Oncology and palliative care:
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eil MacDonald has described aptly the need to place greater emphasis

on the role of cancer centres in the palliative care of patients with in-

curable cancer."* The need for palliative care is increasing because of
the current restructuring of health care in Canada, the threats to existing fund-
ing and the increasing number of patients with advanced cancer who require
This article has been peer reviewed.  gupport. MacDonald identified 4 factors dividing oncologists and palliative care
professionals: concerns about diminishing resources, concerns (of palliative care
professionals) about ignoring diagnoses other than cancer, organizational iner-
tia and the differences between cultures of the 2 specialties.* The last of these
merits closer scrutiny and is the subject of this paper.

Palliative care and oncology have different roots. Palliative care grew out of
the hospice movement, which tends to the physical and emotional needs of pa-
tients and their families rather than focusing on the diseases themselves.’ In
contrast, oncology developed out of the specialist biomedical model, in which
the focus is on addressing the disease process and efforts are made to cure pa-
tients or to prolong their lives.® This focus is reflected in the paucity of onco-
logical studies citing patients’ symptoms.’

Palliative care and oncology also follow different paths. The interdisciplinary
team approach is inherent to palliative care.” Palliative care specialists may act in
advisory capacities, but, especially since few Canadians have access to such physi-
cians,*” family physicians maintain the primary responsibility for medical care
right up to the end of life in most jurisdictions.” In oncology, true interdiscipli-
nary approaches have become more common in recent years because of the in-
creasing complexity of cancer treatment," but the concept of the “patient care
team”" has not yet been universally adopted. Surveys have shown that both on-
cologists” and family physicians'*'"* feel that family physicians should have a
prominent role in managing the collaborative care of patients with cancer, but a
variety of barriers make collaboration difficult""* and tend to separate the 2 fields.

Communication between oncologists and physicians in the community is of-
ten difficult in the day-to-day management of patient care,"*'* which may lead
family physicians to withdraw from caring for a patient.” Health care workers in
cancer centres may take too long to refer patients to palliative care programs in
the community or may not refer them at all, which denies patients and their fami-
lies the benefits associated with early palliative care. Delays in referring patients
to cancer centres, delays between referral and consultation with an oncologist and
delays between consultation and treatment such as radiotherapy'” pose problems
for patients in situations where palliative antineoplastic treatment might be help-
ful and may frustrate patients and their health care providers. Almost certainly
such delays mean that many patients do not receive this treatment, which could
alleviate symptoms quite simply, even in patients with advanced disease.”"® In ad-
dition, these delays do little to promote collaboration between oncologists and
palliative care professionals. Some palliative care professionals may overestimate
the inconvenience and toxicity associated with chemotherapy and radiotherapy
and underestimate the ability of these treatments to relieve symptoms,’ perhaps
not realizing that much of an oncologist’s work is palliative (a fact that many on-

cologists acknowledge less often than perhaps they should). For example, at the
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British Columbia Cancer Agency (BCCA) between 1985
and 1991, 45.6% of all courses of radiation therapy were
palliative.” Similarly, much chemotherapy is palliative; al-
though data are difficult to obtain, it has been estimated
that at least 7% of all cancer patients will eventually re-
ceive palliative chemotherapy.”

Unfortunately, when a patient’s disease reaches an ad-
vanced stage, a point at which symptom management be-
comes more necessary, oncologists may relinquish their role
in the care of the patient because radiotherapy and
chemotherapy have nothing more to contribute. They may
feel that “nothing further can be done,” despite the exis-
tence of other therapies to control symptoms.’ In fact, on-
cologists are usually more familiar than family physicians
with these therapies because they see more patients with ad-
vanced stages of cancer than do other physicians. However,
they often have difficulty addressing the spiritual needs of
patients and their families,” one of the cornerstones of any
high-quality palliative care program, and may underestimate
and undertreat patients’ symptoms, including pain.”

We have found that in many communities in British
Columbia, professionals in various disciplines looking
after patients with cancer may never meet one another,
and oncologists, family physicians and palliative care
specialists often do not appreciate the challenges other
physicians face.” It would be interesting to know to what
extent these problems occur in other provinces.

