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Letters
A Response to Geriatric Oncology,
Spirituality, and Palliative Care
by Dr. Lodovicio Balducci
To the Editor:
We first thank Dr. Balducci for writing on this most

important topic.1 It usefully explores the overlap of
three relatively new but increasingly prominent spe-
cialtiesdgeriatric oncology, spiritual care, and pallia-
tive care. Each of these specialties has its own
independent complexities, but, together, they form a
very interconnected web. We fully agree that spiritual-
ity frequently increases in importance as we age and
that the geriatric oncology population often features
multiple comorbidities, making those persons prime
candidates to benefit from palliative care services.
We submit that there is a need for specialist spiritual
care to go along with it.

We would suggest that Dr. Balducci’s generally
excellent contribution could be substantially
improved by correcting several issues that generally
fall within the realm of spiritual care.

In recent years, all the research and published
guidelines have followed the generalist/specialist
model for spiritual care with a professional board-
certified chaplain as the spiritual care specialist and
the other disciplines on the palliative care team as spiri-
tual generalists.2 This model has been integrated into
the palliative care guidelines of the National Consensus
Project for Quality Palliative Care. In these guidelines,
the chaplain is specifically named as the spiritual
care specialist on the interdisciplinary team and
described as being trained to address spiritual and reli-
gious concerns of all patients and caregivers regardless
of their spiritual or religious beliefs and practices. The
guidelines call for a salaried professional chaplain as a
full member of the team, describe the spiritual assess-
ment the chaplain should perform, and how the chap-
lain will document on patients with demonstrated
spiritual distress.3 Likewise, the Distress Management
Guidelines of the National Comprehensive Cancer
Network support this inclusion of a professional chap-
lain anddetail the spiritual diagnoses that call for a chap-
lain referral.4
� 2019 American Academy of Hospice and Palliative
Medicine. Published by Elsevier Inc. All rights reserved.
Given the unanimity of guidelines, Dr. Balducci’s
statement that ‘‘As practitioners of medical and radia-
tion oncology and palliative care, advanced practice
professionals, nurses, and social workers, .. they are
in the best position to provide spiritual care .’’ is
incorrect. Although nurses and social workers provide
generalist spiritual care within their scope of practice,
the professional chaplain is the member of the team
in the best position to provide spiritual care by virtue
of specialty training in this particular domain.
Although Dr. Balducci’s statement that ‘‘It is impor-
tant to remember that when the practitioner to ad-
dressing spiritual issues (sic), he/she can count on
the help of the chaplain team member who has
received clinical pastoral training’’ is true, it could
be read to imply that the practitioner should only
refer when he/she is uncomfortable; that is, when
the practitioner is comfortable, they can do the spiri-
tual care themselves. Both of these latter statements
are contrary to guidelines and current best practice.
If the practitioner is uncomfortable with this area of
inquiry, he/she should seek guidance from the profes-
sional chaplain to be able to conduct a spiritual history
and then refer appropriately. Under any circum-
stances, the practitioner is a spiritual care generalist
who should ideally inquire about the patient’s beliefs
and values and know when a specialist is required.
There is a good bit of literature now in this area.5,6

Language is very important in spiritual care as it is in
any branch of medicine. Especially for those profes-
sional caregivers who are Christian living in a culture
that is a majority Christian, it is sometimes difficult to
recognize when we are using terminology that might
not be inclusive of the widest number of patients and
families we serve. For instance, ‘‘church’’ is a Christian
term and ‘‘transcendence’’ does not include increasing
numbers of our spiritual seekers communities. Chap-
lains are experts at using the most inclusive terminol-
ogy. Another alternative is always to state clearly when
we are speaking from a Christian perspective.

The paper is also unclear about what constitutes pros-
elytizing. Although in religious circles, the word is
generally used to mean trying to persuade another to
adopt the religious beliefs of the provider of care, in
professional chaplain practice, it tends to have a
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broader meaning. Chaplains take the power inequity
between patients and providers very seriously. For us,
any attempt to impose one’s own values, beliefs, or opin-
ions religious or otherwise on a patient, unless that
opinion has been actively solicited, is considered uneth-
ical and the same as proselytizing. The general practice
of a professional chaplain is to help each patient articu-
late and use their own beliefs and values in their coping.
Although we applaud Dr. Balducci’s clear declaration
that proselytizing is not allowed, the extended example
that ends the article is clearly an example of imposing
one’s own values and opinions about how one should
spend the end of one’s life. It effectively constitutes
proselytizing and is not good spiritual care.

