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Integration between oncology
and palliative care: does one size
fit all?
For the very first time, the article of Hui et al. sets up indicators
of integration of oncology and palliative care programmes: they
consider as ‘major’ indicators of integration the presence of a
‘palliative care inpatient consultation team’ and a ‘palliative care
outpatient clinic’ [1].
The authors of the article report data from a previous survey

showing how in the United States, among centres which are not
designated by the National Cancer Institute—and as such, not
specifically working in oncology—only 56% have a ‘palliative
care inpatient consultation’ and 22% an ‘outpatient clinic’ [2].
If this is an image of how things work in a country—the

United States—with an advanced health care system, may we be
entitled to scale the same criteria to most other countries in the
world—even if not having the same logistical standards and
favourable economical frame?
The real world is not made of big hospitals, with great

resources, in rich countries. On the contrary, most cancer
patients are followed in small centres, many of which are located
in developing countries.
Among the above-mentioned indicators, we miss the presence

of ‘community-based palliative care services’, which are import-
ant, most of all, in small and/or remote communities, yet the
authors say that few panellists work within such settings.
This supports our belief, that these indicators are designed for

a ‘rich’ setting, faraway from the real world. Indeed, the same
authors state that to meet these integration indicators we need
‘proper funding’, and we know this is not available in most on-
cology programmes in the world.
That said, we are fully convinced of the value of Hui et al.

work, yet we believe that it can be introduced only in advanced
health systems with great economical resources.
Besides, we hope for an expert panel determining ‘basic’ criteria

for integration of oncology and palliative care; criteria that could
help developing sustainable integration programmes, taking into
account centres with limited resources and foreseeing a key role
for ‘community-based palliative care services’.
For this, it would be necessary to propose goals (e.g. evalu-

ation and treatment of symptoms, continuity of care, non-aban-
donment at end-of-life, etc.) rather than pre-set models, so that
each single centre is able to develop ‘tailored’ programmes to
their own resources.
According to our experience, it is possible to build custom-

tailored programmes for each single economical, cultural, and
geographical situation, bearing in mind that, when we talk
about health services, ‘one size does not fit all’ [3, 4].
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Reply to the letter to the editor
‘Integration between oncology
and palliative care: does one size
fit all?’ by Verna et al.

We would like to thank Verna et al. [1] for their thoughtful
comments regarding our recent Annals of Oncology article on
the 13 major and 30 minor indictors of integration of oncology
and palliative care programs in hospitals with ≥100 beds [2].
They commented on the need to have indicators specific for re-
source-limited settings, and the importance of community-
based palliative care programs.
When we first designed this study, we recognized that indica-

tors are highly specific to the health care setting and local
resources. Thus, we explicitly asked our panelists to identify
indictors of integration for advanced cancer patients in hospitals
with ≥100 beds [2]. Remarkably, a vast majority of the indica-
tors were supported by our international panelists despite their
diverse background representing six continents. The major indi-
cators were endorsed by over 90% of panelists, suggesting that
there may be some universal themes of integration beyond na-
tionalities, disciplines and cultures.
The need for integration is independent of resource availabil-

ity and further studies are needed to examine indicators of inte-
gration specific for low-resource settings. In a recent systematic
review, we identified several other aspects of integration [3]. For
example, the availability of opioid may be an appropriate indicator
in low-resource countries, while a comprehensive home palliative
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care program may not be possible. On the one hand, integration
may be accomplished without a significant investment of resources,
such as mandating clinical palliative care rotations for oncology
fellows. On the other hand, if the resources are so limited that
the basic palliative care infrastructure is lacking, it may be diffi-
cult to consider the programs integrated. Ultimately, experts
from resource-limited countries need to refine the appropriate
indicators for their own settings.
There is also a fine distinction between indicators for integra-

tion and indicators for program development. While others
have examined indicators for palliative care development [4, 5],
our study is the first to focus on assessing the level of integration
[2]. Clearly, home-based palliative care programs offer tremendous
benefits for patients in the community, and is particularly indis-
pensable in the last few months and weeks of life [6]; however,
only approximately half of our experts endorsed that such pro-
grams as an indicator of integration [2]. This may be because
‘early’ integration occurs predominantly in the ambulatory setting.
Instead of operating such community programs, integration
means that hospitals closely coordinate with them.
To rephrase the words of the newly elected Canadian Prime

Minister Justin Trudeau, ‘A positive, optimistic, hopeful vision
of (integration) isn’t a naïve dream—it can be a powerful force
for change’. Our indicators set some important goals towards
delivery of integrated cancer care. Although a majority of the
major indicators are likely universal across many health care set-
tings (e.g. outpatient clinics, interdisciplinary teams and early
referral), some minor indicators need to be tailored to local real-
ities and the unique cultural needs (e.g. prognostic discussions).
Moving forward, more research is needed to ‘personalize’ the
indicators of integration in different health care settings, to fine
tune the thresholds, and to validate them against meaningful
patient- and caregiver-related outcomes.
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Reply to the letter to the editor
‘Howmuch evidence isn’t in
evidence-based guidelines?’
by Johnson et al.

We appreciate the detailed and nuanced feedback from
acknowledged experts and researchers in the field of the palli-
ation of dyspnea [1].
Regarding the methodological critique: in contrast to clinical

guidelines for disease-modifying approaches to cancer, the evi-
dence base for the relief of symptoms is characterized by a
multiplicity of observational, phase II data and expert opinion
and a relative paucity of phase III data. This does not diminish
from the imperative of providing pragmatic guidance based on a
synthesis of best evidence, but it does make the process far more
challenging and open to conjecture. This point has been empha-
sized previously by Johnson and Currow when they addressed
the issue of ‘Gaps in the knowledgebase regarding the use of
opioids in the management of dyspnea’ [2].
Regarding the role of sustained release opioids in the manage-

ment of dyspnea, we have written ‘Normal-release preparations
of oral/rectal opioids may be used for titration, switching to
sustained preparation afterwards’ [3] this is entirely consistent
with the approach in a recent review authored by Currow et al.
[4]. The effectiveness of sustained release morphine preparations
has been demonstrated in only one randomized controlled
trial in cancer patients [5] and it is not appropriate to over
extrapolate data derived from patients with chronic obstructive
pulmonary disease (COPD) and chronic dyspnea. Indeed,
Mercadante et al. showed that episodic severe breathlessness fre-
quently occurs in patients with advanced cancer (70.9%), and
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