
102

in India to change their attitude towards the HIV/AIDS epidemic
and adopt a more constructive approach.

It is time to use the 'creative tension' between bureaucratic
decision-makers and AIDS-competent communities led by opin-
ion leaders to constructively develop linkages and see them as
complementary to rather than as opposing each other.
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Palliative care education and training during residency: A survey among
residents at a tertiary care hospital
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ABSTRACT
Background Palliative care isthe active total care of patients

in advanced and incurable stages of cancer. More than 70% of
all cancer patients in India require palliative care for relief of pain,
other symptoms and psychosocial distress. The need for educa-
tion and training in palliative care has been emphasized by the
World Health Organization (WHO) during the past 15 years.
This survey aimed to assess the awareness, clinical knowledge,
and education and training aspects of palliative care among the
clinical residents of a tertiary care hospital.

Methods. During January and February 1999, a total of
100 residents were asked to respond to a questionnaire on
palliative care education and training during residency. The
questionnaire consisted of 10 questions (each question with 3
different responses). Awareness regarding palliative care was
assessed by 3 questions, clinical knowledge by 4 questions, and
education and training obtained during residency by 3 questions.
Comparisons were made using the Chi-square test between the
oncology and non-oncology resident groups.

Results. Forty-nine residents (23 oncology and 26 non-
oncology) responded to the survey. Awareness that palliative
care involves active total care was lacking in 8 (16%) residents.
The cost of palliative care in India was considered high by 17
(65%) non-oncology residents and 21 (43%) of the whole
group. Hospice, as the right place for palliative care, was chosen
by 14 (61 %) oncology and 3 (1 1.5 %) non-oncology residents
(p=0.OOO3). In the whole group, 21 (43%) believed that
palliative care could be provided on an outpatient basis. Pain,
depression and cachexia were identified as the most distressing
symptoms of patients with incurable cancer. Seventeen (83%)
oncology and 4 (15%) non-oncology residents (p=O.OOO)
knew how to use the WHO step-ladder for cancer pain relief. All
oncology residents and 10 (38%) non-oncology residents
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preferred the oral route for providing medications for pain relief
(p=O.OOO1). The didactic education and training imparted
during residency was considered as 'not enough' by 39% of
oncology and 62% of non-oncology residents (51 % overall).
The confidence to deliver quality palliative care was lacking in
43% and 58% of oncology and non-oncology residents,
respectively.

Conclusion. Clinicians in India need to be provided focused
skillsand training for them to be able deliver quality palliative care
to the large number of patients with incurable cancer. The cost
of palliative care and the optimum place to deliver it, the
symptoms of advanced cancer, pain relief and symptom control
methods and quality of life in end-stage cancer patients are some
aspects that should be an integral part of clinical residency
programmes.
Natl Med J India 2oo1j14:102-4

INTRODUCTION
The existing material on palliative care (PC) is 'cocooned' within
publications that may not interest or be accessible to the majority
of physicians and health professionals.'

Traditionally, the study and practice of cancer care has focused
on the development and implementation of primary anticancer
treatment. The goal of such treatment has been to achieve disease
control and increase survival. Substantial improvements in long-
and short term survival have been achieved for various cancers.
However, the overall cure rate remains less than 50%. Cancer
continues to account for more than 25% of all adult deaths in the
USA.2 In India, the situation remains grim with a limited number
of cancer care institutions and more than 70% of all cancer patients
presenting at an incurable stage.' For such patients, regardless of
their duration of survival, control of distressing symptoms and
improving the quality of their remaining life are critical.

Palliative care, as defined by the World Health Organization
(WHO) in 1990, is the active total care of patients whose disease
is not responsive to curative treatment. Control of pain, of other
symptoms, and of psychological, social and spiritual problems, is
paramount.'

There have been important changes in PC since the establish-
ment of St Christopher's Hospice, London, by Dame Cicely
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Saunders in 1967. In developed countries such as the UK, the USA
and Canada, PC is being increasingly recognized as an integral
partofthe training for doctors. However, deficiencies in delivering
PC in western countries relate more to the attitude and knowledge
of the treating physicians.t" Teaching health care providers to
implement effective strategies for pain management and end-of-
life care prepares them to work professionally and compassion-
ately with patients and their families. The benefits of such training
have been well documented.F:"

Since a large proportion of the nearly 4 million cancer patients
in India are in advanced and terminal stages of their disease, they
would inevitably be treated by doctors from various disciplines.
The concept of PC is relatively new to India. The potential of PC
and several other models of care delivery have been emerging
since 1990.9,10 However, a vast majority of patients probably do not
have access to quality Pc. We surveyed residents working in
oncology as well as those in non-oncology disciplines to assess
their awareness, knowledge, and education and training in PC.

