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Abstract

Objective: Recommendations to improve end-of-life cancer care include integration of palliative care into standard
cancer care. There is limited information regarding palliative care for ethnic and racial minority women with gynecologic
malignancies. The purpose of this study was to determine the impact of clinical, socio-demographic, and provider
factors on palliative medicine consultation.

Methods: After IRB approval, patients with gynecologic malignancies who received a palliative medicine
consultation from January 1, 2008 until June 1, 2010 were identified. Abstracted data included demographics, reason/s
for consultation, and outcomes. Results were described and comparison made using Fisher’s Exact Test, Student's T
analysis, and Kaplan-Meier time to event analysis with SPSS software.

Results: 84 patients were referred for palliative medicine consultation. Ethnic/racial distribution was Black (37%),
White (39%), and Hispanic (16%). The reason/s for consultation included pain (45%), goals of care (46%), and bowel
obstruction (4%), dyspnea (4%). Median number of days from the initial consultation until death by Kaplan-Meier time
to event analysis, which is a proxy metric for timely consultation was 35 days [Range 0-1005 days].Younger patients
(<60) were less likely to be DNR (p=0.03, 60% verses 79.5%) or referred to hospice (p=0.02, 9% versus 33%). “Goals
of care” was the consultation reason in 61% of patients of medical sub-specialists vs. 26% of Gynecologic Oncologists
(p=0.003). 28% of patients from medical sub-specialists died in the hospital verses 8% of gynecologic oncologist
referred patients (p=0.02).

Conclusions: These data suggest that there may be barriers to the implementation of palliative medicine for
women with gynecologic malignancies. Providers may be influenced by patient age as well as their own specialty

background. Reasons for the barriers to access in these women need to be further explored.
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Introduction

Recent attention has focused on innovations to improve end-of-
life care for patients with incurable solid tumors while addressing the
exponentially increasing costs for cancer and end of life care [1]. It has
been predicted that annual direct costs from cancer care will rise from
the 2006 cost of $104 billion to $173 billion in 2020 [2]. Integration
of palliative care into routine oncology care is one suggested change
in attitudes and practices for health care providers managing patients
with cancer [3]. In 2012 the American Society of Clinical Oncology put
forth a consensus statement that suggested that “combined standard
oncology care and palliative care should be considered early in the
course of illness for any patient with metastatic cancer and/or high
symptom burden” [4]. The consensus opinion cited seven randomized
controlled trials (RCT) demonstrating improvement in symptoms,
quality-of-life, patient satisfaction, reduced caregiver burden, more
appropriate referral and use of hospice, reduced use of futile intensive
care and other invasive care and improved survival [5-11]. Additionally
there are retrospective reports that timely consultation by palliative
medicine experts results in decreased metrics associated with poor
end-of-life care, as well as decreased cost [12,13].

Concerns of changing attitudes and practices are real as we do
not know how patients, physicians or payers may be affected by these
changes. Additionally, negative attitudes and misunderstanding of the
role and place of palliative medicine have arisen secondary to references

to “death panels” during debate regarding health carelegislation. Despite
these concerns, no studies to date have described patient/caregiver
harm or excessive cost from early palliative care involvement and
management [4]. While the evidence from RCTs integrating standard
oncology practice and palliative care are promising, the applicability of
these trials to general oncology practice is yet to be tested, reproduced
or proven. Additionally, the optimal method of integration of palliative
medicine into standard oncology care is unknown, and at the present
time, less than 1% of National Institute of Health funding is directed at
research in palliative medicine [12].

In reviewing the end-of-life care in the last decade in the United
States, a significant number of cancer patients who died from cancer
received new chemotherapy regimens, had multiple emergency
department visits, and hospitalizations including intensive care
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admissions at the end-of-life [14,15]. Conversely, hospice care and
palliative medicine services were under-utilized, with less than 28% of
patients under hospice care at the time of death [14]. An obstacle to
the implementation of concurrent care is that little is known regarding
clinical care guidelines for consultation with palliative medicine for
women with gynecologic malignancies. The Society of Gynecologic
Oncology (SGO), the parent organization for Gynecologic Oncologists
in the US, has recently organized a Palliative Medicine Network
to provide resources and educational programs to SGO members
in recognition of this void. However, much remains to be learned
regarding the optimal treatment planning and protocols of care for
these cancer patients at the end-of-life.

