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THROUGH THE EYES OF AN ADVOCATE

Recently, the American College 
of Physicians (ACP) released 
a statement on its website 

with the headline “American College 
of Physicians recommends against 
screening pelvic examination in adult, 
asymptomatic, average risk, non-preg-
nant women.” After a systematic 
review of previously published research 
from 1946 to January 2014 apparently 
showed that when it comes to the 
manual pelvic exam, the risks out-
weigh the benefits, the ACP published 
new clinical practice guidelines in the 
Annals of Internal Medicine. Coauthor 
Linda Humphrey, MD, FACP, stated 
“Routine pelvic examination has not 
been shown to benefit asymptomatic, 
average risk, non-pregnant women. 
It rarely detects important disease 
and does not reduce mortality and is 
associated with discomfort for many 
women, false positive and negative 
examinations, and extra cost.” The 
ACP further indicated that “the pelvic 
exam is appropriate for women with 
symptoms such as vaginal discharge, 
abnormal bleeding, pain, urinary prob-
lems, or sexual dysfunction.”1 

The ACP statement was reported on 
the internet under the headline “Pelvic 
exam not needed for all women: US 
doctors’ group,”2 creating a buzz in the 
ovarian cancer patient community. I 
and many others are aware of a num-
ber of survivors whose ovarian cancer 
either was discovered or became an 
issue for further testing with CT scan 
or transvaginal ultrasound based on 
the results of a pelvic/rectal examina-
tion even without any subtle suggestive 
symptoms.

Without a screening test for the early 
detection of ovarian cancer, the pelvic/
rectal exam is the only procedure we 
presently have to assist in diagnosing 
this most lethal gynecologic cancer at 
an early stage. Currently, the overall 
5-year survival rate for ovarian cancer 
is dismal—only 44%—as most women 

are diagnosed at stage III or IV after 
the cancer has metastasized, and most 
will face recurrences, eventually suc-
cumbing to this disease; however, the 
overall 5-year survival rate increases to 
over 90% if the cancer is detected early 
at stage I disease!3 

Some women are aware, but, unfor-
tunately, at the present time most are 
not aware that they are at a high-
er risk due to family medical history 
or other factors. My concern is that 
this ACP statement will encourage 
women to make the decision to pass 
on this important component of the 
annual gynecologic checkup. It seems 
the term “average risk” can often be 
misinterpreted. The ovarian cancer 
patient community would prefer to 
see a clarification as to what the term 
“average risk” means for the general 
public. We would also welcome assis-
tance to increase awareness by listing 
the accepted common symptoms and 
risk factors for ovarian cancer to ensure 
that forgoing the pelvic exam does 
not become the sweeping norm for all 
women. Symptoms listed in the ACP 
statement that can be related to ovar-
ian cancer in particular include pain, 
urinary problems, abnormal bleeding 
(most often for uterine cancer but 
can be a symptom for some subtypes 
of ovarian cancer), and sexual dys-
function1; other generally accepted 
symptoms include bloating, difficulty 
eating, or feeling full quickly.4 With 
all the increased emphasis on genetic 
mutations and family medical history, 
it is known that a woman with a family 
medical history of ovarian, uterine, or 
colon cancer or personal history of 
breast cancer is at an increased lifetime 
risk for ovarian cancer. The BRCA1 
and BRCA2 genetic mutations are 
being publicized and addressed more 
often, and researchers are working dil-
igently to identify other genetic muta-
tions in the fight against this deadly 
disease.

On June 30, 2014, the American 
College of Obstetricians and Gyne-
cologists (ACOG) issued an opinion5 
in regard to the ACP’s statement: The 
American College of Obstetricians and 
Gynecologists (The College) has reviewed 
the recommendations from the American 
College of Physicians about annual pelvic 
examinations and continues to stand by 
its guidelines, which complement those 
released recently by the ACP. 

The College’s guidelines, which were 
detailed in this year’s Committee Opinion 
on the Well-Woman Visit, acknowledge 
that no current scientific evidence sup-
ports or refutes an annual pelvic exam 
for an asymptomatic, low-risk patient, 

instead suggesting that the decision about 
whether to perform a pelvic examination 
be a shared decision between health care 
provider and patient, based on her own 
individual needs, requests and preferenc-
es....While not evidence-based, the use 
of pelvic exams is supported by the clinical 
experiences of gynecologists treating their 
patients. Pelvic examinations also allow 
gynecologists to explain a patient’s anato-
my, reassure her of normalcy, and answer 
her specific questions, thus establishing 
open communication between patient and 
physician.

In addition, the ACOG Committee 
Opinion #477, March 2011, The Role 
of the Obstetrician-Gynecologist in the 
Early Detection of Epithelial Ovarian 
Cancer,6 states: Women with persistent 
and progressive symptoms, such as an 
increase in bloating, pelvic or abdominal 
pain, or difficulty eating or feeling full 
quickly, should be evaluated, with ovarian 
cancer being included in the differential 
diagnosis. Evaluation of the symptomatic 
patient includes physical examination and 
may include transvaginal ultrasonography 
and measurement of levels of the serum 
tumor marker CA 125. Patients suspected 
of having ovarian cancer should be man-
aged by a gynecologic surgeon, such as a 
gynecologic oncologist, who is trained to 
perform comprehensive surgical staging 
and cytoreductive (debulking) surgery.

