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[Learning Objectives

*Discuss mterdisciplinary, multimodal
cancerpain care

*Review pearls and pitfalls of various
strategies for managmg cancer pain



SamuelJ. Hassenbusch III, MD PhD (1954-2008)

Dr. Hassenbusch, a tenured professorin the Department of Neurosurgeryat
The University of Texas MD Anderson Cancer Center, was a well known
international expert in pain medicine who was credited with developingnovel
techniques, therapies and methods forinfusing drugs to block pain. He was
certified bythe American Board ofPain Medicine and the American Board of
Neurological Surgery.

In 1987, he was one of four Johns Hopkins neurosurgeons to perform the first
successful separation oftwins joined at the back ofthe head. In addition to his
neurosurgicalexpertise and accomplishments, he received widespread
recognition for his contributions to pain medicine and research, including
computer-guided stereotactic techniques for brain tumor biopsies, focused
radiation therapyand direct injection of chemotherapyagents into brain
tumors, definingthe role ofnew non-opioid drug development for long-term
spinalinfusions, cingulotomyforsevere cancer pain, and expandingthe roles
forlong-term electrical stimulation, both at peripheral nerve and spinal
levels. He also created a set oftreatment algorithms for the use of different
agents in long-term spinalinfusions. And, he headed a consensus group to
provide information and guidelines forthe detection and treatment of possible
granuloma formation at a spinalinfusion catheter tip. The guidelines were
amongmore than 80 publications and 30 book chapters authored by Dr.
Hassenbusch.

In addition, Dr. Hassenbusch was one of 12 distinguished physicians on the
AMA’s CPTEditorial Panel for coding &reimbursements, where he was
instrumentalin implementinga numberofnew billing codes for pain medicine.

His leadership legacyincludes servingas President ofthe Texas Pain Society,
American Academy ofPain Medicine, American Neuromodulation Society,
Texas Society of Neurological Surgeons, North American Neurological Surgery
Society. He received Distinguished Service Awards and other honors from
numerous Pain Medicine and Neurosurgery organizations.

He was diagnosed with glioblastoma multiforme in May2005 and spent most of
his remaining days using his unique situation to advocate and inspire others
through the media and other public forums.

We cantintie o dravw imheniration from hic endiirinmo vwotrle and leoacv
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Places and People

* > 11 Msquare feet of clinical, research, education, administrative space across
>30 buildings in TMC, greater Houston, central Iexas

* >26,000 employees, including> 1,900 faculty

* National and Globalnetwork of affiliated institutions

* 1 Nobel Laureate

* 9 National Academy ofMedicine members

* 8 National Academy ofSciences members

* 6 Academyof Arts and Sciences members

* 53 American Association for the Advancement of Science fellows
* 17 Association of American Physicians members

* 34 American Society of Clinical Investigation members

* ] facultymember who became head of FDA

* | facultymember who became head of NCland then FDA
* 2 faculty physicians who are former NASAastronauts



Clinical Care - FY24 Patient Care Facts

* 777 bed acute care hospital

* 187K patients

* 1. 7Mpatient visits

* 9Mpathology/laboratorymedicme procedures

* 684K diagnostic imaging procedures

» 22Ksurgeries

* 43K+ patient visits for cancer prevention services
* Tele-video Pain Mgt visits > 6300

* Follow-up Pam Mgt Ctr visits >4400

* Pam Mgt Ctr Consult visits > 1600



Research
* FY24 Research Facts

e $1.3Binvested in research
* 1556 clinical trials

* 10Kpatients 1 trials

* 188 patents awarded
* 27 drugs tested received FDAapproval



Education

* 5,609 trainees participated m MD Anderson educational programs
e 1,775 clinicalresidents and fellows

* 974 nursmg trainees

* 368 School of Health Professions students

e 1,414 research trainees

* 1,292 student program participants

* 59 mterns and fellows participated m special programs



1999 Cancer pain management was e€asy!

Just give more opioids until the pain is relieved or the side effects
become a problem.

The opioid recipe 1s:
0.75 SR+0.25 RR=MEDD
(+/- ROF, AED, NSAID, SSRI, SNRI, TCA, etc)
(Remember the TMB, DEA, FDA, CMS, etc)

Do a nerve block! Putin a pain pump!

Call Psych/Clergy/SocialWork!
Call Palliative Care!
Call Hospice!



