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BACKGROUND AND METHODS. In part of a quality improvement program, the
European Society of Medical Oncology (ESMO) surveyed its membership regarding
their involvement in and attitudes toward the palliative care (PC) of patients with
advanced cancer.

RESULTS. Of 895 members who responded, 82.5% were European and 12.1% were
American. Sixty-nine percent of respondents reported that patients with advanced
cancer constituted a major proportion of their practice; for 22% of respondents,
patients with advanced cancer constituted most of their practice. Only a minority
of respondents collaborated often with a PC care specialist (35%), a palliative home
care service (38%), an in-patient hospice (26%), or a psychologist (33%). In re-
sponse to questions regarding specific involvement in PC clinical tasks, respon-
dents were involved more commonly in treating physical symptoms, such as pain
(93%), fatigue (84%), and nausea/emesis (84%), than in managing psychological
symptoms and end-of-life care issues, such as depression/anxiety (65%), existen-
tial distress (29%), or delirium (12%). Forty-three percent of respondents reported
that they directly administered end-of-life care often, and 74% reported that they
derived satisfaction from their involvement in end-of-life care. Overall, 88.4% of
respondents endorsed the belief that medical oncologists should coordinate the
end-of-life care for their patients, but a substantial minority (42%) felt that they
were trained inadequately for this task. Positive attitudes toward PC were corre-
lated highly with the degree of direct involvement in PC practice. Practitioners in
private practice or teaching hospitals had substantially more positive attitudes
regarding PC compared with physicians based in comprehensive cancer centers (P
< 0.05). Although most of the responding medical oncologists expressed positive
views regarding their involvement in the PC of patients with advanced cancer and
dying patients, 15% of respondents had pervasively negative views.
CONCLUSIONS. Most ESMO oncologists recognize the importance of PC and sup-
portive care for patients with advanced cancer. Despite this, many are prepared
inadequately for these tasks, and actual participation levels commonly are subop-
timal. Cancer 2003;98:2502-10. © 2003 American Cancer Society.

KEYWORDS: end-of-life care, European Society of Medical Oncology, palliative care,
pain management, psychological distress.

Despite major progress in cancer care, cancer-related mortality
remains high, and more than 50% of patients with cancer ulti-
mately develop advanced and incurable disease, leading to death."?
The care of these patients constitutes a major part of the case load of
oncologists in Europe and world wide. Indeed, in the developing



world, where presentation with advanced cancer is the
norm, this constitutes the overwhelming bulk of can-
cer care.

Patients with incurable, advanced cancer present
a major challenge. They commonly have numerous
physical symptoms.>~® Psychologic distress, including
anxiety, depression, and suicidal ideation, are com-
monplace.®'® By virtue of increasing incapacitation,
these patients have complex care needs that put stress
on their families and on healthcare resources. Indeed,
their families very often are distressed.''™* Com-
monly, these patients also suffer from severe existen-
tial distress related to issues of their past (guilt, re-
morse, unfulfilled expectations), their altered self
image (dependency, altered family and professional
roles), and their future (dashed hopes, meaning in the
time remaining, fear of death).'>'¢

The optimal care of patients with advanced cancer
is complex, and patients require an integration of ap-
proaches to best control the underlying illness with
approaches to optimize physical and emotional symp-
tom control and social support. The European Society
of Medical Oncology (ESMO) has developed a task
force as part of a quality-improvement program to
improve the quality of supportive and palliative care
delivered by oncologists in Europe and around the
world. The ESMO policy regarding the role of the
oncologist in the delivery of supportive and palliative
care has been developed by this taskforce. Other ed-
ucational initiatives are in the process of develop-
ment.

Until now, there have been no studies describing
the degree to which European oncologists are in-
volved in the care of patients with advanced cancer,
their participation in supportive and palliative care, or
their attitudes toward this dimension of cancer care.
The EMSO, as part of a quality-improvement initia-
tive, chartered the Supportive and Palliative Care
Taskforce to survey the ESMO membership.

Objectives

The objectives of this survey were to obtain valid and
accurate descriptive data regarding the practice and
attitudes of ESMO oncologists in relation to the sup-
portive and palliative management of patients with
advanced and incurable cancer and oncologist-related
barriers to the provision of optimal supportive and
palliative care.

Methodology

Based on a focus group of oncologists participating in
the Palliative Care Working Group of the ESMO, a
survey tool was developed. The tool was reviewed by
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oncologists with the working group and the executive
of ESMO for content validity. The final version of the
survey tool (Table 1) addressed demographics (7
items), collaboration with supportive/palliative care
clinicians (7 items), direct involvement in palliative
and supportive care (16 items), and attitudes (24
items). The survey was sent to all ESMO members.

