Consensus development: Within general oncology practice, what constitutes high quality palliative care delivery?
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Background

* Multiple studies illustrate the benefits of combined palliative and standard cancer care, but oncology
practices need guidance to fill existing gaps in the delivery of high quality palliative care to cancer
patients

* To guide improvement, we m high-quality palliative care within the general oncology practice.
* What aspects of palliative care are within scope of general oncology practice?

* What aspects of palliative care are important/reasonable for oncology practices to deliver?

* For many practices, palliative care service not available

* For many practices, ancillary staff and amount of training in palliative care variable

Project Goal:

To develop a consensus definition of what constitutes the reasonably expected aspects of high-quality

palliative care included as a part general adult medical oncology practice in the United States.

Aims:

1. To create an actionable resource to improve the quality of palliative care provided in oncology practice.

2. To create a coherent and comprehensive foundation on which to build future palliative care-related

quality measurement, quality improvement, and educational initiatives for ASCO members and its
—constituents.

Results

Figure 1. Distribution of palliative care survey items by Core Palliative Care Domain and
by inclusion category, in rank order of highest percentage of included items.

Methods

 Steering group (SG) of members from ASCO Quality of Cancer Care Committee, Clinical Practice
Guidelines Committee, Clinical Practice Committee, Survivorship Committee, and the prior ASCO
Palliative Care Provisional Clinical Opinion (PCO), along with members of the American Academy of
Hospice of Palliative Medicine (AAHPM).
* Defined 9 Core Domains of Palliative Care in Oncology Practice:
1. Symptom Assessment and Management 6. Coordination and Continuity of Care
2. Psychosocial Assessment and Management 7. Appropriate Palliative Care and Hospice
3. Spiritual and Cultural Assessment and Referral
Management 8. Carer Support (family/caregiver and staff)
4. Communication and Shared Decision-Making 9. End-of-Life Care
5. Care Planning (including ethical and legal
issues)

* Panel of participants solicited from experts in both palliative care and oncology (7), oncologists in active
practice (15), palliative care alone (1), and others (8 — nurse, social worker, or patient advocate).

* Consensus method used: RAND/UCLA modified Delphi process. (Shekelle PG, Kahan JP, Bernstein SJ, et al.
N Engl J Med 1998; 338:1888-95.) Two item rating sessions, with an intervening panel discussion.

* Existing literature used by SG to develop a comprehensive list of 966 potential palliative care services or
items across all of the listed domains. Items varied with respect to methods and frequency of patient
assessment, complexity of management, and types of referral. Scope limited to adult patients with
advanced solid tumors and/or considerable symptom burden (similar to ASCO Palliative Care PCO).

* Panelists asked to rate each item on the 3 following (1-9) scales:
* Importance: Within the medical oncology office, how essential is this item/service to the delivery of
high-quality care to patients with advanced cancer?
1 = not important; 5 = somewhat important; 9 = essential (absolutely important)
* Feasibility: How feasible is it for a medical oncology practice like yours (or like the practices you
interact with most) to provide this item/service?
1 = infeasible; 5 = possibly feasible; 9 = definitely feasible
» Scope of practice: how reasonable is it to expect that this item/service should be provided by medical
oncology practices?

1 = extremely unreasonable; 5 = neither reasonable nor unreasonable; 9 = extremely reasonable

* Disagreement: At least 6 panelists rated an item in the top third of the scale (7, 8, or 9) and at least 6
panelists rated the same item in the bottom third (1, 2, or 3);
* Agreement: ‘High’ when an item had a median of 7-9 (or 1-3) without disagreement.

* Item Inclusion Categories:
* Include: Items had High agreement (median 7-9) in all 3 scales
* Uncertain: Items not meeting Include or Exclude criteria
* Exclude: Items had High agreement (median 1-3) in all 3 scales
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Figure 2. Distribution of palliative care survey items by item type and by inclusion categories,
in rank order of highest percentage of included items.
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Figure 3. Distribution of palliative care survey items in Domain 1: Symptom Management and Assessment, by
symptom and by inclusion category, in rank order of highest percentage of included items.

Table 1. Distribution of palliative care survey items by Core Palliative Care Domain and by inclusion

category, in rank order of highest percentage of included items.

Inclusion Category

Total
Domain (Column %) Include Uncertain Exclude Items
9. End-of-Life Care (6%) 46 (81%) 11 (19%) 0 (0%) 57
4. f\;l);\(?:];rzlgc;’t)'lon & Shared Decision- 72 (79%) 17 (19%) 2 (2%) 91
—> 5. Care Planning (7%) 52 (78%) 11 (16%) 4 (6%) 67
7. ::fr;rrc:glrl(i’:)PalllauVe Care & Hospice 29 (69%) 10 (24%) 3 (7%) 47
1. (Szz/lr;r;tom Assessment & Management 259 (65%) 134 (34%) 2 (1%) 395
0
8. Carer Support (10%) 53 (56%) 39 (41%) 3 (3%) 95
6. f;;;dmatlon & Continuity of Care 23 (48%) 23 (48%) 2 (4%) 48
0
2 :j;’ﬁgg:f:;'tﬁsﬁzme”t & 40 (39%) 61(59%)  2(2%) 103
3. Ifﬂp;:;t;aelr:;\:tc(t;!;;ral Assessment & 24 (35%) 41 (60%) 3 (4%) 68
Totals 598 (62%) 347 (36%) 21 (2%) 966

Table 2. Number of palliative care survey items in Domain 1: Symptom Management and

Assessment in the ‘Include’ and ‘Uncertain’ categories, listed in rank order of highest

percentage of included items. *Category included items with different assessment

frequencies, and thus will have less ‘Include’ items than other symptom categories.