Cancer/ Pain Care 2025

* Evolution of Cancer Care: Prevention + Early Dx +
Personalized Treatment —Improved Survival and QoL

* Evolution of Cancer Pain Care: WHO 3-step Ladder —
215t Century Integrative Strategies

* Multidisciplinary Multimodal Management
* Consilience and cancer/ pain care
*2+/0.6+/ 18+/ 69%1T@5y/ $200+B

(NCI, ACS)



Cancer Pain Type Descriptors

* Acute / Chronic / Persistent / Episodic
* Basal/ Breakthrough
* Nociceptive/Neuropathic/Nociplastic/Inflammatory/Mixed

* Pam throughout the cancer experience:
* Pain at diagnosis
* Painful diagnostic bxand/or resective surgery
* Pain due to chemo/radiation
* Pain due to disease progression/metastasis
* Pain due to noncancerreasons

* Painful survivorship
* Painful end-of-life



Pain Affects Patients Throughout
the Disease Experience

Most patients with cancer experience cancer-related pam.
Significant pam can be present at any stage of disease, and may

be present for long periods of time, even for the duration of
disease.

Patients
Experiencing
CancerPain, %

Time Diagnosis During Treatment Advanced Disease

1. Svendsen KB et al. Eur J Pain. 2005;9(2):195-206.



Complexityofthe Cancer Patient and Their Pain

* Prior/current comorbidities
* Organ failure (liver, kidney..)
* Inability to use the oral route

* Tumorrelated pain (60+%)
(bone, soft tissue, nerve)

 Abnormal laboratory values * Treatment related (20+%)

* Polypharmacy (chemo, surgery, radiation)

* Anxiety and psychiatric disorders e Aggressive Rx —patients live

* Addiction longer —‘chronic cancer” —

* Allergies and side effects chronic pain

* Clinical trials * Non-cancer-related pain (10%)

* Insurance coverage

Christo and Mazloomdoost, ANYAC 2008



Social Influencers of Health (Pain)

e Income and income * Health services
distribution » Geography

* Education * Disability

* Unemployment/Job security Indigenous ancestry

* Employment/ Work conditions . Gender

* Early child development e Race

* Food insecurity

* Housing

* Inmigration

* Globalization
* Social exclusion .« 999

* Social safetynet



Symptom Prevalence Summary from the Symptom Grid

Symptoms Cancer AIDS Heart COPD Renal
disease Disease
Pain 35-96% 63-80% 41-77% 34-77% 47-50%
Depression 3-77% 10-82% 9-36% 37-71% 5-60%
Anxiety 13-79% 8-34% 49% 51-75% 39-70%
Confusion 6-93% 30-65% 18-32% 18-33% —
Fatigue 32-90% 54-85% 69-82% 68-80% 73-87%
Breathlessness 10-70% 11-62% 60-88% 90-95% 11-62%
Insomnia 9-69% 74% 36-48% 55-65% 31-71%
Nausea 6-68% 43-49% 17-48% — 30-43%
Constipation 23-65% 34-35% 38-42% 27-44% 29-70%
Diarrhea 3-29% 30-90% 12% - 1%
Anorexia 30-92% 51% 21-41% 35-67% 25-64%

Minimum-maximum range of prevalence (%) is shown
eJoao Paulo Solano, et al
Journal of Pain and Symptom Management,2006



http://www.sciencedirect.com/science/article/pii/S0885392405005610
http://www.sciencedirect.com/science/article/pii/S0885392405005610
http://www.sciencedirect.com/science/journal/08853924

“Total Pain” (Dame Cicely Saunders)

* What the patient reallyhas, a sum of
* Physical pains (often multiple)
* Psychologicalissues (e.g., depression, anxiety, anger,
personality, etc)

* Social problems (e.g., 1solation/connections,
financial distress, housing, etc)

* Spiritual (e.g., absence of meaning and hope, other
existential angst)
* This complexity means
* There are multiple ways to intervene.
* Effective interdisciplinaryteamwork is essential !



