropriate opioid pre-
scribing, according to a national survey.

“Limitationsinoncologists knowledge
and practicesrelating to pain management
may be contributing to asubstantial unmet
need in populationswith cancer,” writethe
authors of a research report published in
the Journal of Clinical Oncology. “The
longstanding acceptance of pain manage-
ment as a best practice in oncology pro-
vides a foundation for renewed efforts to
educate in this critical area.”

The team analyzed survey responses of
arandomly selected sample of 610 prac-
ticing oncologists (median age, 56 years,
female, 20%; > 9 years in oncological
practice, 89%). The current survey was
modeled on a similar one conducted by
the Eastern Cooperative Oncology Group
in 1990 — the lagt time U.S. oncologists
were systematically polled on‘their atti-
tudes, knowledge, and practicesrelated to
pain management — and little has changed
since then, the authors note.

“[M]edical oncologists continueto per-
ceive barriers to best practices in pain
management and continueto reflect nega
tively on their training in a manner simi-
lar to that of survey respondents 20 years
ago,” writethestudy authors, led by Brenda
Breuer, PhD, director of epidemiologic
research a Beth Isragl’ sDepartment of Pain
Medicine & Pdliative Care.

Respondents were asked to indicate
their responsesto theitemized question-
naire using a numeric scale with ratings
of 0to 10, and were also presented with
two challenging clinical scenariosrequir-
ing their recommendations for opioid

assessment into their daily practice.

institutions.

Recommendations for Improving
Cancer Pain Management

® Practicing oncologists can access the educational materials on cancer pain manage-
ment mentioned in this study, and incorporate some simple methods for symptom

® At its annual scientific meeting, the American Society of Clinical Oncology can incorpo-
rate short, practical presentations on cancer pain into other sessions, rather than sched-
uling this topic separately and thus often in conflict with other sessions important to
medical oncologists’ primary area of interest.

* Administrators can consider establishing structures and processes that allow rapid
and effective consultation with palliative care and/or cancer pain programs in their

® Clinical researchers can design clinicaltrials on simple clinical pathways and educational
interventions aimed at.achieving better pain management.

— Bruera, Journal of Clinical Oncology podcast

management changes.

KEY FINDINGS

» Oncologists rated the ability of their
medical specialty to relieve cancer pain
highly (median rating, 7 on a 10-point
scale), but rated their peersasmore con-
servative than themselves in prescrib-
ing opioids (median rating, 3).

« Pain management training wasrated low
for both medica school (median rating,
3) and residency (median rating, 5).

« Only 14% reported making frequent
referrals to pain or palliative medicine
specialists.

« Intheir responsestothetwo clinical sce-
narios, 87% and 60% of oncologists
selected a recommendation considered

unacceptable.

MAJOR BARRIERS
According to oncologists, major barri-
ersto optimal pain management include:
« Patient reluctance to report pain (me-
dian rating, 6)
« Patient reluctance to take opioids, out
of fear of addiction or fear of adverse

effects (median rating for both, 6)

* |nadequate assessment of pain by physi-
cians and/or nurses (median rating, 6)

« Pdtient inability to pay for services or
analgesics (median rating, 5)

e Lack of available pain or paliative
medicine specidists (median rating, 4)
“Themost important lesson of thisstudy

is that while we have made dramatic im-

provements in our education and clinica

care of patients with most cancers, in the
last 20 yearswe have made minimal or no
progress in our education, attitudes, and
beliefsabout the symptom that our patients
and familiesfear themost,” states Eduardo

Bruera, MD, in acommentary podcast on

the studly.

Bruera, who chairs the Department of
Pdlliative Care and Rehabilitation Medi-
cineat theUniversity of TexasMD Ander-
son Cancer Center in Houston, offersrec-
ommendationsfor addressing some of the
problems identified by the survey, such as
inadequate pain assessment, lack of edu-
cation, and poor access to pdlidaive care
and pain specialists. A survey conducted

Continued on Page 6
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CLINICIAN RESOURCES

American Hospital Association Offers Online Resource to Help Clinicians
Communicate with Patients about Treatment Options and Palliative Care

The physician’stask of understandinga
patient’s priorities and goals begins at di-
agnosis of a life-limiting illness, when
guestionsregarding the patient’ shopesand
fears can prepare the way for future dis-
cussions of palliative and hospice care.
These questionswill become necessary as
thedisease progresses and the patient feels
ready, according to a publication newly
available online from the American Hos-
pital Association (AHA).

Originally created by the National Hos-
pice and Palliative Care Organization
(NHPCO), the two-page brochure, en-
titled, “Talking about Treatment Options
and Paliative Care: A Guide for Clini-
cians,” offers suggestions for incorporat-
ing discussion of paliative care early on
in clinical encounters with seriously ill
patients.

“Introducing the concept of paliative
care — as care focused on aleviating
symptoms even as you work to cure the
illness — will alow you to continue ref-
erencing palliation of symptoms, optimi-
zation of functiona capacities, and theim-
portance of psychosocia support for the
patient and the family,” states the guide.

