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• Gynecologic oncology fellowship directors prioritize communication topics as the most important palliative care (PC) topics for fellows to learn.
• There is no correlation between PC topics most consistently taught in fellowship curricula and those considered most important.
• There is a strong correlation between PC topics considered most important and topics of interest for new curricular materials.
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Objectives.Wesought to characterize gynecologic oncology fellowshipdirectors' perspectives on (1) inclusion
of palliative care (PC) topics in current fellowship curricula, (2) relative importance of PC topics and (3) interest
in new PC curricular materials.

Methods. An electronic survey was distributed to fellowship directors, assessing current teaching of 16 PC
topics meeting ABOG/ASCO objectives, relative importance of PC topics and interest in new PC curricular mate-
rials. Descriptive and correlative statistics were used.

Results. Response rate was 63% (29/46). 100% of programs had coverage of some PC topic in didactics in the
past year and 48% (14/29) have either a required or elective PC rotation. Only 14% (4/29) have a written PC

curriculum. Rates of explicit teaching of PC topics ranged from 36% (fatigue) to 93% (nausea). Four of the top
fivemost important PC topics for fellowship educationwere communication topics. Therewas no correlation be-
tween topics most frequently taught and those considered most important (rs = 0.11, p= 0.69). All fellowship
directors would consider using new PC curricular materials. Educational modalities of greatest interest include
example teaching cases and PowerPoint slides.

Conclusions. Gynecologic oncology fellowship directors prioritize communication topics as the most impor-
tant PC topics for fellows to learn. There is no correlation between which PC topics are currently being taught
andwhich are consideredmost important. Interest in new PC curricularmaterials is high, representing an oppor-
tunity for curricular development and dissemination. Future efforts should address identification of optimal
methods for teaching communication to gynecologic oncology fellows.
© 2014 Elsevier Inc. All rights reserved.
Introduction

Palliative care is vital to the optimization of quality and value in
gynecologic cancer care [1]. Consistently demonstrated benefits of
palliative care involve both improved clinical outcomes (including
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better quality of life, symptom control, patient satisfaction and possible
improved survival) and improved value [1–7]. Palliative care assesses
and addresses the physical, psychological, social and spiritual needs of
both patients with life-limiting conditions and their families and pro-
vides assistance with decisionmaking for patients, families andmedical
teams. Far frombeing limited to end-of-life care, palliative care represents
a core component of standard oncology care, according to guidelines from
theNational Comprehensive Cancer Center (NCCN), the American Society
of Clinical Oncology (ASCO), the Institute of Medicine (IOM) and the
World Health Organization (WHO)[8–11]. The Society of Gynecologic
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Table 2
Survey domains and questions.

Domain Questions

Institutional palliative
care (PC) resources

• Presence of inpatient and outpatient palliative care
clinical services

Current PC Teaching • Any PC topic taught in lecture, journal club, M&M,
other setting in past year (Y/N)
• PC rotation for fellows: required or elective (Y/N)
• Presence of written PC curriculum for fellows (Y/N)
• Explicit teaching (Y/N) of each topic in Table 1

Most important PC topics
for fellows to learn

• Choose top 5 PC topics most important for fellows
to learna

Interest in PC curricular
materials

• Anticipate increase in PC in curriculum in next
5 years (Y/N)
• Would you consider using new PC curricular
materials (Y/N)
• Choose top 5 PC topics for which you would be
most likely to use new curricular materialsa

Preferred educational
modalities

• Choose up to 3 curricular modalities that would be
most helpful for teaching PCb

a Topics chosen from list of topics in Table 1.
b Options: videotaped lectures, powerpoint slides, interactive online case-based

modules, reference reading list, suggestions for journal club articles, example teaching
cases with discussion questions & learning points.
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Oncology, in its Choosing Wisely Campaign recommendations, recog-
nizes that “Palliative care can and should be delivered in parallel
with cancer directed therapies” and cautions against delaying basic
level palliative care for women with advanced or relapsed gynecologic
cancer [12].

Effective integration of palliative care throughout the disease course
will require gynecologic oncologists to function as “primary palliative
care” providers [13,14,15], addressing basic symptom management and
discussion of treatment preferences and prognosis, with referral to spe-
cialty palliative care as needed. Training gynecologic oncologists to func-
tion effectively and comfortably as primary palliative care providers
requires education on symptommanagement and communication skills
during fellowship training. The curricular recommendations of both the
AmericanBoard ofObstetrics andGynecology's (ABOG)Guide to Learning
in Gynecologic Oncology and ASCO's Core Curriculum for fellows include
learning objectives related to palliative care [16,17]. Lesnock et al. previ-
ously conducted a survey of gynecologic oncology fellows' experience
with palliative care, focusing on end-of-life care. They found that although
fellows believe that palliative care is integral to their training, they rate
the quality of their palliative care training lower than other elements of
their training and report a lack of formal palliative care education [18].