Data from returned responses were entered into
an Access data base for subsequent analysis. A fre-
quency analysis was performed on data relating to
oncologist demographics, level of collaboration with
supportive/palliative care clinicians, oncologist prac-
tice in supportive/palliative care, and attitudes toward
supportive/palliative care. Summary indices for atti-
tude to palliative and supportive care, collaboration
with palliative and supportive care clinicians, and di-
rect involvement in palliative and supportive care
were calculated. For collaboration with and direct in-
volvement in palliative care, related items were calcu-
lated as an average score on a 0-2 scale. Because
attitudes can be negative, the 5-point attitude items in
the survey were scores on a scale of — 2, — 1,0, + 1,
and + 2. The attitude index was calculated as an
average score for the items evaluating oncologist atti-
tudes toward palliative care. Stepwise regression anal-
yses were performed to evaluate the factors that con-
tributed to attitudes toward palliative care and
sensitivity to burn out from working with patients with
advanced cancer.

RESULTS

Demographics

Of 2600 surveys that were mailed to ESMO members,
895 completed questionnaires were received. A total of
64 countries were represented. In all, 738 responses
(82.5%) were received from 35 European countries
(Germany, 147 responses; Italy, 87 responses; France,
57 responses; Spain, 48 responses; United Kingdom,
42 responses; and The Netherlands, 36 responses),
and other responses were received from ESMO mem-
bers in America (108 responses; 12.1%), Asia (23 re-
sponses; 2.6%), Australia (20 responses; 2.2%), and
Africa (6 responses; 0.7%).

Most of the responding oncologists were male (n
= 701 respondents; 78.3%). The median respondent
age was 45-49 years, and the median experience in
oncology was 15-19 years.

The largest proportion of respondents worked in
teaching hospitals (n = 334 respondents; 37.3%).
Other respondents worked in comprehensive cancer
centers (n = 185 respondents; 20.7%), community
hospitals (n = 176 respondents; 19.7%), or private
oncology practice (n = 167 respondents; 18.7%).



2504 CANCER December 1, 2003 / Volume 98 / Number 11

TABLE 1
European Society of Medical Oncology Supportive/Palliative Care Survey

ESMO Survey of Medical Oncologist Attitudes to the Management of Patients with Advanced Cancer®
1. Name (optional)

2. Age (years) <30 30-34 35-39 40-44 45-49 50-54
3. Sex Male Female

4. Country

5. Years of experience <5 5-9 10-4 15-19 20-24

6. Practice type
1. Private oncology practice
2. Community hospital based
3. Teaching hospital based
4. Comprehensive cancer center
5. Other
7. How much of your practice involves the care of patients with advanced (incurable) cancer?
1. None
2. A small proportion
3. A substantial proportion
4. Most of my practice
8. In your dealings with patients with advanced cancer, how often do you collaborate with:

Never Occasionally

1. A palliative care medical specialist

2. A palliative care nurse specialist

3. A home hospice (palliative care) team

4. An inpatient hospice

5. A psychiatrist

6. A psychologist

7. A social worker -
9. In your dealings with patients with advanced cancer, how often are you directly involved with:

Never Occasionally

1. Treating cancer pain

2. Treating dyspnea

3. Managing fatigue

4. Managing nausea and vomiting

5. Managing the complications of chemotherapy

6. Managing the psychological consequences of advanced cancer

(depression and anxiety)

7. Managing delirium

8. Managing constipation or diarrhea

9. Discussing end of life care preferences with patients

10. Directly administering end of life care to dying cancer patients

11. Coordinating meetings with the family of dying patients

12. Recommending an inpatient hospice

13. Managing intestinal, biliary or ureteric obstruction

14. Managing spinal cord compression

15. Managing existential or spiritual distress

16. Patients who request elective death (euthanasia or assisted suicide) -
10. Do you agree with the following statements about the management of patients with advanced cancer?

Agree Don'’t
strongly Agree know
1. Medical oncologists should coordinate the care of cancer patients at all stages of
disease, including end of life care.
2. Palliative care begins where medical oncology ends.
3. T received good training in palliative care during my oncology fellowship (residency).
4. All advanced cancer patients should receive concurrent palliative care even if they
are receiving anti-tumor therapies.
5. The medical oncologist is the best person to coordinate the palliative care of
patients with advanced cancer.