METHODS
During January and February 1999, a total of 100 residents were
asked to respond to aquestionnaire onPC awareness, knowledge, and
education and training during their residency. Forty-nine residents
responded to this questionnaire-23 were residents in oncology and
26 in non-oncology disciplines such as medicine, surgery, ortho-
paedics and anaesthesia. The proforma consisted of 10 questions;
awareness was assessed by 3, clinical knowledge by 4 and question-
naire education and training by 3.Of the total 490 questions, only one
was not answered. Each question had a 3-step response scale.

The analysis of the responses for all the 489 answers was
carried out on the basis of the 3 different responses obtainable for
each item. Responses were categorized as a total for all 49
residents and subsequently divided into the oncology and non-
oncology groups. The data were analysed and comparisons made
using the Chi-square test between the oncology and non-oncology
resident groups. II

RESULTS
The responses to the lO-item survey questionnaire from all resi-
dents, the oncology and non-oncology groups, and the Chi-square
and p values are shown in Table I. Although 41 (84%) residents
answered that advanced and terminal cancer patients require
acti ve total care, 4 (17%) oncology residents were not aware of the
fact that PC involves active total care. The cost of PC was
considered low by 7 (14%), and affordable and high by 21 (43%)
each; 17% of the oncology and 65%of the non-oncology residents
felt that the cost of PC was high (p=0.034). Thirty-two (65%) of
the responders felt that 30%-50% of all cancer patients in India
require palliative care.

The three most common symptoms encountered as identified
by the residents were pain (81%), depression (51%) and cachexia
(45%). The responders also listed constipation, dyspnoea, blood
loss and altered sensorium as some of the symptoms that required
attention. Surprisingly, 45% of the responders did not know how
to use the WHO 3-step ladder for pain relief. The oncology
residents fared much better than the non-oncology residents in this
respect (Table I; p=O.OOO).While all the oncology residents were
aware about oral pain medication, only 10 (38%) of the non-
oncology residents felt they would consider the oral route
(p<O.OOOl).

The training and skill imparted during the residency course
was felt to be inadequate by 51% of the residents.
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TABLEI. Responses obtained from a survey of residents on
palliative care

Response Residents Chi-square p value
All Oncology Non-oncology

Advanced and terminal cancer patients require active total care
No 8 4 4 ns
Yes 41 19 22
Donotknow -
Cost of palliative care in India
High 21 4 17 4.48 0.034
Low 7 5 2
Affordable 21 14 7
Place where majority of patients are treated
Inpatient II 2 9
Outpatient 21 7 14 2.73 ns
Hospice 17 14 3 13.11 0.0003
In palliative care, the most common symptoms encountered in order of
frequency are
Pain 40 20 20 ns
Depression 25 7 18
Cachexia 22 8 14
As a resident, do you have enough knowledge and training to provide
palliative care?
Yes 4 3 I
Somewhat 20 10 10
No 25 10 15 0.99 ns
Do you know how to use the WHO 3-step ladder for pain relief
No 22 I 21
Yes 23 19 4 22.14 0.000
Cannot say 4 3 I
Route of pain medication generally is"
Intravenous 5 5
Intramuscular 10 10
Oral 33 23 10 21.04 0.0001
Proportion of cancer patients requiring palliative care
10%-25% 3 I 2
30%-50% 32 15 17 ns
up to 70% 14 7 7
During residency training, education and skill about palliative care has
been imparted
Yes 6 4 2
Somewhat 18 10 8
Not enough 25 9 16 0.85 0.35
Read a palliative care journal at least once a month
Yes 3 2 I
No 46 21 25
Not required -

• one non-oncology resident did not answer question 7

DISCUSSION
Few issues in medicine generate as much discussion as the
compassionate care of a patient at the terminal stages of life. A
cancer control programme should contain a palliative care compo-
nent in addition to primary prevention, early diagnosis and onco-
logical treatment. 5 An expert committee of the WHO on cancer
pain and PC emphasized the need for maintaining the patient's
quality of life during all stages of cancer treatment. Palliative
intervention for distressing symptoms is required for patients
undergoing both curative and palliative anticancer treatments.v'
Many cancer patients suffer because physicians, including those
trained in the management of these diseases, only apply the
practices of surgery, radiotherapy or chemotherapy. The burden of
responsibility on the treating physician is to recognize that cura-
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tive treatment is not always superior to palliation and psychosocial
support.