A sense of territoriality also contributes to the division
between oncologists and palliative care professionals: pal-
liative care professionals fear that oncologists want to as-
similate palliative care into their field, which would de-
stroy the community base of the specialty and would
prevent patients other than those with cancer from bene-
fiting; at the same time, oncologists worry that increased
support for symptom management programs will divert
resources from existing programs.’*

There are a number of advantages to linking the 2 soli-
tudes of oncology and palliative care. Bringing these disci-
plines together should allow cancer centres to provide better
symptom control, although this hypothesis remains to be
confirmed by further study.** Collaboration may also im-
prove the availability of appropriate palliative antineoplastic
therapies and may mean more and earlier referrals from
cancer centres to palliative care programs. Improving refer-
rals alone might result in more effective control of symp-
toms, which would reduce the need for “crisis intervention”
in inpatient, acute care settings. This should increase
patients’ satisfaction with the care they receive at cancer
centres and could lead to cost savings,” although hard
data to confirm the fiscal benefits have yet to be obtained.

It has been shown that oncologist burnout is often re-
lated to patient suffering; implementing a true interdisci-
plinary team approach, improving communication among

The two solitudes of oncology and palliative care

health care professionals’ and clarifying the role of each
health care professional involved may reduce this prob-
lem.”” Regardless, appropriately assessing patients, manag-
ing their symptoms and providing palliative care have all
been mandatory at cancer centres since 1995.%

Many provinces support cancer centres through
provincial cancer agencies, which often run consultative
clinics in small communities. This existing link between
palliative care and oncology might help to “get the pal-
liative care message” out to more primary care and other
physicians, to other health care professionals, and to pa-
tients and their families, particularly those in relatively
remote regions. Such links may mean that palliative care
professionals gain access to resources in cancer centres
and at the National Cancer Institute of Canada (NCIC),
which already support basic and clinical research in on-
cology. This would allow similar research in symptom
control, for which there is a widely recognized need.”

In Canada, palliative care and oncology are already
coming together, in large part because of the recommen-
dations presented by the Expert Panel on Palliative Care
to the Cancer 2000 Task Force™ and because of the in-
creasing recognition by oncologists that comprehensive
cancer care includes supportive care.’’ Many cancer cen-
tres now support symptom control clinics. Both the Uni-
versity of Alberta” and McGill University have divisions
of palliative medicine within their departments of oncol-
ogy, which allows integration of the 2 disciplines The
Tom Baker Cancer Centre, in Calgary, has established a
comprehensive pain management program similar to the
one that exists in Edmonton.” The centre is working with
partners from outside the institution to develop a commu-
nity-wide palliative care service. Similar cooperative ef-
forts are under way in British Columbia at each of the
BCCA’ 4 cancer centres,” in Winnipeg,” Ottawa and
Halifax, and probably in other communities as well. The
NCIC has sponsored 2 symposia, one that addressed clin-
ical and quality-of-life research with respect to the symp-
toms of advanced cancer® and one that made several
recommendations to encourage the dissemination of in-
formation about pain control innovations.” Oncologists
and palliative care clinicians participated in an NCIC
workshop held in November 1997, during which they
identified opportunities in symptom management for ba-
sic science research since such research has been con-
ducted only to a very limited extent, if at all, for symptoms
such as cachexia and delirium. In 1995 Eduardo Bruera, a
palliative care physician, became chair of the NCIC Clini-
cal Trials Group Symptom Control Committee, which
has been given a renewed mandate to conduct clinical tri-
als in symptom management.

Nevertheless, much still needs to be done to link oncol-
ogy and palliative care. The efforts described above must
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continue. Despite dwindling health care resources, provin-
cial cancer agencies and ministries of health must increase
funding for palliative care and symptom management pro-
grams. Detailed studies should be conducted to determine
whether there are cost savings associated with programs
that provide effective symptom management. 'To ensure
seamless, high-quality care of patients with terminal dis-
eases, family medicine, oncology and palliative care must be
strongly represented when the health care system in each
region is being restructured. This should improve commu-
nication among health care professionals and help to inte-
grate care. Oncologists should be represented to a greater
extent in the Canadian Palliative Care Association and its
provincial counterparts. Similarly, palliative care profession-
als should be represented on the boards of provincial cancer
agencies. The NCIC should make funding of basic science
and clinical research in symptom management an even
greater priority. The Canadian Medical Association should
work with provincial medical associations and the Canadian
Palliative Care Association to advocate for improved fund-
ing for end-of-life care and research. Canadian medical
schools should adopt the Canadian palliative care under-
graduate curriculum.” I believe that all of these measures
would encourage communication and understanding be-
tween oncologists and palliative care professionals, as well
as furthering their joint interests.

I hope that this article prompts clinicians to report
collaborative efforts in Canada between the fields of on-
cology and palliative care that have not been mentioned
here. I also welcome comments and suggestions on ways
to link the 2 solitudes, for the good of patients with ad-
vanced cancer and their families.
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