One option to increase incorporation of palliative care education in
gynecologic oncology fellowships is to develop curricular materials
that could be disseminated nationally. Fellowship directors are in a
position tomodify curricular content and improve palliative care educa-
tion in gynecologic oncology and palliative care objectives for fellows
exist from both ABOG and ASCO. However, there has not been an
evaluation of palliative care curricular content beyond end-of-life care
in gynecologic oncology programs and fellowship directors' perspec-
tives on this topic have not been published.

Our objective was to perform a needs assessment of palliative care
teaching in gynecologic oncology fellowships to guide development of
palliative care education modules for gynecologic oncology fellows
that could be disseminated nationally. Specifically, we sought to charac-
terize fellowship directors' perspectives on (1) inclusion of palliative
care topics related to ABOG and ASCO objectives in current fellowship
curricula, (2) which palliative care topics are most important for gyne-
cologic oncology fellows to learn and (3) level of interest in utilizing
palliative care curricular materials if they were available.
Materials and methods

Survey development

Wedeveloped a survey that included a total of 17 questions address-
ing the following five domains: (1) institutional palliative care re-
sources, (2) palliative care teaching in existing fellowship curricula,
(3) importance of palliative care topics, (4) interest in new palliative
care curricular materials and (5) preferred educational modalities for
Table 1
Palliative care topics Included in survey domains regarding PC teaching, importance and
interest in curricular materials.

Symptom management Communication End-of-life care

Opioid rotation Delivering bad news Hospice
Neuropathic pain Discussing prognosis Managing symptoms

in the last 24 h of life
Radiation for pain
management

Discussing goals of
care or code status

Nausea Discussing stopping
chemotherapy

Constipation
Depression
Anxiety
Fatigue
Delirium
Anorexia/cachexia
teaching palliative care. Domains regarding current palliative care
teaching, importance and interest in new curricular materials covered
16 palliative care topics. Choice of those topics was driven by the learn-
ing objectives included in the ABOG Guide to Learning in Gynecologic
Oncology and the ASCO Core Curriculum for medical oncology fellows
[16,17]. The full list of palliative care topics included is outlined in
Table 1. Additional detail regarding the wording of the questions
about explicit teaching, importance and interest in curricular materials
and modalities is included in Table 2.

In assessing coverage of individual palliative care topics, we chose to
inquire about “explicit teaching” rather than perceived fellowprepared-
ness or competency for several reasons. The “explicit teaching” phrasing
for evaluation of palliative care education has been previously validated
[19,21] and allowed us to directly compare fellowship directors' report-
ed rates of explicit coverage to those reported by fellows in a prior
survey [18]. Additionally, recent evidence suggests that self-assessment
of end-of-life communication skills does not predict assessments of
patients, families or clinician–educators. Additionally, we believed that
reports of explicit teaching would be more objective [22].

The structure of the survey section on explicit teaching was adapted
from a survey developed by Lesnock et al. to assess gynecologic oncology
fellows' perceptions of their end-of-life care training [18]. That survey
was based on work derived from focus groups with medical students,
residents and faculty regarding end-of-life care training, and adapted
from a survey originally developed to assess palliative care training in
medical oncology [19,21]. Whereas prior surveys of palliative care in fel-
lowship curricula have focused primarily on end-of-life care, wewere in-
terested in palliative care more broadly defined [8,23]. As such, our
choice of palliative care topicswas not limited to end-of-life care. The fol-
lowing statement was included at the beginning of each survey section:
“Palliative Care is not limited to end-of-life care. Palliative Care includes
any of the following: symptom management, communication with pa-
tients and families and end-of-life care.” The survey was constructed
using the electronic survey software, Survey Monkey [24].

Sample and distribution

Fellowship directors of all ABOG-approved gynecologic oncology
fellowship during the 2013–2014 academic year were eligible for
study participation. We contacted fellowship directors via a list of fel-
lowship director email addresses available on the ABOG website [25].
We identified a total of 46 fellowship directors from 46 approved pro-
grams. We sent an email to each eligible fellowship director describing
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the study and including a link to the online survey. We sent up to two
reminder emails to each individual fellowship director who had not
completed the survey after the initial email.

