Cancer Pain

Tumour progression / tissue destruction
Metastases, bone

Neuropathic

Chemo / radiotx toxicity

Operations

MSK, reduced physical activity

Non cancerrelated

Plexopathy

Cervical Cervical nodes

Head and neck tumours
Brachial Breast, lung, lymphoma
Metastases
Upper and lower
Lumbar Infiltration of psoas
Abdominal and pelvic cancers
colorectal, endometrial, renal, sarcoma,
lymphoma
Metastases
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Cancer Pain

50% will develop cancer over lifetime - ICS
30-45% pain at diagnosis, intermediate stages
80-90% pain with advanced cancer

40-50% moderate to severe pain
25-30% very severe pain

Cancer Pain, Plexopathy

Cervical
Brachial
Lumbosacral

Infiltration
Fibrosis

Peripheral Neuropathy

Tumour invasion
Fibrosis
Chemo

Surgery
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BONE METASTASES
BONE METASTASES — COMMON SITES

VERTEBRAL METASTASES VERTEBRAL PAIN

MODIFIED WHO ANALGESIC LADDER

TREATMENT OPTIONS — ESMO / NICE

GUIDELINES Fourth Step

Pain persisting or increasing

The WHO /

Ladder

WHO 380 ed
1996




CANCER PAIN - THE
ROLE OF INTERVENTIONAL
PROCEDURES

INTERVENTIONS

BRACHIAL PLEXUS
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INTERVENTIONAL THERAPY INDICATIONS

SOMATIC

LUMBAR PLEXUS
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INTERCOSTAL EPIDURAL

SYMPATHETIC BLOCKS COELIAC PLEXUS

ANATOMY
ANATOMY
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FLUOROSCOPY
BLOCKADE

ENDOSCOPIC

INDICATIONS
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THE EPIDURAL / INTRATHECAL SPACES

SUPERIOR HYPOGASTRIC PLEXUS

EPIDURAL ANALGESIA

Opioid receptors
(at site of dorsal horn)

Ligamentous
walls

Epidural
catheter

Epidural injection
at L3-4 interspace
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DRUG OPTIONS

LOCAL ANAESTHETICS EXTENT OF BLOCK

OPIOIDS SCIENTIFIC RATIONALE
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SPINAL ANALGESIC AGENTS.
EPIDURAL OPIOIDS

Opioids:

INTRATHECAL OPIOIDS CLONIDINE

BACLOFEN ZICONOTIDE
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Permanent Epidural Catheter With
A Subcutaneous Port

INFUSION SYSTEMS

TUNNELED/TEMPORARY EPIDURAL OR PLEXUS
INFUSIONS

POSITION OF IMPLANTED PUMP AND
CATHETER
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CATHETER PLACEMENT
CSF MOTION

PATIENT SELECTION

CHOICE OF SYSTEM

CONTRAINDICATIONS
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TRIALS FOR INTRATHECAL
COMPLICATIONS

MANAGEMENT SUCCESS

EVIDENCE CORK EXPERIENCE
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WHO Ladder

Step 4

Revised WHO ladder, Miguel 2000, Cancer Control

Step 4, major interventions e.g. destructive blocks,
intrathecal pumps, continuous infusions

Case should be made for earlier, simpler interventions

However...

Linklater 2002 Palliative Medicine

Evidence suggests the gross under-utilization of
interventional pain management techniques in the treatment
of cancer pain. This may be multifactorial in origin but
typically results from poor interdisciplinary communication
(i.e. palliative care, oncology and pain medicine), ad hoc
referral arrangements and a lack of integrated services

05/06/2018

Cancer pain

WHO ladder may not be successful in up to 30% of
cancer pain sufferers

Breivik 2009, a pan-European survey

Valberg 2008

Discussion document British Pain Society 201
Smith and Saiki 2015

O Brien and Kane 2014* 48000 patients suffer
uncontrolled cancer pain per year

= The effective management of cancer-related pain is a top
priority for patients, families and health care professionals.

= Between 85-90% of patients with advanced cancer can have
their pain well controlled with analgesic drugs and
adjuvants.