55-59

>25

Disagree

> 60

Disagree
strongly

(continued)
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TABLE 1
(continued)
Agree Don’t Disagree
strongly Agree know Disagree strongly

6. A palliative care specialist is the best person to coordinate the palliative care of
patients with advanced cancer.

7. Medical oncologists should be expert in the management of the physical and
psychological symptoms of advanced cancer.

8. Most medical oncologists I know are expert in the management of the physical and
psychological symptoms of advanced cancer.

9. Tam expert in the management of the physical and psychological symptoms of
advanced cancer.

10. Dying patients do not belong in the oncology ward.

11. All cancer centers should have a palliative care service.

12. I derive satisfaction from managing the physical symptoms of my patients.

13. Managing patients with advanced cancer and dying patients depresses me.

14. I would rather have someone else look after my dying patients.

15. T am usually successful in managing my patient’s pain.

16. I derive satisfaction from my work managing patients with advanced cancer and
dying patients.

17. I feel emotionally burned out by having to deal with too many deaths.

18. T own a textbook of palliative care.

19. I read journals and papers related to the palliative care of advanced cancer.

20. I am interested in participating in research in palliative treatments of advanced
cancer.

21. I deal with palliation in the nondying patients (“symptoms management”), but not
with the palliation of the dying patient (“end of life care”).

22. 1 have a close working relationship with the palliative care (or hospice) services in
my region.

23. Palliative care specialists “steal” patients who would otherwise benefit from
medical oncology.

24. Palliative care (or hospice) physicians don't have enough understanding of
oncology to counsel patients with advanced cancer regarding their treatment
options.

ESMO: European Society of Medical Oncology.

2 The definition of “advanced cancer” is any incurable cancer, including most metastatic or locally advanced solid tumors.

Overall, most respondents were very involved in
the care of patients with advanced cancer: Six hun-
dred fifteen respondents (68.8%) reported that the
management of patients with advanced and incurable
cancer represented a substantial proportion of their
practice, and another 197 respondents (22.0%) re-
ported that such patients constituted most of their
practice. Few respondents reported that patients with
advanced and incurable cancer represented a small
proportion of their practice (8.7%), and very few on-
cologists had no involvement in the management of
patients with advanced cancer (0.4%).

Attitudes

Greater than 75% of responding oncologists agreed
(agree or strongly agree) to each of the following state-
ments: All advanced cancer patients should receive
concurrent palliative care, even if they are receiving
antitumor therapies (92%); I derive satisfaction from

managing the physical symptoms of my patients
(89.3%); all cancer centers should have a palliative
care service (89.1%); medical oncologists should coor-
dinate the care of cancer patients at all stages of dis-
ease, including end-of-life care (88.4%); medical on-
cologists should be expert in the management of the
physical and psychological symptoms of advanced
cancer (88.1%); I am usually successful in managing
my patients’ pain (86.9%); I read journals and papers
related to the palliative care of advanced cancer
(83.6%); and I own a textbook of palliative care
(76.0%).

A lesser but significant consensus (60-75% agree
or strongly agree) was expressed for the following at-
titudes: The medical oncologist is the best person to
coordinate the palliative care of patients with ad-
vanced cancer (74.5%); 1 derive satisfaction from my
work managing patients with advanced cancer and
dying patients (74.0%); I am interested in participating
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TABLE 2
Attitudes in which Respondents Had Polarized Opinions

Agree/strongly  Disagree/strongly

Attitude agree (%) disagree (%)
I received good training in palliative care

during my oncology fellowship

(residency). 52.8 42.0
I feel emotionally burned out by having to

deal with too many deaths. 338 55.6

Most medical oncologists I know are expert

in the management of the physical and

psychological symptoms of advanced

cancer. 375 41.8
A palliative care specialist is the best person

to coordinate the palliative care of

patients with advanced cancer. 36.3 394
Palliative care (or hospice) physicians do

not have enough understanding of

oncology to counsel patients with

advanced cancer regarding their

treatment options. 35.2 39.2

in research in palliative treatments of advanced cancer
(73.3%); I have a close working relationship with the
palliative care (or hospice) services in my region
(70.3%); and 1 am expert in the management of the
physical and psychological symptoms of advanced
cancer (60.4%).