Statistical analysis

Datawere analyzedwith Stata statistical software release 11.2 (Stata
Corp., College Station, TX) and IBM SPSS Statistics 21 software (SPSS
Inc.). We utilized descriptive statistics to summarize rates of explicit
teaching and priorities for topic importance and interest in curricular
materials. We used Spearman's correlation to relate ranks of topics
according to rates of explicit teaching, importance and interest in new
curricular materials.

Results

Response rate & institutional palliative care resources

Our overall response rate was 63% (29/46). Inpatient palliative care
was available at 96.6% (28/29) of respondents' institutions and outpa-
tient palliative care at 82.4% (24/29). Based on an internet search,
some form of specialty palliative care clinical services is also available
at all seventeen institutions that did not complete the survey; it was
not possible to characterize inpatient and outpatient palliative care at
those institutions based on internet search.

Palliative care teaching

All responding programs reported inclusion of some palliative care
topic in a formal didactic setting in the past year. Rates of inclusion of
any palliative care topic in each didactic setting are as follows: Lecture
97%, Journal Club 52%, Morbidity & Mortality Conference (M&M) 38%
and “Other” 55%. Respondents were invited to elaborate if they indicat-
ed coverage of palliative care in an “other” setting; responses included
tumor board, interactive teaching sessions and grand rounds. A total
of 48% (14/29) of programs have either a required (28%) or elective
(20%) palliative care rotation for their fellows. Only 13.8% (4/29) of pro-
grams have a written curriculum for palliative care. Rates of reported
explicit teaching of palliative care topics are illustrated in Fig. 1. Rates
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Fig. 1. Rates of explicit teaching of 16 palliative
of explicit teaching by topic ranged froma lowof 36% (managing fatigue)
to a high of 93% (managing nausea). Thirteen out of sixteen palliative
care topics were explicitly taught in over 50% of programs, but only nau-
sea was explicitly taught in over 75% of programs.

Importance of palliative care topics

Fig. 2 illustrates the proportion of fellowship directors rating each pal-
liative care topic among the top five most important for fellows to learn.
Delivering bad newswas the palliative care topic consideredmost impor-
tant for fellows to learnwith 59% (17/29) of fellowship directors including
it among their top five. Management of delirium was considered least
important, with 3% (1/29) including it in their top five.

Interest in palliative care curricular materials and preferred educational
modalities

Eighty-three percent of fellowship directors anticipate an increase in
formal didactic/teaching time dedicated to palliative care in the next
five years. All fellowship directors indicated that if palliative care educa-
tion materials were made available that met ABOG/ASCO objectives,
they would consider using them. Fig. 2 also outlines the proportion of
fellowship directors rating each palliative care topic among the top
five for which they would be most likely to use curricular materials if
curricular materials were available. Fellowship directors showed
highest interest in curricular materials for opioid rotation, with 52%
(14/29) of fellowship directors including it in their top five. Interest in
curricular materials for management of delirium was lowest, with
only 3% (1/29) of fellowship directors including it in their top five.

Fellowship directors were also asked to indicate which curricular
modalities would be most helpful to them in teaching palliative care.
Choice of up to three was permitted from the following six options:
videotaped lectures, electronic presentation slides (e.g. Power Point),
interactive online case-based modules, reference reading list, sugges-
tions for journal club articles or example teaching cases with discussion
questions and learning points. The greatest interest was in electronic
presentation slides and example teaching cases, with 58.6% (17/29) of
fellowship directors choosing each. Reference reading list was least
appealing, chosen by 27.6% (8/29).
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care topics (n = 29 fellowship programs).
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Fig. 2. Percent of fellowship directors (n = 29) including each PC topic among the top 5 for most important and top 5 of greatest interest for new curricular materials.
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Correlations between topics taught, topics considered important and
interest in curricular materials

Topics were ranked from 1 to 16 in each of the following variables:
proportion of programs explicitly teaching it, proportion of fellowship
directors including it among the top five most important palliative
care topics for fellows to learn and proportion of fellowship directors
including it among the top five topics for which they would be most
likely to utilize newpalliative care curricularmaterials. Spearman corre-
lations between those variables are shown in Table 3. There was no
statistically significant correlation between what is currently being
taught and what is considered important or between what is currently
being taught and interest in utilizing new curricular materials. There
was a strong and statistically significant positive correlation between
topics consideredmost important and topics forwhich fellowship direc-
tors had greatest interest in incorporating new curricular materials.

