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Summary
Background Interdisciplinary tumor board decisions
improve the quality of oncological therapies, while
no such boards exist for end-of-life (EOL) decisions.
The aim of this study was to assess the willingness
of hemato-oncological and palliative care profession-
als to develop and participate in EOL boards. An aim
of an EOL board would be to establish an interdis-
ciplinary and comprehensive care for the remaining
lifetime of patients suffering from advanced incurable
diseases.
Study design Staff from the interdisciplinary teams of
all hemato-oncological and palliative care wards in
Vienna were invited to anonymously participate in an
online survey.
Results 309 professionals responded. 91% respon-
dents reported a need to establish an EOL board, 63%
expressed their willingness to actively participate in
an EOL board, and 25% were indecisive. Regarding
patient presence, 50% voted for an EOL board in the
presence of the patients, and 36% voted for an EOL
board in the absence of the patients. 95% had the
opinion that an EOL board could improve patient care
in the last phase of life. 64% stated that the devel-
opment of an EOL board would be worthwhile, while
28% did not see enough resources available at their in-
stitutions. Regarding the desired type of documenta-
tion, 61% voted for a centrally available EOL decision,
and 31% supported an in-house-based documenta-
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tion. 94% voted for the availability of an information
folder about EOL care.
Conclusion The willingness of professionals to estab-
lish an EOL board was very high. Further steps should
be taken to implement such boards to improve EOL
care.
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Introduction

The last phase of life and the fact of facing death af-
fects every individual. Medical and therapeutic treat-
ment options for this period are increasing; however,
despite all advances, treatment options go hand in
hand with the necessity to inform patients about their
right to decide against treatments as well as with the
task to establish shared decision-making. The possi-
bility of high-quality, individualized end-of-life (EOL)
care also includes the involvement of caregivers, fam-
ily, friends, society, the health system, and politics. It
is evident that early palliative care and general pallia-
tive care may improve quality of life, reduce depres-
sion, and prolong life [1–5]. Regarding patients suffer-
ing from advanced cancer, numerous improvements
have already been attempted and implemented in the
form of interdisciplinary meetings, case conferences,
psychosocial support, and tumor board decisions [6].
The implementation of such support in practice of-
ten fails due to a lack of resources [7]. Furthermore,
there are still barriers regarding communication about
prognosis, EOL issues, and palliative care [8, 9]. There-
fore, appropriate EOL strategies are lacking in many
hospitals. This study aimed to assess the willingness
of hemato-oncological and palliative care profession-
als to develop and participate at EOL boards. The EOL
boards could be offered to patients who have very lim-
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ited therapeutic options, have already been heavily
pretreated or have already been advised for best sup-
portive care. For these patients, an interdisciplinary
EOL board could develop a therapeutic strategy for
their last phase of life and ensure the best possible
preservation of their quality of life. Medical, nurs-
ing, psycho-oncological, psychosocial, and spiritual
knowledge are necessary to ensure individual, profes-
sional, and sensitive care [5]. Similar to tumor board
decisions, EOL board decisions should be available as
documents and thus help demystify the topic of EOL.
The aim of the present study was to evaluate the need
to establish an EOL board and, if necessary, to put this
concept into practice as a next step. For this reason,
the multi-professional staff of all hemato-oncological
and palliative care departments of Vienna were invited
to participate in an online survey about the establish-
ment of an EOL board. Medical doctors, nursing staff,
dieticians, social workers, physiotherapists, psychol-
ogists, psychiatrists, psychotherapists, and chaplains
were asked to participate.

Methods

Setting

Professional staff from the multidisciplinary teams
of all hemato-oncological and palliative care de-
partments in Vienna were recruited to participate
in an online survey comprising 10 questions (www.
surveymonkey.com). Questions related to the follow-
ing topics were raised:

1. Which professional group the respondent be-
longed to,

2. Their attitude towards establishing an EOL board,
3. Their assessment of the need for an EOL board at

their own workplace,
4. Their perception of caring for patients with incur-

able diseases at their workplace,
5. Their willingness to actively participate in an EOL

board,
6. Their attitude towards the methods of establishing

an EOL board (in the presence of patients or in the
absence of patients),

7. The benefit of establishing an EOL board in the last
phase of life,

8. The possibility of practically implementing an EOL
board at their workplace,

9. Their desired type of documentation on an EOL
board decision,

10. Their attitude towards delivering an information
folder about EOL care.

According to information from the Ethics Committee
of theMedical University of Vienna, an ethics approval
was not necessary because of the study method (i. e.
an online survey solely interviewing professionals).
The online survey took place from 1 March 2016 to
31 October 2016 in two runs sent out by email (March

2016 and July 2016). Before, the survey was sent to
the medical as well as to the nursing management of
the following institutions for approval: General Hos-
pital Vienna, Hospital Barmherzige Brueder, Caritas
Socialis Hospice Rennweg, Kaiser Franz Josef Hospi-
tal, Hospital Goettlicher Heiland, Hospital St. Elisa-
beth, St. Josef Hospital, Hanusch Hospital, Hospital
Hietzing, Hospital Rudolfstiftung, Hospital Wilhelmi-
nenspital and SMZ Ost Hospital. The study was ap-
proved at all institutions. The survey was conducted
in German.