Symptom*
Chemotherapy-related Toxicity
Nausea/Vomiting (not on chemo)
Diarrhea
Dyspnea
Cough
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Fatigue

Pruritis/Rash
Mucositis/Dysphagia
Cachexia/Weight Loss

. Nausea/Vomiting (on chemo)*
. Constipation/lleus/Obstruction
. Ascites

. Pain*

. Delirium

. Lymphedema

. Insomnia

. General Symptoms*

. Genitourinary Symptoms

. General Patient Function*

. Depression

. Anxiety

. General Depression/Anxiety*

Exclude
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Table 3. List of example survey items grouped by inclusion category, categorized by Core Palliative Care Domain and item type.

Inclusion
Palliative Care Survey ltemt Category Domain Item Type
Systematically assess for pain using a validated quantitative instrument at every clinical encounter Include 1 Patient assessment and evaluation
Assess patient for distress at initial clinical encounter Include 2 Patient assessment and evaluation
Provide patients with a framework to consider both their hopes and medical likelihoods Include 3 Management and education
Assess patient/family goals of care at time of diagnosis Include 4 Patient assessment and evaluation
E)::tl-?ci&;??ﬁfzosr:s:alii?slgSttraer;frioei::: there is no difference between stopping and choosing not to start any include 5 MeiEEETE A e
Have a clinic protocol for sharing prognosis, treatment plan, and current illness status with other providers Include 6 Practice management
Refer patient to hospice when median life-expectancy is 3 months or less Include 7 Referral
Send a condolence card to the family/caregiver Include 8 Management and education
Describe expected signs and symptoms of impending death to family and loved ones Include 9 Management and education
]Icr;r;r)]a‘it;ernotts)jr;(z:s:’;\pnzrr(r)f;:a(;c:y?c:ql};ﬁtsssl'cca;:a?:{z-ission, manage delirium with environmental modifications, such as Uncertain 1 ereEEmE o el
Refer patient to complementary alternative medicine (CAM) provider for pain management Uncertain 1 Referral
Obtain patient feedback regarding clinic process of advance care planning Uncertain 5 Evaluation of clinic processes
Assess patient/family goals of care at each visit Uncertain 4 Patient assessment and evaluation
Openly acknowledge and apologize for mistakes both orally and in writing Uncertain 4 Practice management
Refer patient to hospice only when 'cancer-focused' treatment is not/no longer an option Uncertain 7 Referral
Provide support to recently bereaved family/caregiver Uncertain 8 Management and education
Provide palliative sedation in a patient who is imminently dying Uncertain 9 Management and education
Have all patients receiving narcotics sign narcotic agreements Exclude 1 Practice management
gc:;a(jng?:;n;cofrenidal?ca:\l,(er:,g;ir:ii:j eri]r;igupnr‘:)ecress of assessing and managing spiritual and cultural issues using a Exclude 3 Slverion of alifle P
Assess for changes/updates to advance care plan at every visit Exclude 5 Patient assessment and evaluation
Conclusions

Data Summary and Process Comments

* 0Of 966 potential palliative care practice items, the Delphi consensus panel rated 598 (62%) items as being important, feasible and within scope of a general adult oncology
practice in the United States for adult patients with advanced/metastatic solid tumors and/or considerable symptom burden.

* Only 21 (2%) of items were felt to be clearly not important, infeasible, and outside of scope of a general adult oncology practice.

* 347 items (36%) remained uncertain, falling into neither one of these categories.

* Panelists strongly considered the various types and resources of oncology practices across the country.

* Obtaining agreement on specific timing/frequency of assessment or reassessment was difficult for many of the items.

* Although the number and types of items in each Domain varied, panelists overall were less likely to rate psychiatric, psychosocial, or spiritual items highly.
* Alarge number of ‘Include’ items were practice items that oncologist panel participants were already providing as a part of their routine practice.

e Other ‘Include’ items were less routinely performed, and represent the potential for practice improvement in these areas.

Implications

* A summary statement of all Include items is being developed to guide improvement of palliative care delivery within a general oncology practice.

* This summary statement will be intended to form a reasonable starting place for informing primary palliative care delivery standards in oncology, but will not specify specific
metrics or outcomes. However, metric development may be informed by the data from this consensus process.

* Items falling into the ‘Uncertain’ category through this consensus process does not imply that these items are not important or are not potentially within scope of oncology
practice. Instead these items suggest additional areas for exploration and/or may represent items that are more experience or resource dependent.