Pain and Suffering

 Suffering more likely when:
—Pain intensity 1s overwhelming
—Pain source 1s unknown
—Pain 1s chronic
—Meaning of pain 1s dire (influences amount of

medication needed to control pain)

* In these circumstances, suffering occurs when pain 1s
perceived as a threat to the individual’s continued existence:
* integrity as a person (QoL)
e survival

The Nature of Suffering and the Goals of Medicine Eric J. Cassel, M.D.
N ENGLJMED 1982; 306:639-645



Fam Persisung or_ g

By the Ladder

Freedom
Pain persisting from cancer
or incre pain

(¢ with or without)

g Weak opioid | |  Strong opioid
?Tdﬁs::? 2 ¢ Non-opioid 3 + Non-opioid
l ¢+ Adjuvant | + Adjuvant WHO-8




Role ofInterventional Procedures

4t gtep in WHO ladder approach?
Earlieruse ifrisk/benefit 1s favorable

Treatment of Cancer Pain

Understand limitations and
contramdications

Sometimes, interventional
procedures helpful for chronic
ongoing pain; sometimes beneficial
in very end stage situations ...No
absolute rules




215t Century Holotherapeutico Paradigm

y [
Neurodestruction

Electrical Chemical

Neuromodulation

Balanced Analgesic Approach

Opioid Trial J Opioids

Simple Pharmacotherapy/ Rational Poly-Pharmacotherapy

Inflammatory Modulation Procedures

Non-Invasive / Invasive Diagnostics

Physical-Manual-Occupational Rehabilitative Modalities

LCDriver adaptation from Daniel Bennett MD



Dimensions of Quality Pain Care * Safe

* Timely
* Safe - * Ethical
* Timely palliative carealgiatry ; , » Efficient

» Effective pain, mdﬂﬁap@m@m J;““’“'.':"%’edrcme

* E

* Equitable
 Patient-centerca
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* Expert
e Patient-centered
* Professional
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paina

Competent

-  Consistent .
Compa.ssmnate . Coordinated * (Cost-effective
Committed S  Value-driven
Communicated * Continuity-assured

Institute of Medicine's (IOM) 2001 report Crossing the Quality Chasm



Cancer Pain Treatment:

Mechanism Based / Personalized

e Medical Assessment (Tumor pain? Therapyside effect? Noncancer pain?)
* Physical exam / Indicated studies / Differential Dx

* PsychoSocialSpiritual assessment/therapy

* Global Impact Assessment

* Oralanalgesic regimen appropriately dosed for balance
* Functionality optimization

* Chemo-/radio-/surgical therapyas indicated

* “Nerve blocks”/RFA/Neurolytic techniques

* Intraspmal pharmaco/electro Neuromodulation

* Frequent reassessment for optimal ongomg outcomes

* Palliative approaches to collateral symptom burden

* Balanced Integrative Treatment Strategies



Commonly Prescribed Opioids

* “IR” * “ER” (SR, CR, LA)
* Regular-Release  Extended-Release
* Morphine * Morphine
* Tramadol * Tramadol
* Tapentadol * Tapentadol
* Oxycodone * Oxycodone
* Oxymorphone * Oxymorphone
* Hydromorphone * Hydromorphone
* Fentanyl * Fentanyl
* Hydrocodone * Buprenorphine
* Codeme * Hydrocodone

* Buprenorphine
* Methadone



Collateral Opioid Issues and Caveats

* Physiologic / Psychologic dependence
e Tolerance / Pseudotolerance
 Addiction / Pseudoaddiction

* Realistic expectations / Hope
* Cure / Comfort / Care

* Risk Evaluation and Mitigation Strategies
* Legislative and Regulatory Policies

2999922299922299



Adjuvant Medications / Co-analgesics

* Topicals (idocaine, capsaicin, ketamime, etc)
* Antidepressants (TCAs, SNRIs, SSRIs)

* Anticonvulsants (AEDs)

* NSAIDs, Steroids, Bisphosphonates

* Jon channelagents / Toxins

* Psychotropics: anxiolytics, stimulants
e Cannabmoids: CBD, THC

* Psychedelics: LSD, psilocybin

* Through the looking glass...



Procedural Interventions for Pain:
When/Which Procedure?

* When?
Pain refractoryto usual management
Unacceptable side effects from analgesics
* Which?
Focalpam: Nerve blocks, neurolytic, radiofrequency,
vertebral augmentation, neuromodulation, etc
Widespread pain: Neuraxial infusion, neuromodulation

Indications / Limitations / Contra-indications.
Risk/Benefit analysis. Disease status.
Patient-Centric —always.