Greater than 65% of respondents disagreed (dis-
agree or strongly disagree) with the following atti-
tudes: Palliative care begins where medical oncology
ends (84.3%); dying patients do not belong in the
oncology ward (73.5%); 1 deal with palliation in the
nondying patients (symptoms management), but not
with the palliation of the dying patient (end-of-life
care) (70.4%); managing patients with advanced can-
cer and dying patients depresses me (68.2%); palliative
care specialists steal patients who would otherwise
benefit from medical oncology (68.0%); and I would
rather have someone else look after my dying patients
(66.0%).

Opinions were polarized regarding five items (Ta-
ble 2): I received good training in palliative care during
my oncology fellowship (residency); I feel emotionally
burned out by having to deal with too many deaths;
most medical oncologists I know are expert in the
management of the physical and psychological symp-
toms of advanced cancer; a palliative care specialist is
the best person to coordinate the palliative care of
patients with advanced cancer; and palliative care (or
hospice) physicians do not have enough understand-
ing of oncology to counsel patients with advanced
cancer regarding their treatment options.

TABLE 3
Frequency (Percent) of Collaboration with Other Professionals when
Managing Patients with Advanced Cancer

Frequency of collaboration (%)

Profession Never Occasionally Often
Social worker 139 38.2 479
Home hospice (palliative care) team 19.1 43.1 37.8
Palliative care medical specialist 213 37.6 35.1
Psychologist 174 49.3 333
Palliative care nurse specialist 33.2 35.1 317
Inpatient hospice team 29.0 4.7 26.4
Psychiatrist 224 62.7 149

Collaboration with Supportive and Palliative Care
Professionals

Responses to the question, “in your dealings with pa-
tients with advanced cancer, how often do you collab-
orate with...” are summarized in Table 3.

Direct Participation in Supportive and Palliative Care of
Patients with Advanced Cancer

Responses to the question, “in your dealings with pa-
tients with advanced cancer, how often are you di-
rectly involved with...” are summarized in Table 4.

Multivariate Analyses

Stepwise regression analyses were performed to eval-
uate the factors that contributed to a positive attitude
toward the oncologist’s role on supportive/palliative
care (Table 5) and factors that contributed to a predi-
lection to burn out from managing patients with ad-
vanced cancer and dying patients (Table 6). In the first
analysis, the variables evaluated included age, gender,
years of experience, degree of involvement in the
management of advanced cancer, place of work, av-
erage collaboration index, and the average direct par-
ticipation in palliative care index. The analysis of fac-
tors that contributed to burn out included all of those
used in the first analysis and also the average attitude
toward the palliative care index. The statistical de-
scription of summary scores of the variables included
in the multivariate analyses is presented in Table 7.

DISCUSSION

The management of patients with advanced cancer is
central to the role of the medical oncologist, and it
constitutes a major part of the clinical workload of
most oncologists. Overall, this survey of the ESMO
membership demonstrates a high level of consensus
regarding the importance of the oncologist’s role in
the provision of supportive and palliative care for pa-



TABLE 4
Frequency (Percent) of Direct Administration of Supportive and
Palliative Care for Patients with Advanced Cancer
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TABLE 6
Stepwise Regression Analysis for the Dependant Variable “I Feel
Emotionally Burned Out by Dealing with Too Many Deaths”

Frequency of administration (%) Contributing variable B Significance®
Treatment category Never  Occasionally  Often Average attitude toward palliative
care index -0.684 0.000
Treating cancer pain 04 6.3 93.3 Female gender -0.229 0.007
Treating dyspnea 0.4 215 720 Age 0.043 0.030
Managing fatigue 0.8 154 83.8
Managing nausea and emesis 03 9.1 90.6 2 Correlation coefficient (R?) = 0.150.
Managing the complications of chemotherapy 0.7 8.3 91.1
Managing the psychological consequences of
advanced cancer (depression and anxiety) 1.7 334 64.9 TABLE 7
Managing delirium 226 65.6 118 Descriptive Statistics of the Summary Scores of the Variables
Managing constipation or diarrhea 0.7 172 82.1 Included in the Multivariate Analyses
Discussing end of life care preferences with
patients 6.4 370 56.6 Characteristic Mean SD
Directly administering end of life care to
dying cancer patients 14.0 42.8 43.2 Age 482 1.756
Coordinating meetings with the family of Gender (1 male, 2 females) 121 0.411
dying patients 144 16.1 394 Years of experience 3.95 1.516
Recommending an inpatient hospice 20.0 52.3 276 Involvement in management of patients with
Managing intestinal, biliary, or ureteric advanced cancer 3.12 0.558
obstruction 75 54.2 38.3 Private practice 0.19 0.390
Managing spinal cord compression 6.9 63.9 29.2 Practice in a community hospital 0.20 0.399
Managing existential or spiritual distress 129 5656 275 Practice in a teaching hospital 0.37 0.484
Patients who request elective death Practice in a comprehensive cancer center 0.20 0.404
(euthanasia or assisted suicide) 61.8 36.0 21 Average attitude to palliative care index 0.756 0.422
Average palliative care collaboration index 1.09 0.426
Average direct involvement index 1.42 0.280
TABLE 5