Finding the most effective way to com-
municatetreatment optionsto patientswith
potentially life-limiting illnesses can be
challenging, and sometimesthetraditional
phrasings are not necessarily thebest. The
guide offers new and alternative ap-

proaches for introducing and explaining
pdliative and hospice care options. [ See
sidebar, below]
During these discussions, it helpsto fo-
cus on the following goals.
» Make sure you are heard.
e Make sure you listen to the patient and
family.
 Provide information that helps them to

understand their options and to make
choiceshbased ontheir individual needs.

Also included in the guide is a ligt of

suggested questions for opening/continu-
ing thetopicsof palliativeand hospicecare
preferencesand options, aswell asa“trans-
lation” of what patients might really be
thinking or want to know when they ask
general or traditiona questions.

The guide is available on the AHA's
Community Connections viathe “Partner
Tools” link at www.caringforcom-
munities.org. It is also available in bro-
chureform on the NHPCO's Caring Con-
nections site through the * Resources’ link
at: www.caringinfo.org.

New Approaches to Explaining Treatment Options

Instead of saying: “XYZ treatment has a 5% success rate,” try: This treatment works for
one in 20 people. The people it works for live an average of X number of years or months.
Or: In my experience, this treatment works for very few people. Those people may gain a
few extra months, but many of them have told me that the side effects are not worth it.

Instead of saying: “Some patients experience XYZ side effects as a result of the treatment
protocol,” try: You can expect the following side effects. | will work with you to manage these
side effects as best as | can. But, if the side effects become too troublesome, we can talk
about other options, including stopping or changing the treatment.

Instead of saying: “This is what | recommend,” try: | can explore options with you, but
decisions about how to care for you are yours. Or: | want to be completely honest with you.
Even with treatment, | think it is very unlikely you will live more than X months.

Instead of saying: “Do you have any questions?” try: I've presented you with a lot of
information. What questions do you have?

Instead of saying: “At some point, we may have to look at hospice as an option,” try: With
the disease you have, it is very likely that hospice care will be the best option for you at
some time in the future. We can discuss this over time, so you can make decisions that
best suit your needs.

— NHPCO, “Talking about Treatment Options and Palliative Care: A Guide for Clinicians”

National Survey Finds Lack of Progress in Cancer Pain Management

Continued from Page 5

by his group, he notes, found that only
60% of National Cancer Ingtitute (NCI)
comprehensive cancer centersand 22% of
non-NCI cancer centers have outpatient
palliative care programs.

“Without access to outpatient palliative

care consult services, many oncologists
find it difficult to access support, not only
for pain, but for multiple other physica
and psychosocial problems in their pa-
tients,” he points out.

Source: “Medical Oncologists’ Attitudes and

Practice in Cancer Pain Management: A National
Survey,”Journal of Clinical Oncology; Epub ahead

of print, November 14, 2011; DOI: 10.1200/
JCO0.2011.35.0561. Breuer B, Fleishman SB,
Cruciani RA, and Portenoy RK; Beth Israel
Medical Center, New York City. “Medical
Oncologists’ Attitudes and Practice in Cancer Pain
Management: A National Survey” [podcast],
November 14, 2011; http://jco.ascopubs.org.
Bruera E; Department of Palliative Care and
Rehabilitation Medicine, University of Texas MD
Anderson Cancer Center, Houston.
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CLINICIAN RESOURCES

BOOK FOR CLINICIANS

Oxford American Handbook
of Hospice and Palliative Medicine

Published just months ago, this handbook offers U.S. physicians,
nurse practitioners, fellows, residents, and students an up-to-date, prac-
tical, and concise source of information on most of the day-to-day
clinical and administrative needs of those caring for people with pro-
gressive incurable illnesses and their families.

The handbook was written by an expert team of clinicians and edited
by Eduardo Bruera, MD, and Sriram Yennurgjalingam, MD, the de-
partment chair and clinical medical director, and assistant professor,
respectively, of the Department of Palliative Care and Rehabilitation
Medicine, Division of Cancer Medicine, The University of Texas MD
Anderson Cancer Center, Houston, TX.

KEY FEATURES OF THE HANDBOOK INCLUDE:
« Guidance on the assessment and management of palliative patientsis
evidence-based, succinct, and topically focused.

» Thedesignisaimed at the clinical and administrative structurewithin
the U.S. health care system, including the Medicare hospice benefit.

* Content follows the core curriculum of the American Board of Hos-
pice and Palliative Medicine.
» Supplemental material includes extensive tables and-algorithms.
The editors note that within the last decade, there has been a major
increase in the number of patients using hospice for end-of-life care,
and the number of inpatient and outpatient palliative care programs has
increased significantly. Yet, the education of clinicians needed to care
for these patients has lagged behind, they state, even with the establish-
ment of hospice and palliative medicine as a subspecialty recognized
by the American Board of Medical Specialties.