In studies limited to gynecologic malignancies, enrollment in
hospice is associated with decreased resource utilization without
appreciable change in survival. Despite these reports resonating
themes include that approximately 30% of patient die while awaiting
initiation of hospice care at home or in an inpatient unit, patients
receive aggressive interventions up to the time of death and that
resource utilization for non-hospice patients is much greater without
an appreciable improvement in outcomes. Keyser et al. described 81
patients, of which 52 were enrolled in hospice and found significantly
greater incidence of invasive procedures performed within 4 weeks
of death including chemotherapy (55% versus 33%) for women not
enrolled in hospice compared to women enrolled in hospice [16]. Lewin
et al. found a cost difference of $15,164 for women enrolled in hospice
versus $59,319 for women with gynecologic malignancies not enrolled
in hospice [17]. Despite this report Fauci et al. reported utilization of
palliative care/hospice at the end of life for women with gynecologic
malignancies, and found that median time between hospice enrollment
and death was short, 22 days [18]. In an evaluation of trends for hospice
use from 1992-1997, Dalrymple et al. described that while clinicians
were placing DNR orders earlier, outcomes remained unchanged and
that 30% of patients died while awaiting discharge to home with hospice
or transfer to inpatient hospice care [19]. There is also evidence that
discussion of comfort care and in the outpatient setting is associated
with fewer hospitalizations and days of hospitalization [20,21]. Most
studies of end of life care in gynecologic malignancies have focused
on hospice referral or poorly defined discussions of comfort care by
the primary treating gynecologic oncologist. To date no studies have
described the characteristics of formal palliative medicine consultation
for women with gynecologic malignancies.

Montefiore Medical Center is the largest hospital center in the
Bronx, which has about 1.4 million persons, and is the poorest urban
county in the United States. It is a 1,062 bed, urban community
academic medical center. Over 27% of Bronx residents have incomes
below the poverty level and 32% of the Bronx population is foreign born.
Montefiore Medical Center provides medical care to a highly diverse
population: 48% of its patients are identified as Latino/Hispanic, 31%
as African American. English is the second language for more than half
of all the inhabitants of the Bronx. Providing culturally sensitive end of
life care is an important health care issue in these urban underserved
communities such as the Bronx where the prevalence rates for many
poverty related illnesses such as late stage presentation with cancer, or
HIV is above the national average.

The Palliative Care Service (PCS) was established in 2000 and
currently provides care to nearly 40% of the adult patients who die
at Montefiore Medical Center each year. This compares with the
national norm of 13% [14]. On average there were 800 new in-patient
consultations during the study period, more than 600 in-patient unit
admissions and 2000 outpatient clinic visits to the palliative care

service each year. Palliative medicine at Montefiore Medical Center
has developed an integrated model of care with Critical Care Medicine
and Emergency Medicine [1,22-24]. The primary role of the PCS
is consultative services and is available upon request by the patients
attending of record. Patients with gynecologic malignancies were
admitted by primary gynecologic oncologists or medical subspecialists
including internists, medical oncologists, general surgeons,
neurologists, neurosurgeons, and critical care specialists. At the time
of data collection the PCS consisted of three palliative care physicians,
two specialist nurse practitioners, two social workers and a pastoral
care worker. To date there has been no standardized assessment of the
palliative care and hospice needs of women with any type of cancer in
the Bronx. This study is designed to describe the utilization of palliative
medicine services in patients with advanced gynecologic malignancies
at our institution. In particular, we were interested in referral
characteristics as related to patient demographics and problems as well
as characteristics of referring physicians.