Analysis of Variance: Multivariate Analysis of the Dependant Variable
“Positive Attitude toward the Role of the Oncologist in Supportive/
Palliative Care”

Contributing variable B Significance®

Working in a comprehensive cancer center -0.131 0.000
Average direct involvement in PC administration

index 0.614 0.000

Working in a community hospital -0.081 0.013
Female gender -0.077 0.013
Average collaboration with PC index 0.067 0.038

PC: palliative care.
2 Correlation coefficient (R?) = 0.223.

tients with advanced cancer and for dying patients.
Most medical oncologists believe that oncologists
should coordinate the care of patients with advanced
cancer and dying patients, that supportive and pallia-
tive care should be initiated during the active treat-
ment phase, that medical oncologists should be expert
in the management of the physical and psychological
symptoms of advanced cancer, and that cancer cen-
ters should provide supportive and palliative care as
part of their basic array of services.

The survey results demonstrated the following

SD: standard deviation.

discrepancies relating to practice and skill levels of the
respondents: 1) Although 88.4% of respondents agreed
that medical oncologists should coordinate the care of
cancer patients at all stages of disease, including end-
of-life care, it was found that actual practice was much
less thorough: Only 43% of respondents commonly
coordinate the care of cancer patients at all stages of
disease, including end-of-life care; < 50% of respon-
dents collaborate commonly with any supportive/pal-
liative care clinician (including social workers); only
39% of respondents commonly coordinate meetings
with the family of dying patients; and only 11.8% of
respondents commonly manage delirium (despite the
high prevalence of this problem among patients with
far advanced cancer).

2) Whereas 60.4% of respondents reported that
they were expert in the management of the physical
and psychological symptoms of advanced cancer, only
37.0% of respondents said most oncologists they knew
were expert in the management of the physical and
psychological symptoms of advanced cancer. This in-
dicates either a self-selection bias regarding the re-
spondents favoring those with greater expertise, or a
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tendency to either inflate self-evaluation and/or dep-
recate colleagues.

3) Whereas 70.4% responded that they have a
close working relationship with the palliative care (or
hospice) services in their region, reported levels of
collaboration with palliative care and hospice services
were relatively low: Only 37.8% of respondents often
collaborated with a home hospice (palliative care)
team, and only 35.1% or 33.3% of respondents often
collaborated with a palliative care medical specialist
or nursing specialist, respectively.

Analysis of the summary scores for attitudes re-
garding supportive and palliative care identified that
15-20% of the responding medical oncologists have
pervasively negative views regarding the oncologist’s
role in the supportive/palliative care of patients with
advanced cancer and end-of-life care. This subgroup
reported low levels of perceived self-efficacy in the
management of physical and psychological symp-
toms, low levels of satisfaction from managing pa-
tients with advanced cancer, sensitivity to burn out
from involvement with dying patients, and a predilec-
tion toward depression from their involvement with
dying patients. They were more likely to indicate that
it is not part of the oncologist’s role and to endorse the
idea that palliative care specialists should manage
these patients. Despite that, these clinicians demon-
strated low levels of collaboration with supportive/
palliative care physicians. Negative attitudes toward
the oncologist’s role in supportive/palliative care were
much more prevalent among oncologists working in
comprehensive cancer centers and community hospi-
tals than among oncologists in private practice or in
teaching hospitals.

The following issues toward which there was a
polarization of attitudes are worthy of specific atten-
tion: 1). A substantial 42% of respondents reported
that they had not received adequate training in pallia-
tive care during their residency training. This finding
is consistent with previously published data regarding
the training of medical oncologists in the manage-
ment of cancer pain,’”'® communication skills,*>*!
and palliative care.'®??

2) In response to the statement, “most medical
oncologists I know are expert in the management of
the physical and psychological symptoms of advanced
cancer,” more respondents disagreed (41.8%) than
agreed (37.5%). It seems, therefore, that most oncolo-
gists have a low assessment of their colleagues’ readi-
ness to manage the physical and psychological symp-
toms of advanced cancer. This is consistent with the
findings regarding oncologist training in these aspects
of patient care.