Statistical analysis

The data were analyzed using descriptive statistics.

Results

The survey was conducted anonymously. To en-
sure adequate data protection, it was not possible
to identify the participants. In the questionnaire
itself, no email addresses or names of people or insti-
tutions were requested. All responses were made
anonymously via the questionnaire server www.
surveymonkey.com. Double responses were pre-
vented by the online system. There were 309 people
who participated in the survey. The results are pre-
sented in Fig. 1, 2, 3, 4, 5, 6, 7, 8, 9 and 10. The
responding professional groups (multiple answers
were possible) were 49.68% nursing staff, 23.38%
medical staff, (17.53% consultants, 8.12% oncolo-
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Fig. 1 Question 1: Which professional group do you belong
to? (multiple answers possible)

There is no
need.

There is a
small need.

There is a
medium

need.

There is a
great need.

I am
undecided.
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70 %
80 %
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Fig. 2 Question 2: How do you rate the need to establish an
end of life board?
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I do not see a need. I see a need. I am undecided.
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Fig. 3 Question 3: What do you think about establishing an
end of life board for patients with a limited life expectancy of
less than 2 years?

The care is
good and
sufficient.

The care is
provided but
insufficient.

The care is
inappropriate

and
insufficient.

None of the
answers is
applicable.
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Fig. 4 Question 4: How do you perceive the care of patients
with incurable diseases at your personal workplace?

Yes. No. I am undecided.
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Fig. 5 Question 5: Would you be willing to actively participate
in an end of life board?

gists, and 7.14% palliative care specialists), 4.87%
psychologists, 3.25% dieticians, 2.92% physiothera-
pists, 2.92% psychotherapists, 2.27% chaplains, and
1.95% social workers. Of the respondents, 90.85%
saw a need to establish an EOL board for patients
with a life expectancy of less than 2 years, 8.17% were
indecisive, and 0.98% saw no need. With respect to
the perceived need, 69.16% saw a great need to es-
tablish an EOL board, 23.70% saw a moderate need,
3.90% were indecisive, 2.27% saw a small need, and
0.97% saw no need. In addition, 61.06% perceived the
care of patients suffering from incurable diseases at
their workplace as provided but insufficient, 20.79%
reported the care as good and sufficient, 12.21% de-
scribed it as inappropriate and insufficient and for
6.27%, none of the answers were applicable. Respon-
dents willing to actively participate on an EOL board
accounted for 62.78% of the sample, while 24.60%
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Fig. 6 Question 6: Which form of an end of life board would
you prefer?

An end of life board
might improve

patient care in the
last phase of life.

An end of life board
is not worthwhile for

patient care in the
last phase of life.

I am undecided.
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Fig. 7 Question 7: How do you perceive the establishment
of an end of life board in terms of patient care in the last phase
of life?

I do not see timely
resources as given.

I think establishing
an end of life board
is worthwhile and

resources should be
spent on it.

I am indecisive.
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Fig. 8 Question 8: How do you consider a practical imple-
mentation of an End of Life Board at your institution?

of respondents were indecisive, and 12.62% were not
willing to participate at an EOL board. Nearly half
(49.83%) of the respondents voted for an EOL board
in the presence of patients, 35.88% of respondents
voted for an EOL board in the absence of patients,
and 14.29% were indecisive. In addition, 95.44% of
respondents believed that EOL boards could improve
patient care in the last phase of life, 2.93% of respon-
dents were indecisive, and 1.63% of the respondents
reported that the establishment of EOL boards would
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There should be a
centrally available
written decision,

which is accessible
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request.

There should be an
in-house

documentation.

None of the answers
is applicable.
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Fig. 9 Question 9: How do you think documentation of an
end of life board decision should be?

Such a folder should be
designed and handed

out to the patients.

Such a folder is not
required.