Methods

After IRB approval, all patients with gynecologic malignancies
who were referred for a palliative medicine consultation from January
1, 2008 until June 1, 2010 were identified from a comprehensive
clinical database of all patients at Montefiore Medical Center who were
referred to inpatient palliative medicine consultation. This database
consisted of archived consultation requests from referring physicians
as well as history, physical, assessment and plan from consultants’
first interaction with patients. Each archived consultation request was
evaluated for site of disease, which was verified by review of pathology,
radiography, and patient encounter records available in the electronic
medical record. Only patients with confirmed gynecologic malignancies
(uterine, cervical, ovarian, primary peritoneal, vulvar or vaginal) were
included. Consultation reason was abstracted from record of referring
teams request. Consultation charts were reviewed and the pathology
was verified utilizing central pathology documentation. Abstracted
data included patient demographics, disease status, reason/s for the
palliative care consultation, clinical status and findings, interventions
and outcomes. Symptom burden was abstracted from consultation
narrative including assessment and plan. Data regarding the patient’s
date of death was abstracted from the electronic medical record as well
as the on-line social security database records. Results were described
and comparisons between the groups were made using Fisher’s Exact,
Student’s T analysis and Kaplan-Meier time to event anlaysis with SPSS
software.

Results

At the time of this analysis, 75 of the 84 patients (89%) had died.
The mean age of patients was 64 years (range 22-96 years) (Table 1).
Primary cancer sites were: uterus 37 (44%), ovary/fallopian tube 26
(31%), cervix 15 (18%), and vulva/vagina 6 (7%). All patients had
metastatic, recurrent, or progressive disease at time of consultation
request and stage distribution at time of initial staging was 22% Stage
1, 16% Stage II, 30% Stage 3, and 32% Stage IV Self-described ethnic/
racial distribution was, Black 31 (37%), White 33 (39%), Hispanic 13
(16%) and ”Other” 7 (8%). Relationship status was 23 (27%) married,
37 (36%) single, 16 widowed (19%), divorced 13 (16%) and unknown
2 (2.4%). Patients had an average of 1.8 (range 0-7) major medical
problems, including diabetes, hypertension, and coronary artery
disease. Fourteen (17%) of patients had a diagnosis of a mental health
disorder including depression, anxiety, dementia and schizophrenia.

The primary reasons for the palliative care consultation included

J Palliat Care Med
ISSN: 2165-7386 JPCM, an open access journal

Volume 3 + Issue 5 + 1000160



Citation: Nevadunsky NS, Brodt Z, SerifeEti, Selwyn PA, Arsdale AV, et al. (2013) Inpatient Palliative Care Consultation for Women with Gynecologic
Malignancies. J Palliat Care Med 3: 164. doi:10.4172/2165-7386.1000160

Page 3 of 5

Characteristics N=84 (%) Days Consult Until Death
Age Median 31
Mean 63 Range 0-591
Range (22-96) Reason for Consultation
Race/Ethnicity Pain 38 (45.2)
Black 31 (36.9) Goals of Care 39 (46.4)
Hispanic 13 (15.5) Bowel Obstruction 3(3.6)
White 33(39.3) Dyspnea 3(3.6)
Other 7 (8.3) Nausea/Vomiting 2(1.2)
Disease Site Patients on opioids at time of consult 67 (79.7)
Uterus 37 (44.0) Pain well controlled 46 (54.7)
Ovary 24 (28.6) Pharmacologic intervention advised 68 (80.9)
Cervix 15 (17.9) Hospice resident at time of consult 5(5.9)
Vulva 5(6.0) Hospice referral at time of consult 19 (22.6)
Other 3(3.5) DNR/DNI before admission 22 (26.2)
Psychiatric Co-Morbidities 14 (16.7) DNR/DNI after admission 60 (71.4)
Medical Co-Morbidities Table 2. Characteristics of Consultation
Mean 1.8
Range 0-7
Patient Delirious 6(7.1)

