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Defi ni t1 on ' ca

A someone who has beer

t he diI sease for fi1 ve
A Early definition

A“living with, througt
di agnosi s’

A National coalition for cancer survivorship 1986



Definition* cancer S U

A“ln cancer a person |
survivor from time of diagnosis until the end
of |1 fe’

I National Cancer Institute USA

A“Living with and beyc

I National Cancer Survivorship Initiative UK



Phases for survivorship

A Acute
I Immediately after treatment

A Subacute
I Health and function stabilize
A Longterm
I Ongoing functional changes and symptoms

A Disease free
I No ongoing problems
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Figure | Total number of survivors of all malignant neoplasms
combined (excluding non-melanoma skin cancer) in the United Kingdom,
2010-2040, under projection scenario | (dynamic incidence rates for all
cancer types except prostate, dynamic survival and dynamic population
demographics).



Prevalence of pain In cancer survivors

A Elliot et al 2011 (British Journal of Cancer)

| Cancer survivors in average or poor health (47%
versus 17% of healthy participants)

I Aches or pain as a problem (6544%)
I Poor emotional well being (238 18%)



Table 3. Chronic Pain Syndromes in Cancer Survivors, by System?”-2°

System
Affected Pain Syndrome Incidence
Neurologic Chemotherapy-induced peripheral neuropathy Up to 100%
Postoperative pain syndromes Post-thoracotomy pain: 25%-60%
Postmastectomy pain: 50%; lumpectomy with axillary node dissection: 39%
Phantom-breast pain: 13%-24%
Postamputation pain: 30%-80%
Radical neck dissection: 40%-52%
Brachial or lumbar plexopathy, secondary to radiation, Brachial: 18% radiation-induced pain; onset may be delayed by decades
brachytherapy, or surgery Lumbar: radiation-induced is uncommon
Postherpetic neuralgia 35%, after stem-cell transplantation (retrospective medical records review).
May also develop at site of radiation therapy or surgery. More common in
patients older than 50 years. Risk of postherpetic neuralgia developing is
no greater than in general population.
Complex regional pain syndrome after axillary node or Rare (case reports)
neck dissection
Rheumatic Migratory noninflammatory myalgias and arthralgias from Common
tamoxifen, aromatase inhibitors, radiation,
deconditioning, steroids, and steroid taper
Integumentary Graft-versus-host disease with pain in skin, mucous 30%-80% of those who survive 6 months after transplantation with graft-
membranes, and musculoskeleton versus-host disease
Lymphatic Pain or discomfort from lymphedema, secondary to Upper extremity: 20%-56%; of those, 30%—-60% have pain; lower
breast surgery, axillary or inguinal node dissection, or extremity: 10%-15%
radiation
Skeletal Osteoporosis 10%-38% (arthritis/osteoporosis)
Osteonecrosis of femoral head, knee, humeral head 3.7% at 5 years; 5% at 10 years after hematopoietic cell transplantation
Pelvic insufficiency fracture after whole pelvic radiation 8.5%-32%
Osteonecrosis of the jaw from bisphosphonates, Bisphosphonates: 3%-11%. Radiation: small incidence. More common after
denosumab, or radiation to the head and neck prolonged exposure (36 months or more) to pamidronate and zoledronic
acid, age > 65 years and with pre-existing dental problems
Myofascial Rotator cuff tendonitis, adhesive capsulitis (frozen 70% shoulder pain after radical neck dissection
shoulder), neck and back pain
Gl/urinary/pelvic Chronic pelvic pain, chronic enteritis, proctitis, cystitis, Cervical cancer: 38%
tenesmus
Associated urinary or fecal urgency/incontinence is
common
Radiation-related adhesions
Genital Dyspareunia: secondary to menopause, decreased 34%-58%; women experience more of an impact than men

vaginal lubrication from radiation, vaginal
stricture/fibrosis from radiation




Unmet needs

A 1. Fears about the cancer spreading
A 2. Uncertainty about the future
A 3. Lack energy/ tiredness

A 4. Concerns about the worries of those close
to you

A 5. Worry that the results of treatment are
beyond your control




Longterm health outcomes

A Breast cancer survivors

I Increased incidence of heart failure, coronary
artery disease, hypothyroidism, osteoporosis

A Colorectal survivors
I Dementia, diabetes, osteoporosis

A Prostate survivors
| Osteoporosis



JOURNAL OF CLINICAL ONCOLOGY ASCO SPECIAL ARTICLE

Management of Chronic Pain in Survivors of Adult Cancers:
American Society of Clinical Oncology Clinical

Practice Guideline

Judith A. Paice, Russell Portenoy, Christina Lacchetti, Toby Campbell, Andrea Cheville, Marc Citron,
Louis S. Constine, Andrea Cooper, Paul Glare, Frank Keefe, Lakshmi Koyyalagunta, Michael Levy,
Christine Miaskowski, Shirley Otis-Green, Paul Sloan, and Eduardo Bruera



Case discussion

A 23 year old lady
A Radical treatment for cervical cancer

A 3 months after treatment bowel obstruction
secondary to adhesions
I Defunctioningcolostomy