= However, in 10-30% of cancer patients, systemic analgesics
fail to provide adequate control of cancer pain.

= Up to 80% of these patients may benefit from
interventional techniques.

ESMO Clinical Practice Guidelines 2012.

Findings borne out by Kay et al 2007
Low referral rates from Palliative Medicine
31% received more than 12 per year
50% less than 5
25% had dedicated time (short)

Less than 1000 interventions per year
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Lack of Integration

Lack of communication

Lack of knowledge

Inadequate resources, funding, planning
Territorial?

Difficulty accessing Pain Medicine, lack of cancer
training

New Marymount
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The History....

Traditionally in Cork very strong links between Palliative
Medicine/Medical & Radiation Oncology and Pain
Medicine.

Significant numbers of patients until recently treated in
acute hospital setting.

However this required:
Transfer out of hospice environment.
Outpatient oncology patients sharing
facilities with non-oncology outpatients.

This was not always appropriate for the patient

population, nor was it efficient.

Development...
New hospice officially opened in 2011
Strong relationship, Michael 2010
After multidisciplinary collaboration between
Palliative Care/Medical & Radiation Oncology/Pain
Medicine it was decided that a dedicated

Interventional Pain Management Unit would be
established in the new Marymount Hospice.

Comprising:
Reception / secretarial / admin area
Outpatient suite
Procedure room, C-arm and ultra sound facilities
Recovery, 3 bedded, full monitoring
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Development continued...

Staffing required:
Pain Specialist Consultant & NCHD
CNS Pain Relief
3 Staff nurses
Secretarial support
Radiography
Funding:
Proposal to HSE highlighting clinical need, benefits,
costing.
Marymount a registered charity, private funding also
sought.
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Procedure Room
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Procedure Room
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Problems

Introducing the concepts of monitoring, recovery,
possible resuscitation into a hospice setting
Multidisciplinary co-operation - Medicine
(Anaesthetic and Palliative Medicine), Nursing,
Pharmacy, Radiography, Administration

Multiple meetings - protocols, staffing, equipment
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Presently... Procedures

2 outpatient sessions — Consultant Relatively simple procedures
SpR Nerve and plexus blocks +/- continuous infusion
CNS Epidural injections +/- continuous infusion
1 Interventional session — Consultant Miscellaneous procedures, minor injections
3 staff nurses Procedures for non cancer pain
Radiographer
Admin support Complex procedures (coeliac plexus block, intrathecal
pumps) done in main hospital

nsultations

IAudit of first years’
Activity...

- TEE -
he interventional pain servi 3 years y Collaborative approach between Pain Medicine and
the interventional pain service (.]une 2015-June 2016). Palliative Care, Medical Oncology, Radiation

* 150 new referrals, 620 consultations Oncology, other cancer specialists.

Rapid Access. New patients invariably seen at next
clinic
« Palliative Care accounted for the majority of referrals (4. 82% of patients had an intervention within two weeks
Medical and Radiation Oncology 36% and Breast surgery 10% of first review. . Delays typically occurred only if
gy . patients had commenced antibiotics, issues with
* Breast disease comprised the largest percentage of cancers anticoagulants, staff leave
referred to the service @ 58%

* 175 blocks, some repeat (age range 28 - 89), 102 female : 73 male

Patients treated in an appropriate environment

* Lumbar and thoracic metastatic disease (53% & 26% Destigmatizes hospice treatment
respectively ) were the main indications. Good results from simple, safe procedures

* Epidural blocks ( caudal, thoracic and lumbar ) accounted for

Epidural steroids

Various uses.
Back pain with leg pain.
- prolapsed disc

Epidural steroids

First used in 1885, Corning

“seminal incontinence” & “addiction to
masturbation” . . s
. . . - spinal ,foraminal, lateral recess stenosis.
1901 treatment of radicular pain (Sicard & Cathelin) VAT Ot O .
1955 - first use of epidural steroids (Lievre) - Which steroid to use?
-route?
Mode of action. - dose??
-anti inflammatory, phospholipase A2 - volume
_ effect on C fibres - Xray guidance?
(Cohen et al 2013)
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Epidural steroids

Minimal reference in the literature to the use of
epidural steroids for pain associated with vertebral
metastases.