Kaplan-Meier survival estimate - consult to death
Table 1. Patient demographics

pain (45%), bowel obstruction (4%), dyspnea (4%), and nausea/
vomiting (1%) (Table 2). In 46% of the consultations, the palliative
care team were asked to address the overall “goals of care”, which
includes establishment of a health care proxy, do-not-resuscitate/do-
no-intubate orders (DNR/DNI), hospice enrollment, and discussion
regarding avoidance of non-meaningful and /or futile invasive
interventions. Median number of days from the initial consultation
until deathby Kaplan-Meier time to event analysis, which is a proxy
metric for timely consultation was 35 days [Range 0-1005 days, 95%
CI of medians, 25-49 days] (Figure 1). Median time from consult to o A
discharge was 7 days [Range 0-103 days] (Figure 2).
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Hospice referral was made on the first day of consultation for 19
(23%) patients and five patients (6%) were current hospice residents
that had been admitted to the hospital. Twenty-two patients (26%)
had DNR/DNI consent at the time of admission. During the index
hospitalization 60 (71%) of patients were transitioned to DNR/DNI
code status. Palliative care consultants recommended medication
changes, including addition, removal, change of dose, for 68 (81%) of
patients. Pain was reported as uncontrolled by 46 (55%) of the patients,

although 67 (80%) of the patients were using opioid narcotics at the Kaplan-Meier survival estimate - consult to discharge

95% CI

Sumvivor function

Figure 1. Time to event analysis of palliative medicine consultation until death.

time of the initial consultation. Five patients (6%) were noted to be g |
delirious by consultants at the time of the initial consult interview. -
There was no difference in the consultation rate between older and

younger patients (<60 years). However, younger patients were less E_

likely to be DNR (p=0.03, 60% versus 80%) and referred to hospice
(p=0.02, 9% versus 33%).

There were differences in consultation reasons and dispositions
depending on who referred the patient: gynecologic oncologists or
medical sub-specialists (Table 3). Thirty-eight (45%) patients were
referred by medical sub-specialists and forty-six (55%) were referred
by gynecologic oncologists. “Goals of care” was identified as the initial
reason or indication for consultation in 61% of patients from medical
sub-specialists (medical oncology and other) vs. 26% from gynecologic
oncologists (p=0.003). Twenty-eight percent of the palliative care
patients referred from medical sub-specialists died in hospital in

compared to 8% of patients of referred by gynecologic oncologists
(p=0.02). Figure 2. Time to event analysis of palliative medicine consult to discharge
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Medical
Gynecologic Oncolo- Subspecial- P
gistsn=38 (%) istsn=46
(%)
Consult Reason 0.001
Pain 27 (71.1) 12 (26.1)
Goals of care 10 (26.3) 28 (60.9)
Nausea/Vomiting 0 (0) 1(2.2)
Dyspnea 1 (2.6) 2(4.3)
Bowel Obstruction 0 (0) 3(6.5)
On opioid 34 (89.4) 33 (71.7)
Pain controlled 16 (42.1) 22 (47.8)
Pharmacologic intervention 34 (89.4) 34 (73.9)
DNR/DNI 26 (68.4) 34 (73.9)
Referred to hospice 8(2.1) 11 (2.4)
Died in hospital 3(7.9) 13(28.3) 0.02

Table 3. Comparison of Consultations between Gynecologic Oncologists and
Medical Subspecialists

Discussion

In this study we have described the current practice of palliative
medicine consultation at our institution and for our ethnically/racially
diverse patient population. While organizations such as ASCO issue
recommendations for earlier initiation and integration of palliative
medicine with standard oncology care, there is a paucity of data on which
to base guidelines for these referrals. Of note, time from consultation
until death in our patient population was about 35 days (0-1005). If we
consider that hospice care in the United States is available to patients
for the last six months of life, thirty one days between consultation
and death appears to be an inadequate length of time for patients to
be provided the benefit of palliative medicine resources. From the
perspective of the ASCO recommendation for concurrent care at
time of diagnosis of metastatic cancer and/or high symptom burden,
patients may have benefitted for a period of time even longer than 6
months. Additionally, the median of 35 days is shorter than 1.4 months
(interquartile range 0.5-4.2 months) between time of consultation to
death reported by Hui et al. in a study of access to palliative care at
MD Anderson Cancer Center [25]. Several studies recommend early
palliative care consultation improves quality of life, including Temel et
al. who defined early palliative medicine intervention as being within
eight weeks of the diagnosis of metastatic non-small cell lung cancer
[11].

