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Palliative services enhance the quality and value of gynecologic cancer care
The quality and value of the care we provide to our patients are
under increasing scrutiny. The Affordable Care Act of 2010 mandated
the implementation of quality measures in healthcare. While there is
not yet a true consensus on a set of quality metrics that apply to the
care of women with gynecologic cancer, such metrics are currently
being developed and adopted by our core institutions. The Society of
Gynecologic Oncology (SGO) endorses a set of quality indicators for
three different gynecologic cancers [1], while the American Society of
Clinical Oncology (ASCO) Quality Oncology Practice Initiative (QOPI)
has now also added a set of ovarian cancer-specific qualitymeasures [2].

Because relief of pain and suffering are universal themes inmedicine,
palliative care is one of the low hanging fruit of oncology quality im-
provement initiatives. QOPI lists 26 quality practice measures for end
of life care alone, including pain assessment and management, referral
to palliative care services or hospice, and even the setting in which
death occurs. TheNational Quality Forum (NQF) has likewise established
a set of end of life quality performance measures: death in an acute care
setting, admission to the ICU during the last 30 days of life, more than 1
ER or hospital stay during the last 30 days, initiation of a new chemo-
therapy regimen within 30 days of death, any chemotherapy within
14 days of death, and hospice admission less than 72 h before death
[3]. A lower occurrence of each measure represents better quality care,
and these measures have been incorporated into a formal metric called
the aggressive care interventions at the end of life (ACE) score, with a
higher score indicating unnecessarily aggressive care [4].

In this issue, Nevadunsky et al. describe ACE scores in a cohort of
100 consecutive patients treated at a single institution, who died of a
gynecologic malignancy over a one-year period. Only 18% of patients
had a palliative care service consultation at least one month prior to
death, designated as a ‘timely’ referral. Timely palliative care referral
was associated with lower ACE scores, indicating higher quality end
of life care. The authors also collected direct inpatient hospital costs
and found a lower median cost of hospitalization ($0 compared to
$7729) when palliative care consultation occurred within 30 days
of death [5]. These results are consistent with the earlier findings of
von Gruenigan et al., who reported that aggressive interventions
were both highly prevalent in women with ovarian cancer at the
end of life and not associated with improved survival [6]. Similarly,
Lopez-Acevedo et al. reported that end of life quality indicators
were consistently worse when an end of life discussion addressing
palliative care was not documented within 30 days of death [7].

One sign of how far we still have to travel in addressing the palliative
needs of our patients is these studies' commonuse of a 30 day cutoff as an
indicator of the “timeliness” of palliative conversations and interventions.
As noted by Nevadunsky and colleagues, palliative care should ideally be
considered not instead of, but in conjunction with therapies intended to
prolong life [5]. In fact, ASCO endorses initial palliative care intervention
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at the time of the diagnosis of metastatic disease or development of
cancer-related symptoms [8]. In a landmark 2010 RCT, Temel et al. dem-
onstrated improved quality of life and no decrement in survival in pa-
tients with small cell lung cancer who were referred to early, outpatient
palliative care consultation concurrently with initial treatment of their
cancer [9]. The new study by Nevadunsky et al. represents the tip of the
iceberg in regard to our understanding of the role palliative care service
should play in the care of women with gynecologic cancers.

Some practitioners of gynecologic oncology may find the concept of
palliative care consultation at the time of an initial diagnosis of ad-
vanced stage ovarian cancer extreme. After all, many of our advanced
stage patients achieve a complete remission following a combination
of cytoreductive surgery and chemotherapy and remain in remission
without symptomsof disease for years; a few are even fortunate enough
to be cured. Moreover, we pride ourselves on our ability tomanage both
surgical and medical aspects of our patients' care. We may feel that our
relationship with our patients cannot be replaced by an ‘end of life
team’. However, we should remember that up to 1/4 of patients with
advanced stage ovarian cancer will be refractory or resistant to their ini-
tial platinum-based regimen. These patients have a poor prognosis sim-
ilar to that of the population in the trial of Temel et al., and are therefore
perfect candidates for palliative consultation. An argument can bemade
for the liberal use of palliative care specialists throughout the natural
history of the disease for all women with advanced ovarian cancer,
with individualization based on current disease and symptom status.
Symptommanagement throughout the course of disease with a transi-
tion to comfort measures when appropriate may be more appealing to
both patients and oncologists than an abrupt referral to the palliative
service when treatment options run out. Improvement of predictive
tools, whether molecular or clinical, to identify individuals with
chemoresistant malignancy earlier will allow us to appropriately triage
the highest risk patients to earlier palliative care and to begin to address
end of life decisions.

What about cost and value? Numerous novel interventions in gyne-
cologic cancer carewere initially found to be costlier than the prior stan-
dard of care. When incremental cost is weighed against incremental
effectiveness, a cost-effectiveness metric must be measured against
society's willingness to pay. Some therapies currently in use, such as
intraperitoneal chemotherapy for optimal stage III epithelial ovarian
cancer, meet standard benchmarks for cost-effectiveness [10,11].
Others, such as bevacizumab as concurrent and maintenance therapy
for newly diagnosed epithelial ovarian cancer, clearly do not meet
cost-effectiveness benchmarks [12]. In the case of palliative care
consultation, the intervention is cheaper than the prior practice
standard. Consulting a palliative care service early and oftenwill actual-
ly save the healthcare system money while improving quality of care
[13].
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Finally, we need to attend to the preferences of women with cancer
when consideringpalliative care services.While survival is a primary con-
sideration of women with ovarian cancer, this priority is often tempered
by women's expectations about their quality of life. In a recent survey of
the preferences of over 1400 ovarian cancer survivors, women both
expected at least a 5 month survival gain with any new treatment con-
templated, and were much less likely to accept additional toxicity of
treatments if they were delivered in a non-curative setting [14]. Given
the lack of proven overall survival benefit associated with any interven-
tion we might choose for chemoresistant disease, we should honor our
patients' preferences for the highest possible quality of life in their time
remaining. Liberal consultation of a palliative care service is a key instru-
ment for improving our patients' quality of life at the end of life.
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