In our institution we have been using epidural
steroids for this indication for some time.

Hence we carried our a prospective audit to
evaluate efficacy.

audit

Patients reviewed at 1,2 and 4 months post
procedure

Pain VAS (visual analogue score)

% Improvement - Patient Self-assessment
Patient satisfaction

Medications

Side effects

results

A total of 68 epidurals in 37 patients

Results for 63 epidurals in 32 patients
3 patients had 4 epidurals

5 patients had 3 epidurals

12 patients had 2 epidurals

12 patients had 1 epidural
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audit

Patients with severe pain from vertebral metastases
(back or leg pain)

Referred from Palliative care/Medical Oncology
Reviewed in Cancer Pain OPD

Al patients had been treated using the WHO ladder
and Radiotherapy

Procedure

Epidurals done by one of two operators (Consultant or Pain
Fellow)

X ray guided, prone

Level depended on metastatic location and pain distribution
Saline & Depomedrone (80 - 120 mg) injected into epidural
space

Low volume used, smls

Lie on affected side post procedure

results

Male V Female 2

Age 45 - 87 years, mean 68 years
Breast 32%
Colorectal
Prostate 16 %,
Lung 12%, Obreast
Myeloma/Lymphoma 125
Pancreatic 4%, Endometag‘lﬁkﬁy SRR

te
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results

Caudal 13.5%
Lumbar 5
Thoracic 23,

Cervical 6.6%

4.7% transforamen;

Caudal Lumbar Thoracic Cervical

Results — 2 months

65% had = 50% reduction in VAS

78% had = 50% improvement (self assessment)

Results - 4 months

66% had = 30% reduction in VAS

78% had = 30% improvement ( self assessment)
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Results — 1 month

72% had =50% reduction in VAS

82% had = 50% improvement (self assessment)

Results - 4 months

53% had = 50% reduction in VAS
67% had = 50% improvement (self assessment)

64% Very/Completely Satisfied.

Results — 4 months

Between 1/2 and 2/3 of patients had 50% relief
Between 2/3 and 3/4 had 30% relief

2/3 were very satisfied with the procedure.
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Side effects

None apart from temporary tenderness at the site

175 interventions performed per year in the
Cork / Kerry area vs about 1000 done in
Britain

Good success

Future

Increase our activity
Earlier intervention

New consultant in Pain Medicine position with
specific sessions in Hospice, and part funded by
Hospice / Palliative Care
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discussion

Simple, safe & cheap intervention

Effective, results comparable to radiotherapy

Can be repeated - effect likely to be repeated

Good duration of relief in patients with poor prognosis
Logistical difficulties, communication, Linklater & Kay
Epidural steroids should routinely be part of the
treatment of pain associated with vertebral metastases

No reason why procedure cannot be done eal‘(l;' in the
diagnosis, to compliment pharmacology & radiotherapy

Step 47

In non malignant pain we don’t wait until all
pharmacological combinations have been exploited before
we carry out simple interventions
So why should we do so in cancer pain
Adjuvants on the WHO ladder should include blocks
Pain Specialists should be involved at an early stage
O Brien and Kane

The era of ad hoc arrangements is over

Pain Specialists should be fully integrated into the
Palliative Care team
There is always more to analgesia than analgesics

This purpose-built self-contained hospice-
based Interventional Pain Management
Unit is unique, providing rapid access to
patients suffering from cancer pain.
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Summary

Crioch
Go raibh maith agaibh

= Evidence suggests er-utilizati inte tional pain
management techni in the treatment of cancer pain.

= Previous system not effective or efficient.

= This intergrated service resulted from a collaborative approach between
Palliative Care, Oncology and Pain Medicine in response to patient need.

= Present system is cost effective & efficient from both humanitarian and
economic perspectives, a unique facility providing rapid ac
interventional pain management techniques.

= Model of integrated care undoubtedly to be replicated elsewhere.
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