“We believe this book will provide rapid access to most of the daily
bedside clinical and administrative needs, and we hope it will help our
colleagues in the delivery of excellent palliative and hospice care,” the
editors write.

CHAPTER TITLES INCLUDE:

« Definitions and Key Elementsin Palliative Care

* Clinical Decision Making

» Emergenciesin Paliative Care

» Management of Cancer Treatment Related Adverse Effects
 Pdliative Care in End-Stage Heart Failure

* Prognostication in Palliative Care

» Hospice Approach to Palliative Care, Including Medicare Hospice
Benefit

Published by Oxford University Press, USA, July 2011;
ISBN-13: 978-019538156 (Paperback); 504 pp.

End-of-Life Care Websites

www.aahpm.org

American Academy of Hospice
and Palliative Medicine

www.eperc.mcw.edu

End-of-Life/Palliative Education
Resource Center (EPERC)

www.epec.net

The EPEC Project (Education in Palliative
and End-of-Life Care)

www.nhpco.org

National Hospice & Palliative
Care Organization

www.caringinfo.org

Caring Connections: National Consumer
Engagement Initiative to Improve
End-of-Life Care

www.promotingexcellence.org

Promoting Excellence in
End-of-Life Care

www.hospicefoundation.org
Hospice Foundation of America

www.americanhospice.org
American Hospice Foundation

www.hpna.org

Hospice and Palliative Nurses
Association

www.hospicenet.org
Resources for patients and families

www.abcd-caring.org
Americans for Better Care of the Dying

www.mcw.edu/palliativecare.htm

Medical College of Wisconsin
Palliative Care Center

www.painpolicy.wisc.edu

University of Wisconsin Pain
and Policy Studies Group

www.capc.org
Center to Advance Palliative Care

www.stoppain.org

Pain Medicine & Palliative Care,
Beth Israel Medical Center
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End-of-Life Care
Meetings for Clinicians

Program in Palliative Care Education and Practice. Part |: Teaching and
Learning in Palliative Care; Part |1: Building a Future in Palliative Care.
Includes a special pediatric track. April 7-24, 2012, and November 7-13, 2012,
Cambridge, MA. Sponsor: Harvard Medical School Program. Phone: 617-582-
7859. Email: PallCare@partners.org. Website: www.hms.harvard.edu/pallcare/

pcep.htm

2012 American Geriatrics Society Scientific Meeting: Patient Safety and
Quality. What Geriatrics Hasto Offer. May 2-5, 2012, Seattle, WA. Website:
WWW.americangeriatrics.org

31st Annual Scientific Meeting of the American Pain Society. May 16-19,
2012, Honolulu, HI. Website: www.ampai nsoc.org/mesting/annua_12

7th Research Congress of the European Association for Palliative Care.
June 7-9, 2012, Trondheim, Norway. Contact: Congress Secretariat. Phone: (+47)
72826146. Fax: (+47) 72826028. Email: ragnhild.g.helgas@ntnu.no. Website:
www.eapcnet.eu/research2012

19th International Congress on Palliative Care. October 9-12, 2012, Palais
des Congres (Montreal Convention Centre), 201 Viger Street West, Montreal,
QC, Canada. Sponsor: Palliative Care McGill, McGill University. Website:
www.palliativecare.calen/

National Hospice and Palliative Care Organization 13th Clinical ' Team
Conference and Pediatric I ntensive. November 5-7, 2012, Walt Disney World
Dolphin Hotel, Lake Buena Vista, FL. Website: www.nhpco.org

Quality of Life Matters®

Now entering its 14th year of publication, Qual-
ity of Life Matters is recommended as an edu-
cational resource by the American Acad-
emy of Hospice and Palliative Medicine. The
periodical is dedicated solely to end-of-life care
news and clinical findings and is researched
and written by professional medical journalists
specializing in covering palliative care issues. It
is an independent publication; it is not affiliated
with any health care organization or company.
The quarterly newsletter is published by Qual-
ity of Life Publishing Co., a firm dedicated to
easing the way for patients with life-limiting ill-
nesses and their families.

We customize copies of the newsletter for
hospices and other organizations to provide as
an educational service for their local clinicians.
For information and rates:

TOLL FREE in U.S. and CANADA:

1-877-513-0099

NEW BRANDED BOOKLETS. What Is
Palliative Care?; What Do We Do Now?: When
a Child Is Seriouslly Ill; When You Are Grieving:
A Guide to Understanding Loss; and Hospice
Can Help: A Guide to Hospice Care. Available in
English and Spanish.

www.QoLpublishing.com

© 2012 by Quality of Life Publishing Co. All
rights reserved. No part of this newsletter may
be reproduced without prior permission of the
publisher. For reprint requests or information:

Mail: P.O. Box 112050

Naples, FL 34108-1929

Phone: 239-513-9907

Toll Free: 1-877-513-0099 (U.S. and Canada)
Fax: 239-513-0088
Email: info@QoLpublishing.com
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