In sum, as with many situations in this intersection
between oncology care, palliative care, and spiritual
care, this paper would have been much improved by
consultation with the professional chaplain, who is
the spiritual care specialist on the interdisciplinary
team. We encourage any practitioners who are inter-
ested in teaching or writing in this domain to seek
consultation from their professional chaplain, who
we trust will be more than willing to assist.
George Handzo, MDiv
HealthCare Chaplaincy Network
New York, New York, USA

E-mail: ghandzo@healthcarechaplaincy.org
Jill Bowden, MDiv
Memorial Sloan-Kettering Cancer Center,
New York, New York, USA
https://doi.org/10.1016/j.jpainsymman.2019.02.027
References
1. Balducci L. Geriatric oncology, spirituality, and palliative
care. J Pain Symptom Manage 2019;57:171e175.

2. Puchalski C, Ferrell B. Making health care whole: Inte-
grating spirituality into patient care. Templeton Foundation
Press, 2011.

3. National Consensus Project forQuality palliative care. Clin-
ical Practice Guidelines for Quality Palliative Care, 4th ed.
2018. Available from https://www.nationalcoalitionhpc.org/
ncp/. Accessed March 1, 2019.

4. National Comprehensive Cancer Network (2018)
Distress Management Guidelines, Version 2. 2018. Available
from http://oncolife.com.ua/doc/nccn/Distress_Managem
ent.pdf. Accessed March 1, 2019.

5. Handzo GF, Koenig HG. God at the Bedside- a Letter to
the Editor. New Engl J Med 2004;351:192.

6. Lo B, Ruston D, Kates LW, Arnold RM, Cohen CB, Faber-
Langendoen K, et al. Discussing religious and spiritual issues
at the end of life: a practical guide for physicians. JAMA
2002;287:749e754.
The Current Practice of Oxygen
Therapy for Dyspnea in Terminally
Ill Cancer Patients: A Nationwide
Survey of Japanese Palliative Care
Physicians
To the Editor:
Dyspnea is a frequent and distressing symptom

among terminal cancer patients.1,2 Oxygen therapy is
often used to alleviate dyspnea in this population. How-
ever, the efficacy of oxygen therapy for dyspnea in pa-
tients without hypoxemia has not been proven,3,4 and
several guidelines are against its use in such patients.5,6

In addition, oxygen therapy may worsen the quality of
life because of adverse events such as oral dryness and
feeling of restriction.7 It is, therefore, important to
explore the daily provision of oxygen therapy for cancer
dyspnea by palliative care physicians and to determine
the criteria for oxygen therapy for cancer dyspnea in pa-
tients without hypoxemia. We conducted a nationwide
survey of Japanese palliative care physicians to assess
the daily practice of oxygen therapy in terminal cancer
patients in the presence or absence of hypoxemia.
Methods

We identified 536 certified palliative care physicians
in Japan from the Web site of the Japanese Society for
Palliative Medicine as potential participants for a
cross-sectional survey. From the 536 physicians, we
randomly selected 268 (50%) and sent them question-
naires. Because of the lack of an existing specific
questionnaire, we developed an ad hoc questionnaire
based on literature review,3e8 discussion among the
authorsdwho are palliative care physiciansdand the
results of pilot testing. The questionnaire included
several components of physician-reported practices
regarding oxygen therapy for dyspnea at rest in termi-
nally ill cancer patients (defined as those with an
Eastern Cooperative Oncology Group performance
status of 4 and with an estimated prognosis of a week
or two). The first component examined physician-
reported practices in a hypothetical scenario where a
terminally ill patient with cancer continued to suffer
severe dyspnea with or without hypoxemia. The
following practices were evaluated:

1. Physician-perceived first-line therapy for cancer
dyspnea: The options included 1) oxygen therapy
alone, 2) administration of parenteral opioid
alone, 3) administration of parenteral benzodiaz-
epine alone, 4) a combination of oxygen therapy
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