Neurodestructive procedures forlocalized pain

Head and Neck: Stellate Ganglion/Peripheral nerve
Extremity: DRG/Plexus

Chest wall: Epidural/DRG/Intercostal

Upper Abdommal: Cehiac/ Splanchnic

Lower Abdomen/Pelvic: Superior Hypogastric

Rectal: Intrathecal/Superior Hypogastric/ Ganglion Impar
Lower extremity: LSB/Subarachnoid




Procedural Interventional Pain Management

* Trigger point needling/injections —myofascial pain

* Head&Neck—sp henotpalatme occipital, Trigeminal VI-V2-V3, Botulinum toxin injections for
migraines or trismus/fibrosis glossopharyngeal

e Joint injections —joint pain

* Epidural steroid injections —C-T-Lspine

* Nerve root blocks and transforaminal injections (neck, back pain, migraines)
* Spinalfacet joint and nerve injections (HA, neck and back pain)

* Sacroiliac joint injections (back, hip pain)

* Peripheral nerve mmjections (migraines, trigeminal nguralgia, shm%les&jam locahzed pain,
pos sur%walmcmonalpam , post surgicalneuropathic pain, loc neuropathic pain, muscle
spasms

* Discography (diagnostic)

* Radio-frequencylesioning (Rhizotomy) (neck, back pain)

* Kyphoplasty/Vertebroplasty (pathologic vertebral fractures: MM, mets,)

* Neuromodulation (SCS, DRG, PNS, Scrambler, qEEG, et al)

* Spmal infusion/Intrathecal pumps (opioids et al)

* Sympathetic blocks (SMP, shingles, et al)

* Neurolytics of celiac plexus, superior hypogastric plexus, ganglion impar (abdominopelvic pain)
* Surgery: Joints. Spine. Cordotomy, Myelotomy, MCS, DBS



Therapies for Chemoneuropathy (CIPN)

* Pharmacotherapy: AED, SNRI, TCA, Micronutrients, et al

* Alpha-stim

* Capsaicin topical

* Closed-loop bram-computer interface (cIBCI)neurofeedback
* High-Intensity Light Therapy (HILI)

* Quantitative EEG (qEEQG)

* Repetitive Transcranial Magnetic Stimulation (rTMS)

* Scrambler Therapy

* Dorsal Root Ganglion Stimulation (DRGs)
* Spinal Cord Stimulation (SCS)

* Peripheral Nerve Stimulation (PNS)



Creative and Innovative Advances

* The Long-Term Impact of Neurofeedback on Symptom Burden and
Interference in Patients With Chronic Chemotherapy-Induced
Neuropathy: Analysis ofa Randomized Controlled Tiial. prinsioo s, NovyD,

Driver LC, Lyle R, Ramondetta L, Eng C, Lopez G, Li Y, Cohen L. JPain Symptom Manage. 2018 May;55(5):1276-1285.
doi: 10.1016/j.jpainsymman.2018.01.010. Epub 2018 Feb 5. PMID: 29421164

e Catheter-based Techniques for Terminal Cancer Pain: AReview of
Nonneuraxial Interventions with Clinical Implications for End-of-

Life Pain Management. podgorskiE, Driver L, Gulati A, AbdiS. Pain Physician. 2021
Nov;24(7):E1137-E1146. PMID: 34704723

* Methylene blue for mtractable pain from oral mucositis related to

cancertreatment: a randomized phase 2 clinical trial. rotdan c1, Hun B,

Song J, Nieto Y, OseilJ, Chai T, Nouri K Koyyalagunta L, Bruera E. BMC Med. 2022 Nov 3;20(1):377. dot:
10.1186/5s12916-022-02579-8. PMID: 36324139 PMCID: PMC9632023 DOL: 10.1186/s12916-022-02579-8



Creative and Innovative Advances

* Case report: use ofhigh-intensity laser therapy for treatment of

trigeminal neuralgia. martinez DM, Huh BK Javed S. Pain Manag. 2023 Dec;13(12):709-716. doi:
10.2217/pmt-2023-0112. PMID: 38189105 DOI: 10.2217/pmt-2023-0112

* The impact of scrambler therapyon pain and quality of life for
chemotherapy-induced peripheral neuropathy: Apilot study chungm

Chen TH, Wang XS, Kim KH, Abdi S. Pain Practice. 2024 June; 24(5): 749-59. https://doi.org/10.1111/papr.13355

* Peripheral nerve stimulation: recent advances and future

directions. Ganji-Angirekula S, Javed S. Pain Management 2025 Apr; 15(4): 173-175.
https://doi1.org/10.1080/17581869.2025.2488244



https://doi.org/10.1111/papr.13355
https://doi.org/10.1080/17581869.2025.2488244

Nanomedicme and Pain Management —

Overpromised and Underdelivered?