Currently, it appears that the best way 
to detect ovarian cancer is for both the 
patient and her clinician to have a high 
index of suspicion of the diagnosis in symp-
tomatic women. This requires education 
of both as to the symptoms commonly 
associated with ovarian cancer [author 
underlined]. Persistent and progressive 
symptoms such as an increase in bloating, 
pelvic or abdominal pain, or difficulty eat-
ing or feeling full quickly, should be eval-
uated, with ovarian cancer being included 
in the differential diagnosis.

In evaluating these symptoms, physi-
cians should perform a physical exam-
ination, including a pelvic examination. 
A rectovaginal examination may provide 
additional information. Imaging studies, 

especially transvaginal ultrasonography, 
may be helpful in recognizing increased 
ovarian size or morphologic changes asso-
ciated with ovarian cancer.

For this article, I also contacted a 
highly respected gynecologic oncolo-
gist, Robert A. Burger, MD, Director 
of Clinical Research and Fellowship 
Program in Gynecologic Oncology and 
Professor of Obstetrics and Gynecology 
at the Hospital of the University of 
Pennsylvania for a comment. He stat-
ed, “In my opinion, the diagnosis of 
ovarian cancer can be greatly facili-
tated by proper physical assessment, 
including combined rectal-vaginal- 
abdominal examination.”

The outreach programs of my organi-
zation, Ovarian Cancer Alliance of San 
Diego (www.ocaofsd.org), are designed 
with the goal of increasing awareness 
among both the medical community 
and general public as to the symptoms 
and risk factors of ovarian cancer in 
order to promote the early detection 
of this disease. We strongly support 
ACOG’s Committee Opinion and rec-
ommendation that the performance 
of a pelvic examination be discussed 
and a shared decision reached between 
healthcare provider and patient, based 
on the patient’s individual needs, 
requests, and preferences. We are com-
mitted to our efforts, as well as to those 
of other organizations across the coun-
try, to empower women to be informed 
and involved in their healthcare. We 
also encourage all healthcare providers 
to think of ovarian cancer first, not last, 
in their differential diagnosis to save 
more women’s lives.

Because I am a firm believer in 
evidence-based medicine, I would 
also advocate for a clinical trial to be 
designed and/or a systematic review 
to be conducted that would focus on 
patients with ovarian cancer to ascer-
tain the benefit of pelvic and/or rectal 
examinations in the diagnosis of ovar-
ian cancer, with an emphasis on possi-
ble early detection. l
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The predominant scenario for systemic treatment
of cancer has traditionally involved administra-
tion of intravenous chemotherapy by highly

trained personnel who closely monitored the patient.
When these procedures took place in an
oncologist’s office or in a hospital infu-
sion center, extensive education of the
patient and family was possible. More
recently, however, an increasingly com-
mon situation involves the use of one or
more oral medications and self-admin-
istered subcutaneous therapies in the
home environment. The direct respon-
sibility for drug acquisition and admin-
istration is shifting to the patients and
their social support network, if avail-
able. At the present time, more than 20
oral medications are FDA approved for
the first-line treatment of cancer (Table 1). In addition,
a number of other oral agents are used for tumors that
have relapsed or are refractory to initial treatment. Ac-
cording to the National Comprehensive Cancer Net-
work, approximately 25% of all compounds in the
oncology research and development pipeline are admin-
istered orally, so the trend is likely to continue.1

With this shift in responsibility comes the increased
possibility that anticancer medications may not be ad-
ministered correctly, especially for regimens that require
repeated dosing. Overall estimates of adherence to long-

term oral medication regimens range from 17% to 80%,
with an average around 50%.2-4 A common assumption
that adherence to oral anticancer agents would be
higher, due to the severity of the disease, has been

proven untrue. Studies indicate the
adherence rates for cancer therapy are
15% to 97%.5 Nonadherence has
been associated with worse outcomes
in a number of disease states and with
increased physician visits, higher hos-
pitalization rates, longer hospital stays,
disease worsening, and increased mor-
tality.6 Approximately one-third to
two-thirds of all medication-related
hospitalizations are due to medication
nonadherence—at a cost of $100 bil-
lion annually.7 The purpose of this ar-
ticle is to describe general concepts

regarding patient adherence and the research related to
adherence to cancer treatment. The incidence, risk fac-
tors, and consequences of this problem will be reviewed.
The last article in this series will subsequently examine
the best practices for maximizing adherence and clinical
outcomes.