Discussion

Our data show that gynecologic oncology fellows are exposed to
palliative care at high rates through a combination of palliative care
consultative services available at their institutions, dedicated palliative
care rotations and formal didactics. Institutions that train gynecologic
oncology fellows have high rates of availability of both inpatient and
Table 3
Among 16 palliative care topics,a correlation between rates of explicit teaching (what is
taught)b, topic importance (what is important)c and interest in curricular materialsd.

Spearman
correlation

p-value

What is taught vs what is important 0.11 0.69
What is taught vs interest in curricular materials −0.20 0.45
What is important vs Interest in curricular materials 0.76 b0.001

a Topics listed in Table 1.
b Rank of topics by proportion of programs explicitly teaching it.
c Rank of topics by proportion of programs including it among the top 5most important

for fellows to learn.
d Rank of topics by proportion of programs including it among the top 5 for which they

would be most likely to utilize curricular materials if they were to be provided.
outpatient palliative care, at 97% and 83% respectively. These rates com-
pare favorably with the overall rates of availability of palliative care at
National Cancer Institute (NCI) cancer centers reported by Hui et al. in
2010 at 92% for inpatient palliative care and 59% for outpatient [26]. In
addition to the informal education opportunities afforded by the pres-
ence of palliative care clinical services, opportunities for dedicated pal-
liative care rotations for fellows are also increasing. In the 2009–2010
academic year, only 4% of fellows (4/103) reported having done a palli-
ative care rotation during fellowship [18]. Four years later, we found
that 28% of responding programs (8/29) have a required palliative
care rotation, and an additional 21% (6/29) have a palliative care elec-
tive, for a total of 48% of programs offering a palliative care rotation
for their fellows. Additionally, 100% of programs reported coverage of
at least one palliative care topic in a formal didactic setting over the
past year.

Overall, fellowship directors reported higher rates of explicit teach-
ing of all palliative care topics than were reported by fellows in a prior
survey [18]. Rates of explicit teaching reported by fellows in that survey
comparedwith rates reported by fellowship directors for the same topic
in our study are as follows: discuss stopping chemotherapy 53% vs. 66%,
how to determine when to refer patients to hospice 49% vs 66%, assess/
treat neuropathic pain 32% vs. 66%, and opioid rotation 17% vs. 45% [18].
There are several possible explanations for this difference. One possible
explanation is that coverage of palliative care topics has increased over
time, reflecting trends in clinical practice. Alternatively, there could be a
disconnect between the perceptions of fellows and fellowship directors
aboutwhat is being “explicitly taught” versuswhat is learned by clinical
exposure or by example. Finally, differential response bias may have
contributed if fellows were more likely to respond to a survey about
palliative care if they felt that they were not receiving quality palliative
care education,whereas fellowship directorsmay have beenmore likely
to respond if they were proud of the palliative care coverage in their
programs, resulting in a bias toward low rates of coverage in the fellow
respondents and high rates in the fellowship director respondents.

Fellowship directors rated all four communication topics among the
top five palliative care topics most important for fellows to learn. This
focus on the importance of teaching communication is well aligned
with the curricular recommendations of organizations including the
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American Council for Graduate Medical Education (ACGME), ABOG and
ASCO, all of which incorporate communication skills into learning ob-
jectives for their trainees. Good communication practices havemultiple
demonstrated benefits and ineffective communication practices
can have a negative impact on both patients and clinicians [5,27–36,
38,42–44]. Several studies have documented suboptimal communica-
tion practices by oncologists, including focusing on technical aspects
of treatment to the exclusion of eliciting patients' goals, failing to detect
patient distress during clinical encounters and not giving patients op-
portunities to initiate discussion or express emotion [39–41]. In the gy-
necologic oncology population specifically, timely outpatient
conversations about goals of care have been associated with shorter
length of stay in subsequent hospitalizations, higher rates of palliative
care consultation and less aggressive end-of-life care [45,46].

Our data highlight a disconnect betweenwhich palliative care topics
are being taught and which are considered most important for fellows
to learn. The correlation between ranks of topics by importance and
rank by rates of teaching being small in magnitude (Ρ = 0.11) and
statistically insignificant (p= 0.69) suggests essentially no relationship
between which palliative care topics are being taught in currently
fellowship curricula and which topics are considered most important
for fellows to learn. One possible explanation for this disconnect could
be the belief that communication skills are less teachable than other
clinical skills. However, communication skills training has been shown
to improve communication behaviors in trainees in a range of special-
ties as well as in practicing oncologists [29,30,47–50]. Medical oncology
fellowswhoparticipated in theOncotalk communicationworkshop had
measurable improvement in their communication skills [37,49].