* Nanomedicme: Ushering m a new era of pain management. sprintzM, Tasciotti E,

Allegri M, Grattoni A, Driver L, Ferrari M. European Journal of Pain Supplements, Volume 5, Issue 2, November 2011, Pages 317-
322. https://dotorg/10.1016/j.eujps.2011.08.004; 17 Jan 2012. G
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* Nanomedicme for chronic pain management: From pathophys 1010gy to

englne c1c d dI‘ug de hVC I'YSYS tems. 1L, Ting Li, Hanxi Wang, Lihan Luo, Yaqi Cheng, Yang Li, Shanjun

Huang, Xueou Zhang, Jiannan He, Jian Guo, Cao Zhang, Fengjiang Zhang, Longguang Tang, Jianhong Xu. Mater Today Bio. 2025
Jun 10;33:101976. doi: 10.1016/1.mtb10.2025.101976


https://doi.org/10.1016/j.eujps.2011.08.004
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Pain Medicine

"Jxlﬁﬁ;:f?%ﬁ W rl;h ®
éYou Beliay.

L. in Magice
THE SENSE anp
\\ MONSENSE of

VA ALTERNATIVE i
@° o :
ME INE
/-
-

Paul A, Offit, MD:



NIH 5 Domains of Complementay-Alternative Medicine

Alternative Ayurveda, Chinese, Native American, Aboriginal, African,

Medical Middle Eastern, Tibetan, Central and South American cultures,

Systems Homeopathy, Naturopathy

Mind-Body cognitive-behavioral approaches, meditation, hypnosis, dance,

Interventions music, art therapy, prayer, mental healing

Biological dietary supplements, herbs, orthomolecular (varying

Based concentrations of chemicals, such as, magnesium, melatonin, and

Therapies mega-doses of vitamins), individual biological therapies (use of
laetrile, shark cartilage, bee pollen).

Manipulative chiropractic, osteopathic manipulation, massage

And Body-

Based Methods

Energy Therapies Qi gong, Reiki, therapeutic touch, bioelectromagnetic-based

therapies (pulsed fields, magnetic fields, or alternating current
or direct current fields)




Integrative medicine inoncology:
redefining the standard of care

Gabriel Lopez, Santhosshi Narayanan & Lorenzo Cohen

Table 1| Recommendations for integrative oncology in cancer care

Acupuncture/ Massage/ Yoga/ Tai Chi/ Hypnosis Music Nutrition Exercise
Acupressure reflexology meditation/ Qigong Therapy
MBSR

Pain X X X X X X X
Arthralgia X X X
Fatigue X X X X X X
Anxiety/ depression X X X X X
Sleep dysfunction X X X
Nausea X X X X
Cognitive dysfunction X
Hot flashes/ night sweats X X X X

Combination of NCCN and ASCO-510 guidelines that have: moderate/intermediate or higher evidence; moderate to strong recommendation; and/or NCCN category 2A or higher. MBSR,

mindfulness-based stress reduction. The table is adapted with permission from ref. 5, Wiley. ®
nature reviews cancer 2024






Factors Influencing Pain and Its Relief

* Specific medication issues

)

* Receptor affinity

* Drug interactions
e Metabolite effects and interactions
* CNS Neuroplasticity

* Pharmacogenetics: polymorphisms (opioid receptors,
metabolizing enzymes, etc)

* Epigenetics / Transposons
* Tolerance / Hyperalgesia

« Rxmisuse, abuse, diversion, addiction



Factors Influencing Pain and Its Relief

* Dynamic Patient/Disease-related factors
* Evolving clinical scenarios

* Disease progression / humoral factors

* Pam type/mechanism

* Concurrent collateral symptoms

* Personality et al Psychological influences
* Soc10-Cultural factors

* Spiritualissues / Karma / Yin-Yang

* Mind-Body dynamism

* Higgs Boson / Dark matter effects

* And others that we have not yet observed or thought of



Molecules participating in transduction - nociception

AMPA GRIA2 , GRIA4, GRM3

BDNF

CACN (voltage-dependent calcium channel) CACNA2D1 , CACNA2D2, CACNA2D3 , CACNA2D4
CalmKCAMKI1 , CAMKIG, CAMK2A, CAMK2B, CAMK2D, CAMK2G , CAMK4