A 1 year post treatmentongoing severe back
and pelvic pain

A Oxycodone modified release 10mg am 20mg
pm




Screening and comprehensive
assessment

A Comprehensive pain assessment

A Potential pain syndromes resulting from
treatments

A Recurrence or secondary malignancy
A Other painful conditions

A Premorbid health
I Physical/ psychological/ addiction

Evidence based: benefits outweigh harms
Evidence quality: insufficient
Strength of recommendation: moderate



Case continued

A Bladder biopsy

I Radiation cystitis

A Other issues

I Incontinence

I Depression/ anxiety
I Loss of job/ social life
|

|

I Body image issues secondary to colostomy
I No history substance/ alcohol abuse
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Normal bladder Endarteritis
Loss of GAG layer Urothelial proliferation t Collagen deposition
Loss of urothelial cells Leaky urothelium? Fibroblast infiltration
Inflammation 4 Smooth muscle cells
Edema Endarteritis
Dilated blood vessels Edema
Possible urine leakage Hemomhage
Inflammation

Stromal cell atypia

Pseudocarcinomatous epithelial
hyperplasia



Treatment and care options

A Guidelines

I Enhance comfort, improve function, ensure safety

I Engage patient and family/caregiver in all aspects
of assessment and management

I Referral to other professionals as appropriate



Case discussion

A Discussed opioid use and future goals about
painkillers

A Patient priorities and motivations

A Empathy

A Short and long term goals

ACannot ‘“fix’ probl ems




Guidelines nofpharmacological

Intervention

Table 4. Disciplines and Interventions for Chronic Pain

Disciplines

Examples of Possible Interventions

Strength of Evidence and Recommendation

Physical medicine and
rehabilitation

Integrative therapies

Interventional therapies

Psychological approaches

Neurostimulatory therapies

Physical therapy, occupational therapy, recreational
therapy, individualized exercise program, orthotics,
ultrasound, heat/cold

Massage, acupuncture, music

Nerve blocks, neuraxial infusion (epiduralfintrathecal),
vertebroplasty/kyphoplasty

Cognitive behavioral therapy, distraction, mindfulness,
relaxation, guided imagery

TENS, spinal cord stimulation, peripheral nerve
stimulation, transcranial stimulation

Evidence-based; benefits outweigh harms; evidence
quality: intermediate; strength of recommendation:
moderate

Evidence-based; benefits outweigh harms; evidence
quality: low; strength of recommendation: weak

Evidence-based; benefits outweigh harms; evidence
quality: intermediate; strength of recommendation:
moderate

Evidence-based; benefits outweigh harms;
evidence quality: intermediate; strength of
recommendation: moderate

Evidence-based; benefits outweigh harms;
evidence quality: low; strength of
recommendation: weak

Abbreviation: TENS, transcutaneous electrical nerve stimulation.




Pharmacological interventions

A“clinicians may presoc
systemicnomo pi ol d anal gesi
I NSAIDS
| Paracetamol

I Selected antidepressants e.g. Duloxetine
I Selected anticonvulsants

A Topical analgesics can be considered
A Corticosteroids not recommended

Evidence based: benefits outweigh harms
Evidence quality: intermediate
Strength of recommendation: moderate



Case discussion

A Referral forcounselling

A Management of depression
A Trial of NSAID

A Follow up and reassessment
A Opioids???



Opiolids

A Clinicians may presc
carefully selected cancer survivors who do not
respond to mMoOre conse
I Weigh up risks and benefits
I Assess and stratify risk of opioid misuse
I Monitor drug relatedoehaviour




Special Communication

CDC Guideline for Prescribing Opioids for Chronic Pain—
United States, 2016

Deborah Dowell, MD, MPH; Tamara M. Haegerich, PhD; Roger Chou, MD



Effectiveness and comparative
effectiveness

A What are the benefits of opioids for chronic
non-cancer pain?
I 70 placebaandomisedcontrolled trials
I Majority shortterm 1-16 weeks
I Osteoarthritis, low back pain, neuropathic pain



Effectiveness and comparative
effectiveness

A Opioids moderately effective for pain relief,
slightly to moderately effective for functional
outcomes in patients with chronic netancer
pain. All data short term (< 12 weeks)

A Half of patients discontinue opioids in long term

A Compared to NSAIDS or ad#@pressants no clear
effectiveness in terms of function

A Cannot make any conclusion about letlegm
effectiveness



Number of prescriptions (milhons)

Trends in opioid prescribing in UK
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Opioid prescribing in General Practice
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Case discussion

A Startedcounselling

A Been out with friends

A Motivated to start opioid reduction regime
A Booked for colostomy reversal



Case discussion

A Costa queue
I Has colostomy reversal
I Stopped opioids
I Felt good
I Did not want to come back to clinic!!



Biomedical versubiopsychosocial
model

Social Environment

lliness Behavior

Psychologic
Distress
Attitudes

& Beliefs




Conclusions

A Assessment important
A Consideration given to other problems
A Opioids not usually recommended