Existingdata suggest that communication skills are teachable [29,30,
48–50]. Existing communication skills training curricula could be
adapted for use with gynecologic oncology fellows to bridge the gap
between the importance placed on communication skills and current
rates of communication skills teaching. Oncotalk, described above, was
delivered as 4-day residential workshop for medical oncology fellows
[49]. While Oncotalk workshops are not currently offered in their
original form, Oncotalk maintains multiple online teaching tools [51].
Doc.com, an online learning platform with an online practice compo-
nent, has been shown to improve self-assessed knowledge, understand-
ing and comfort in breaking bad news, when used with internal
medicine residents [52]. A pilot study of monthly hour-long sessions
on communication formedical oncology fellows also showed promising
results, with self-reports of new skill acquisition and relevance to
clinical practice [53]. Adaptations of these curricula could be used to
teach communication skills to gynecologic oncology fellows. In the
authors' opinion, the workshop model of communication teaching,
with opportunities for learners to practice with standardized patients,
has the best evidence behind it.

Looking at the relationship between current rates of explicit teach-
ing by topic and the rates of interest in new curricularmaterials, we ex-
pected to see a negative correlation, suggesting that the topics currently
being taught at the highest rates would be of least interest in terms of
new curricularmaterials. Though the direction of that observed correla-
tion was negative, it was of very small magnitude and statistically not
significant. This may suggest an awareness of room for improvement
and willingness to consider the use of new curricular materials for
topics already being taught. We did find a strong and statistically signif-
icant correlation between topic importance and interest in curricular
materials. This reflects both the high value placed on communication
skills and high rates of willingness to utilize new curricular materials
designed to teach those skills.

In terms of degree of interest in different curricular modalities, we
were surprised to find higher interest in electronic presentation slides
than more interactive modalities, such as interactive online case-based
modules and example teaching cases with discussion questions and
learning points. This may reflect fellowship directors' comfort level
and experience with more traditional didactic teaching modalities.
Lack of consistent interest in online modules may also reflect the fact
that enough online modules may already be required by individual
institutions and licensing bodies that fellowship directors may be
hesitant to add additional online modules. Given that learners exposed
to educational material presented through interactive software have
been shown to have higher content retention rates than those present-
ed information via electronic presentation slides [54], we would advo-
cate for more interactive teaching modalities where possible, as a
more efficient use of curricular time.Webelieve that the interactivemo-
dalities included in our survey, including online modules and example
teaching cases, would be most appropriate for the symptom manage-
ment topics. Communication skills, on the other hand, are best learned
using methods in which learners can practice with real time feedback
[49,53]. Given that we underestimated fellowship directors' interest in
integrating communication teaching and that wewere initially focusing
on development of curriculum that could be disseminated electronical-
ly, we did not include as choices for preferred curricular modalities
those traditionally used to teach communication such as role play or
standardized patient scenarios.

Strengths of our study include the use of a previously validated sur-
vey. We also included palliative care topics that reflect ASCO and ABOG
objectives for oncology fellows. Finally, we did not assess attitudes
about palliative care topics, which are subject to social desirability
bias, but rather asked about what is actually being taught, expecting
that inclusion, or lack thereof, of palliative care in fellowship curricula
is likely more reflective of true attitudes about palliative care than are
self-reported attitudes.

Limitations of our study include the fact that our data reflect re-
sponses from only 63% (29/46) of fellowship program directors, though
our response meets or exceeds the response rates of other published
surveys of practicing gynecologic oncologists [55–57] and fellowship
directors in other disciplines [20,58]. Response bias may favor fellow-
ship directors who feel that they cover palliative care topics well in
their fellowships, which if anythingmay cause our data to overestimate
rates of palliative care teaching. Our data also reflect the subjective im-
pressions of fellowship directors, though in the absence of access to
written curricula and direct observation, options for obtaining more
reliable objective measures are limited. Finally, in terms of assessing
interest in specific curricularmodalities to guide our curricular develop-
ment efforts, we failed to include modalities most often used to teach
communication skills, such as standardized patient-based sessions or
dedicated workshops, both because we underestimated fellowship
director interest in teaching communication skills and because we
were focused on educationalmodalities that could be easily disseminat-
ed electronically.

The time is right for palliative care curriculum development in
gynecologic oncology. Fellowship directors recognize the increasingly
important role that palliative care will play in fellow education in the
coming years. The priority placed on communication skills and interest
in curricularmaterials on these topics represents an exciting opportuni-
ty for curricular development and national dissemination.
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