COX2

CREBI1 / CREB2 ATF2 , ATF4, CREBI1

ERK1 / ERK2 / ERK3 MAPKI1 , MAPK3 , MAPK6

GRM (glutamate receptor, metabotropic) GRM1 , GRM2 , GRM3, GRM4 , ... GRM7, GRMS

NKIR

NMDAR (GRIN, ionotropic glutamate receptor) GRIN2A, GRIN2B, GRIN2C, GRIN2D

PIK (Phosphatidylinositol 3-Kinase, PI3K) PIK3C2A, PIK3C2B, PIK3C3, PIK3CA, ... PIK3R2, PIK3R3
PKA (Protein Kinase A) PRKACB, PRKAR1B, PRKAR2A, PRKAR2B

PKC (Protein Kinase C) PRKCA, PRKCD, PRKCE, PRKCG, PRKCH, ...... PRKCN, PRKCQ, PRKCZ
PLC (Phospholipase C) PLCB1 , PLCB2, PLCB3, PLCB4, PLCDI1 , PLCGl1, PLCG2, PLCZ1
Potassium Channel Proteins KCMF1 , KCNKI1 , KCNK10, KCNK12,..... KCNK16, KCNK17, ..
Sodium Channel SCN10A, SCN11A, SCN1A, SCN2ALl, ..., SCN9A, SCNNIA, SCNNIB, ...
Src

TRKB

Q’s: Which molecules initiate nociception? Maintain it? Are most important?



How the Mind Processes Pain

ANTERIOR CINCULATE CORTEX

Registers unpleasant feelings when things go wrong, either
physically or emotionally. People who are highly sensitive

PREFRONTAL CORTEX

Processes pain signals rationally and plans action.
Active when trying to consciously reduce pain.

to pain have greater activity here.

SOMATOSENSORY CORTEX
Registers which body part is in pain
and the intensity of that pain, Less
activity here when patients focus
their attention away from their

pain.

MEDIAL

—— PREFRONTAL GYRUS

Focuses on negative
personal implications
of pain. Heightened
activity seen in
anxious people,

INSULAR CORTEX DRRE%#RA-I{;[}&

Integrates sensory, CORTEX
emotional and

o ; Evaluates sensory

::EI'; '2:::;?' stimuli and decides on

A response, particularly

for others’ pain. if fear is involved.

THALAMUS

Mindfulness meditation

calms down this

Receives pain IESPONSE.
signals from spinal
cord and relays them MUCLEUS
to higher brain ACCUMBENS
regions. Releases dopamine
and serotonin during
pleasure or pain.
PERIAQUEDUCTAL GRAY

An area rich in natural
opioids that act as a

44%

Therapeutic Approaches

40%

30%

pain reliever.
i Decrease in pain Decrease in pain Percentage of
| reported by 15 intensity reported by people in a study of
MYCDA undergraduates 15 people 422 fibromyalgia
i :{?D ttA — when they focused who learned patients who
n;":: S p?ln:n on a loved one’s mindfulness reported less pain
[:;a i PErCEiE photo while meditation and used after receiving
oL, exposed toa it while exposed - cognitive behavioral
heated probe. to a heated probe. therapy.

Sources: Sean Mackey, Stanford; PLoS One; Journal of Neuroscience; Archives of Internal Medicine



215t Century Integrative
Cancer Pain Management Paradigm
“Onco-Holo-Analgesia™

Edutherapy—Psychotherapy—Sociotherapy— Spiritutherapy
Complementary and Alternative Therapies = Integrative Therapy
Rehabilitation Therapy: Physical/Occupational

Simple Pharmacotherapy/ Rational Balanced Poly-pharmacotherapy
Non-opioids / Opioid trial / Chronic opioid therapy + Adjuvant Co-analgesics

Neuromodulation Therapy: Pharmaco / Electro (central, peripheral)
Neurodestructive Therapy: EtOH, Phenol, RFA, pRFA, Cryo, ...
Balanced Multimodal Analgesia, Personalized Tailored Strategy

Patient-centered and personalized, context-driven and coordmated,
evidence-informed, clinically mdicated, appropriate balanced multimodal
strategies, at the right times, for the duration needed, value-based with
attention to maximal benefit and minimal adverse effects, always sha?ly
focused on achieving optimal outcomes yielding the best possible QoL.