Scientific evidence gathered during the past three decades
shows that PC can establish effective communication with the
patients and relatives as well as provide good symptom control
and relief from psychosocial distress. 2.5,6.8The principles of PC and
drug therapy policies for various symptoms are taught to medical
undergraduates and postgraduates in several countries. 1.3,6.12How-
ever, that is not the case in India.

Our survey, though small, has shown that even in a tertiary
care institution, where PC services have been provided since
1991 and where residents have been exposed to workshops and
seminars on PC during their training, there is a need for more
awareness.

Palliative care was not considered as active total care by 8
(16%) of the residents. This is contrary to the WHO definition of
PC which demands the active total care and continuum of atten-
tion by the treating physicians. 4 While 43% of the respondents felt
that PC was expensive, the cost of quality PC and supportive drug
therapies for symptom control in advanced stages of cancer are
much lower than chemotherapy in an inoperable lung cancer or
bone marrow transplantation in resistant leukaemia+" Cost-
benefit analysis and quality of survival evaluations do not favour
such costly anticancer therapies. Affordable low-cost PC
approaches have been appreciated in end-stage diseases. The
misconception about the economic aspects of PC among the non-
oncology residents is of concern as they will form the backbone of
primary health care in the future.

Outpatient and home-based PC for cancer patients is ideal in
a developing nation like India." Relief from pain and other dis-
tressing symptoms and psyschosocial support can be optimally
delivered when an understanding is reached between the treating
team and caregivers. 10In India, hospital beds are scarce and prove
costly both to the hospital (and thus to society) as well as to the
patient's family. Surprisingly, 57% of our respondents wanted to
treat these patients in hospitals. The higher proportion of oncology
residents (61% v. 11.5%) choosing hospice care may be because
of the proximity of a hospice to our institution. Education and
training in outpatient PC delivery should dispel such misplaced
notions.

Cancer-related pain continues to be inadequately treated due to
the lack of know ledge and attitude of treating physicians towards
prescribing the right analgesics and opioids.P-" In order to pro-
vide quality pain management, the WHO has developed a simple,
cost-effective, and primarily oral medication based 3-step man-
agement ladder of analgesics, supportive drugs and opioids."
These step-wise prescriptions relieve pain adequately in more
than 80% of cancer patients. However, only 23 (47%) of our
respondents felt they had the requisite knowledge and skills to use
the WHO ladder for pain relief.

Whereas all the oncology residents opted to use the oral route
for pain relief, only 10% of the non-oncology residents did so
(p=O,OOOl).This may be because pain relief is not given a high
priority during the training of residents. Physicians perform an
inadequate assessment of cancer pain (65%), have inadequate
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clinical knowledge of pain management (42%-65%) and under-
medicate patients with prescription analgesics and opioids
(86%).2.8.10.17A study of the educational effects of a role model
programme in cancer pain management on 50 health caregivers,
found salutary results in improving their in knowledge base, skill
and confidence."

Residency programmes provide didactic teaching and practi-
cal training skills, whereas lacunae in the learning process, role
modelling and clinical teaching are inadequate for the delivery of
specialized care. 17.18The training during residency regarding PC
was found to be 'not enough' by 51% of all residents. Both groups
of residents felt that they were inadequately trained for Pc. While
the reading of a specialty journal is not sufficient for learning PC
during residency, it was indeed surprising that only 6% of the
respondents read journals on PC regularly.

Cancer services most often do not meet the challenges of the
advanced stages of disease. Cure-oriented approaches place an
unnecessary burden on physicians, institutions, patients and their
relatives. The fusion of PC and clinical oncology, in practice and
education, can provide a better standard of patient care and can
increase patient and physician satisfaction. Pain management,
symptom control and alleviation of psychosocial distress should,
therefore, form an integral part of training during residency, both
for oncology as well as non-oncology clinical disciplines.
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