None of the answers is
applicable.
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Fig. 10 Question 10: What is your opinion towards handing
out an information folder with information concerning the last
phase of life (hospice, palliative care, mobile care services,
advance care planning)?

not be worthwhile for the last phase of life. Nearly
two thirds (64.03%) of respondents indicated that
a practical implementation of an EOL board at their
own institution would be worthwhile, and resources
should be spent on it, 28.38% of respondents did not
consider there to be enough resources to implement
an EOL board and 7.59% were indecisive. With respect
to the desired method of documenting an EOL board
decision, 61.11% of the respondents voted for a cen-
trally available written decision that should be made
available at the patient’s request, 31.05% of respon-
dents favored an in-house documentation and for
7.84%, none of the answers were applicable. Regard-
ing their opinion towards handing out an information
folder with facts concerning the last phase of life (e.g.,
hospice, palliative care, mobile care services, advance
care planning), 94.14% of respondents indicated that
such a folder should be designed and handed out to
the patients, 3.58% of respondents stated that none
of the answers were applicable, and 2.28% reported
that such a folder is not required.

Discussion

The results of the study show that the willingness
of multidisciplinary professionals working in hemato-
oncologic and palliative care wards to establish an
EOL board is very high. The main respondents were

nursing staff and medical doctors. A high percent-
age of the interviewees were willing to actively par-
ticipate in an EOL board. Despite the fact that daily
medical work is often characterized by bureaucracy
and a lack of resources, professionals are very willing
to participate in an EOL board according to the re-
sults of the present study. The fact that 60% of the
participants considered the current provision of care
for patients suffering from advanced diseases to be
insufficient is a clear argument for further steps to-
wards establishing better EOL care. This underlines
the fact that the EOL phase represents an important
area in hemato-oncology, and that professionals aim
to improve the care of their patients and are willing to
spend resources for this purpose. Since dealing with
EOL issues will continue to be a taboo subject, active
education might be necessary. Handing over an infor-
mation folder with material concerning the last phase
of life and advance directives, financial and social as-
pects, home care, hospices, palliative care, andmobile
care service was considered to be useful by a high per-
centage of respondents. Thus, the results of this study
will serve as a practical, relevant basis to encourage
the implementation of EOL boards. One of the core
tasks of palliative care is the bundling of multidisci-
plinary expertise. This comprehensive care becomes
eminently important in the last phase of life, where
personal and spiritual needs as well as financial and
psychosocial aspects are relevant [10]. An EOL board
involving multidisciplinary professionals should clar-
ify if there is a possibility for home care, if one should
arrange a mobile palliative care team, what kind of
financial support is possible, what are the options
for organizing home care, what kind of psychological
care is available, what kind of spiritual accompani-
ment is possible, what types of advance care planning
exists and what are the options for physiotherapy, for
dietary counseling and for evidence-based comple-
mentary medical procedures. These questions could
be summarized in an EOL decision, which could re-
sult in a centrally accessible written document made
available at the patient’s request.

In addition, the use of an EOL information folder
was favored by the participants. This folder could
be created and handed out so that patients and their
caregivers receive bundled information that they are
often missing. Previous studies have shown that con-
fronting patients with their prognosis does not affect
the well-being of patients, and that the majority of
patients wish to be informed [11]. Nevertheless, an
active approach to the patients concerning EOL top-
ics is still not common medical practice [12–14]. A
high percentage of patients in Austria die in hospitals,
while a very small proportion of Austrians, <4%, have
advance directives. Ongoing studies as well as experi-
ence from palliative care teams show that a high pro-
portion of patients suffering from advanced diseases
want to make provisions for the last stage of life, but
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there is a lack of information on advance care plan-
ning [15].

Another aim of this study was to question the pref-
erence as to whether EOL boards should take place in
the presence or absence of the patients. The results
showed that half of the respondents favored the pres-
ence of the patients, while almost a quarter opposed
the presence of the patients. Both variants could be
tested in a pilot test.

The limitations and strengths of the current study
should be mentioned. A limitation of this study was
that the exact number of professionals to whom the
questionnaire was sent as well as the drop-out rate
could not be detected. Therefore, the reasons why
participants were unwilling to take part in the survey
could not be determined. Hence, there was a pos-
sible selection bias towards participants who found
the subject area of the survey important and tended
towards positive answers. Thus, critical opinions
could have been obscured. Furthermore, some pro-
fessional groups in the multidisciplinary team were
underrepresented, which, however, corresponds to
everyday work at palliative care wards. The strengths
of this study include the high response rate, which
was achieved by using a web-based online question-
naire that took little time to complete. Thus, the
response rate was satisfactory. Another strength was
the novelty of the research question.

Conclusion

The willingness to establish an EOL board was very
high among hemato-oncological staff, with 91% of re-
spondents supporting this idea. A high number of
participants (94%) voted to hand out an information
folder with material regarding the last phase of life.
Data from the current study found that respondents
saw a need to establish an EOL board, that they would
be willing to spend resources on this topic, and that
most would actively participate. Thus, the results of
the current study should serve as a basis to underline
the importance of establishing EOL boards. Referring
to these study results and to the fact that tumor boards
are already established at Austrian oncology centers,
the establishment of EOL boards at comprehensive
cancer centers could help to improve the care of pa-
tients suffering from advanced diseases.
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