Palliative care consultants often made recommendations for
pharmacologic intervention and identified deficiencies in pain and
symptom control. Several studies have addressed deficiencies in the
basic healthcare professional training and utilization of pain and
symptom management as an integral part of end-of-life care. These
differences are even more pronounced in low socio-economic, ethnic
minority patients with cancer [26]. For a variety of reasons, the
symptom burden is often under-recognized or unrecognized and often
under or -untreated. In a study of physicians and nurses perceptions,
75% of providers underestimated the incidence of delayed nausea
and vomiting in patients receiving emetogenic chemotherapies [27].
Similarly, in a study of approximately 60,000 patients with breast,
colorectal, lung or prostate cancer, long —acting opiate prescription
was made in only 10% of these patients, despite data that up to 75%
of the cancer patients experience significant pain at the end-of-life
[28]. In our study group only 4% had consultation specifically for
bowel obstruction. Possible explanations for this low rate of complaint
prompting referral include overlap with patients referred for pain and
goals of care, manifestation pattern of advanced cancer in our disease

population (44% uterine), and comfort level of the primary team in
managing bowel obstruction independent of consultation service.

There is no adequate explanation for the decreased number of DNR/
DNI code status and hospice referrals for patients under the age of 60.
It is possible that consultants felt less comfortable in prognosticating
survival for these younger cancer patients. Alternatively, these younger
cancer patients may have refused DNR/DNI code status. It is of interest
that gynecologic oncologists were more likely to request assistance
with pain control, and medical sub-specialists were more inclined
to ask for assistance in establishing goals of care. This finding may
reflect the longer standing relationships that gynecologic oncologists
have with their patients and their perception that they do not need
assistance in establishing goals of care. Alternatively, the need for
gynecologic oncologists to request assistance with pain control may
reflect deficiencies in their training and knowledge base regarding
utilization of pain medications. It is also unclear why there were fewer
hospital deaths for patients referred by gynecologic oncologists than
the medical sub-specialists.

Our study presented data on aracially/ethnically diverse population,
with approximately 61%, self-identified as non-white. It was beyond
the scope of this study to identify specific barriers to palliative medicine
consultation associated with race. Within this population there were
no differences in time from consultation until death associated with
race, pharmacologic interventions, DNR/DNI, or referral to hospice.
In comparison to Fauci et al. (77% identified as Caucasian), there was
a higher prevalence of late stage disease, 32% versus 18% Stage IV, and
uterine cancer (44% versus 19%) in our study population [18]. The
majority of data regarding palliative care for women with gynecologic
malignancies has to this point in time focused on ovarian cancer and
there may be different symptom burdens associated with aggressive
uterine disease, which is associated with non-white race. Additionally,
it is unclear whether race is associated with later stage at palliative
medicine intervention and this may warrant further study related to
resource availability and patient preferences.

Limitations of our study include the retrospective data abstraction
from chart review. In addition, our study population was taken from a
single institution. These data were exploratory in nature and limited by
small sample size, lack of symptom assessments and lack of outcomes
data. Outpatient consultation utilization was also beyond the scope of
this study and may have influenced rates of hospital death. Findings of
this study may not be applicable to other institutions or populations,
as our palliative medicine service has been operating a high volume
consultation service for a decade. The training of all health care
providers in palliative medicine and end of life care needs to be assessed
and addressed to impact this important patient care and quality of life
issue.

There is a significant need for the prospective assessment of the
outcomes of interventions recommended by palliative care consultants
as well as the effects on the patient and the family especially regarding
general satisfaction and quality-of-life assessments after palliative
medicine consultation.
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