Definitions and Measures of Adherence
Adherence was defined by the World Health Organ-

ization in 2003 as the “extent to which a person’s be-
havior, taking medication, following a diet, and/or
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Iam enthusiastic about this 6-part series titled Con-
quering the Cancer Care Continuum. Each edition of
CCCC will address an important topic in oncology

management and offer expert stake-
holder commentaries. Topics will
include: palliative care, pain man age   -
ment, hospice care, comprehensive
treatment planning, survivorship care,
and the role of bio similars in support-
ive care. In this issue, we address pal-
liative care.

Palliation in cancer care is a topic
that commonly makes people (medical
providers as well as patients) uncom-
fortable. I recently had the opportunity
to speak with members of our palliative
care team at Johns Hopkins and learned
that the word “palliative” comes from the word “palliare,”
which means to disguise or cloak. Centuries ago, this word
was used for the drapes that covered a casket. Although
we continue to drape coffins—most memorably with the
flag—the drape is no longer referred to by this term.

The World Health Organization modified its orig-
inal definition of palliative care as follows: “Palliative
care is an approach that improves the quality of life
of patients and their families facing the problems as-
sociated with life-threatening illness, through the pre-

vention and relief of suffering by means of early identi-
fication and impeccable assessment and treatment of
pain and other problems, phys ical, psychosocial, and

spiritual.” (http://www.who.int/cancer/
palliative/en/). 

For too long, however, the image of
palliative care has been tied exclusively
to end-of-life care and focused solely on
pain control. 

The articles that follow provide a
clear understanding of the intent of
palliative care today, with the primary
goal of ending its identification solely
as cancer care provided for the dying.
Instead, palliative care should be asso-
ciated with quality-of-life care for all
cancer patients and survivors, no mat-

ter what their clinical outcome. 
Your cancer patients may not tell you about the side

effects of treatment they are experiencing or about their
discomfort due to their cancer diagnosis or its treatment.
In many cases they may simply assume that the discom-
fort “comes with the disease.” However, with the im-
provements in medicine and the power of science, it
doesn’t have to anymore. Do not wait for your patients
to initiate a discussion about their symptoms; be proac-
tive and initiate this discussion at the time you are plan-
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It is my privilege to bring to you the next edition of 

Conquering the Cancer Care Continuum

issue, which focuses specifically on hospice options, 

is one I believe to be vitally important to read. Hope

fully, concepts addressed here will be 

adopted as new and better ways of 

supporting our terminally ill cancer 

patients and their families.

I recall several years ago getting an 

e-mail from a man named Bill. He 

had found me via the Internet and 

wrote to me stating that his young 

wife, Mary, had metastatic breast can

cer that had progressed to her liver, 

lungs, bone, and now brain. She was 

currently in the hospital and sleeping 

more than she was awake, confused at 

times, losing weight, but “had still 

been receiving chemotherapy until 

yesterday.” He wrote that the doctor 

who had taken care of her for the last 

4 years had asked him to come and meet him this 

morning in her room to talk about next steps. He said 

that usually the oncologist would linger for a while 

whenever these types of discussions were taking place, 

but this time he was very brief. The doctor said that 
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The fourth issue of Conquering the Cancer Care 
Continuum series addresses Treatment Plan-
ning Through the Cancer Care Continuum. 

Following are 2 key articles to provide insight into 
the role of the clinical pharmacolo-gist as a member of the multidisci-plinary team working collaboratively 

to render recommendations about 
treatment planning options. Gone 
are the days, or they should be, when 
oncology specialists merely passed on 
– either on paper or electronically – 
prescription instructions to be filled 
by the pharmacologist or pharmacist. 
These individuals, experts in drug 
management, interaction, and opti-mization, are integral to the oncology 

care team. You will soon read and 
learn why.

And speaking of the team, it is critically important 
that the patient, and certain family members in some 
cases, be considered members of the treatment plan-
ning team. We should not be doing things to a patient; 
we must be doing things with a patient. Though the 
patients, of course, are not experts on oncology care, 
many have desperately tried to become experts of a 
sort by turning to the Internet and trying to determine 
for themselves what treatment would be best for their 

situation. The goal of the team is optimal medical 
therapy outcomes.There are some considerations that have histori-

cally been absent but can no longer remain so. Patients 
want to know about the pros and cons 
of treatment, risks and benefits, what 
their quality of life will be while on 
treatment as well as after treatment is 
completed. And there is a new wrin-kle in the treatment planning process 

– what will this treatment cost? Will 
patients have to pay out of pocket for 
their treatment? Is the cost of treat-ment worth the clinical outcomes 

to be achieved? No patients want to 
leave their family in deep debt, and 
although we have entered an exciting 
era of personalized medicine, the cost 
of these new drugs is incredibly high 

compared with treatments we have been accustomed 
to in the past. Even prior treatment regimens have 
been daunting from a cost perspective.Everyone wants to make sure that the patient gets 

the right treatment at the right time and in the right 
way. Now clinicians must realize that treatment for 
treatment’s sake is never wise and not the mission. 
Thoughtful decisions about treatment are a must, 
and patients, oncologists, pharmacologists, palliative 
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