3) Just over one-third of respondents reported
that they felt emotionally burned out by having to deal
with too many deaths. In this survey, this predilection
to burn out was associated closely with negative atti-
tudes toward involvement in supportive and palliative
care (univariate and multivariate analyses) and low
levels of actual involvement or referral to specialist
colleagues (univariate analysis only). Burn-out, there-
fore, was not associated as much with over-exposure;
rather, it was related more to poor attitudinal pre-
paredness and a limited role definition that did not
include personal involvement in the organization of or
the provision for palliative and supportive care. Con-
versely, physicians with positive attitudes toward end-
of-life care and their role in it expressed a much lower
tendency to burn out, despite the fact that they were
involved much more personally in the active care of
their dying patients.

The phenomenon of burn-out among medical on-
cologists has been described well.>*?® It is associated
with depression and depersonalization,?>?**?® it im-
pacts adversely on patient care, and it is associated
with low levels of preparedness for emotionally taxing
professional activities, such as communication with
patients and their families and end-of-life care. Phy-
sicians who manifest burn-out and depersonalization
are more likely to endorse euthanasia or assisted sui-
cide as appropriate end-of-life care options.*?

4) Respondents were divided regarding who
should coordinate the palliative care of patients with
advanced cancer. Although 74.5% of respondents
agreed that the medical oncologist is the best person
to coordinate the palliative care of patients with ad-
vanced cancer, when asked about the role of palliative
care specialists, 36.3% of respondents agreed that they
are the best professionals to manage the palliative care
of the same patient population. This ambivalence is
evidenced by the relatively low proportion of oncolo-
gists who frequently consult with a palliative medicine
physician and by the relatively high prevalence of
respondents (35.2%) who felt that palliative care (or
hospice) physicians do not have enough understand-
ing of oncology to counsel patients with advanced
cancer regarding their treatment options.

The limited data available from a survey of Amer-
ican oncologists suggest that many of the issues high-
lighted in this survey also may be relevant to oncologic
practice in the U.S. The 1998 survey by the American
Society of Clinical Oncology, presented in 1998,*°
found that 20-25% of the responding oncologists re-
ported that end-of-life care was the worst part of being
an oncologist and that 10% experienced a sense of
failure when their patients became terminally ill. The



overwhelming majority of responding oncologists per-
ceived themselves as having a lot of expertise in man-
aging pain, constipation, nausea/emesis, fever, and
neutropenia but much less ability in treating depres-
sion especially and loss of appetite. Among the barri-
ers to end-of-life care reported in that survey were
unrealistic patient/family expectations, family con-
flicts, lack of reimbursement for end-of-life care, and a
lack of availability of palliative care specialist consul-
tations.

The conclusions drawn from this survey are tem-
pered by the selection bias of survey responders ver-
sus nonresponders. Data from the survey suggest that,
overall; the responders may represent disproportion-
ately those clinicians with interest in supportive and
palliative care. Although 60.4% of respondents re-
ported that they were expert in the management of
physical and psychological symptoms among patients
with advanced cancer, only 37.5% reported that most
oncologists that they know shared similar expertise.
These data suggest either a selection bias, a tendency
to elevated self-appraisal of responders, or a depreca-
tion of colleagues.

Irrespective of this potential bias, we believe that
the findings of the study are highly relevant for the
practice of medical oncology in Europe. Indeed, the
findings underscore the need for initiative to address
common shortcomings in oncologist training and
practice regarding the palliative and supportive care of
cancer patients with advanced and incurable disease.
Clinicians who have a positive attitude toward the role
of the oncologist in providing palliative care for their
patients are much more likely to deliver that care.
Education, therefore, must address not only the tech-
nical side of care but also the issues pertaining to role
definition. It is important to highlight the care of in-
curably ill cancer patients with regard to the moral
imperative of care and nonabandonment, the skills
needed to deliver care to the patient and the family,
and strategies to minimize the risk of burning out
from the frequent exposure to this high-stress situa-
tion.

The gulf between widely expressed, positive atti-
tudes and much more limited implementation sug-
gests the need for infrastructural changes to facilitate
better actualization of palliative care in clinical prac-
tice. Indeed, the findings of this survey suggest that
comprehensive cancer centers and community hospi-
tals may have particular need for this sort of infra-
structural intervention to make palliative care a nor-
mal part of service delivery for patients with advanced
cancer.
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