©LCDriver 2022



The Biopsychosocial Model of Pain

Interactive dimensions of pain:

Biomedical

* Physical sensation, location, and biomedical causes ofpain
* Sleep disturbance

* Activity limitations

* Medication issues, mcludingrisks and benefits of opioids
Psychological

* Negative emotions &stress

e Strained copingresources

* Negative thinking

* Vulnerability (prior psych problems; substance abuse)
Social

* Strained support systems (family, work, healthcare)



Psychological Treatments for Pam

* Supportive Counseling

* Behavioral Therapy

* Cognitive Behavioral Therapy

* Acceptance Commitment Therapy
* Motivational Interviewing

* Biofeedback

* Neurofeedback

e Presence



Remember the patients at the tails ofthe curve...

* Not everything that can be counted counts...
and not everything that counts can be counted.

- Albert Einstein




Palliative Care =Patient-Centered Care
for People Facing Serious & Chronic Illness

€he Netw York Eimes

Palliative Care Extends Life, Study Finds

By DONALD G. McNEIL Jr.

P 1 1 . t .
In astudy that sheds new light on the effects of end-of-life care, doctors have found that patients with terminal lung cancer who began

C a r e receiving palliative care immediately upon diagnosis not only were happier, more mobile and in less pain as the end neared — but they
e o @ lived nearly three months longer.

The findings, published online Wednesday by The New England Journal of Medicine, confirmed what palliative care specialists had long
suspected. The study also, experts said, cast doubt on the decision to strike end-of-life provisions from the health care overhaul passed

e Focuses on relief from symptoms, pain, and stress.
e Improves QOL for both patient and family.

e Teams include physicians, nurses and other specialists who work with patient’s doctor
to provide an extra layer of support

e Appropriate at any age and any stage in a serious illness and can be provided
concurrent with curative treatment

e Delivers value to people, providers, and systems by improving care quality and
efficiency and reducing costs



How We Define Palliative Care Matters

* Palliative care 1s about improving quality of life,
providing an extra layer of support, and having a
team focus to patient care.

* Palliative care 1s about helping both the family
as wellas the patient with serious 1llness.

* Differentiate from hospice or EOLcare.
(Avoid defining palliative care by what 1t 1s NOT.)



Time of > Death
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Time of
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» Death

Good Clinical Care
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Interdisciplinary
Multimodality
Pam/Symptom
Care

Patient-centered
Individualized
Targeted

Timely

Safe

Pain Med, pnae 130, https://doi.org/10.1093/pm/pnae130

The content ofthis slide maybe subject to copyright: please see the slide notes for
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Palliative Sedation

Palliative sedation refers to
» Use ofnon-opioid medications, mcluding benzodiazepines, barbiturates, et al

" Control ofrefractory symptoms (e.g., agitated delirrum, pam, dyspnea) that have not
responded to conventional symptom management

Assessment and treatment by an mterdisciplimary PC team (palliative physician,
psychosocial counselor, chaplam, pharmacist, nurse)

Decision-making with clear communication between physician/IDTand patient or
family members

Care m a closelymonitored Palliative Care setting (e.g. PSCU)

Not associated with hasteningofdeath

Slide adapted from Azhar A



Medical Aid n Dymg - MAID

* MAID s an option for patients with a terminal condition
« MAID s legal mn OR, WA, MI, VI, CA,CO, DC, HI, NJ, ME, NM
* MAID s not suicide
* MAID provides patients control over the timing of their death
* MAID potentially minimalizes patient suffering
 MAIDrequires: 18+yo, state resident, 6-months prognosis by 2 providers, capacity for
own decision-making, act voluntarily, capable of self~admin of Rx
* Role and status ofa healthcare provider
* Have patient-centered discussions around MAID with patients and their family
* What are their fears about dying?
* What are their concerns?
* Bemnga burden to loved ones?
* Suffering/Pamn?
* Have control over ther death?
* Consult Social Work, Supportive Care, Spiritual Care, and/or Clinical Ethics

Slide adapted from Enck G and Bitter A






“Pain 1s a more terrible lord of mankind
than even death itself.”

Albert Schweitzer

Cure sometimes —
Comfort and Care always
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