


Integrative Cancer Care
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Integrative Cancer Care combines leading edge conventional and
E evidence-based treatment methods with complementary therapies to
» iImprove the chance for recovery of body, mind, and spirit.

5 ffé‘,]%}iﬁg; 7‘:}:’—\“:},‘- ixim@ Vu,r}%'fr,}i mﬂ;ﬁ'gé%/é—_ , «”‘iiﬂ B0
)



3% P

— Reducing side effects of toxic
treatments
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— Improving the quality of life of our
patients

— Prolonging disease-free survival
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The Case for
Whole-Person
Integrative Care

Jonas,W.B.; Rosenbaum, E.
Medicina 2021, 57(7), 677;
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0677
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Defining Integrative Oncology S| W/ Oncology

“Integrative oncology is a patient-centered, evidence-informed field of cancer care that utilizes mind
and body practices, natural products, and/or lifestyle modifications from different traditions
alongside conventional cancer treatments.

Integrative oncology aims to optimize health, quality of life, and clinical outcomes

across the cancer care continuum and to

empower people to prevent cancer and become active participants JNCI
before, during, and beyond cancer treatment.” MONOGRAPHS

Dr.Judith Lacey Chris
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Approach to implementation of IM in Supportive oncology

* Knowledge of the cancer
, treatment and

expected side effects
from therapies enables
development of
standardised approach

Cancer
Treatment

Therapy related side effects
eg : immunotherapy, Specific
chemotherapeutic agents,
radiation, surgery etc

Symptoms

* multimodal and individual
|0 therapies used to treat
specific symptoms

CIM Modality
/intervention

eg: exercise, yoga, MBSR,
acupuncture, touch
therapies, etc
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Judith Lacey Chris O'Brien Lifehouse
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We need to know how to use our toolbox :
The role of the Supportive Care & Integrative Oncology

Medical/Holistic Consult

* Comprehensive assessment of current health
condition: full symptom review

» Assess potential treatment toxicities& cancer related
symptoms.

* |[dentify and manage reversible symptoms, underlying

causes and evaluate and address risk factors P
oncology

Yoga and yoga
therapy

* Unmet needs clinically assessed ( guided by PROMS)

Acupuncture Reflexology Qi Gong

* Provides a whole person care approach

diet changes,
lifestyle
changes

Mindfulness,
meditation

 Discusses Iifest}/Ie changes, nutrition, exercise, and
other therapies that may improve coping and wellbeing.

health

Music and Art

Work together with a Multidisciplinary team & expanded toolbox Lierbs s e s ol

supplements

™ coaching

Dr.Judith Lacey Chris O'Brien Lifehouse C
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Reflecting on our own service :Integrative Oncology for treatment

induced/related side effects : Lessons learned

Demographic and use of service July 2018-June 2019

sarcoma
4% non cancer
6% Diagnoses
n=1444 pts

prostate
4%

Mean age 57 years (SD: 14.9, range 18-103),
68% females

Occasions of service
n=6921

CNS

skin
Lymphoma 3% 4% SCP
3%
: : Qi Gong EP
Head and neck Genitourinal
2% Yoga

Upper Gl

% :
Hepatobilary
4%

2%
Gyneoncological Hematological
7% 5%

Reflexology

Physio
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PROMs: |Identifying the symptoms: pathways of best evidence
informed care

Table 9: Summary of symptoms at all occasions of visit n =404
[}
Symptomatic Patients
All Patients Any Moderate or
symptoms N Symptom Score severe symptoms
Mean (95% Cl) (%) Mean (95% Cl) N (%)

Feeling of wellbeing | 4.28 (4.07,4.48) | 93% (91,95) 4.54 (4.37,4.72) 61% (57, 65)
Sleep 4.39 (4.17,4.61) | 92% (90,94) 4.72 (4.52,4.92) 60% (56, 64)
Fatigue 4.54 (4.31,4.77) | 91% (88,93) 4.98 (4.77,5.20) 61% (57, 65)
Memory 3.61(3.38,3.84) | 83%(79,86)  4.30 (4.09,4.51) 49% (44, 53)
Appetite 3.46 (3.23,3.68) | 80% (76,84) 4.23 (4.04,4.43) 48% (44,52)
Pain 3.27 (3.04,3.50) | 79% (75,82) 4.06 (3.84,4.27) 40% (36, 45)
Sadness 3.28 (2.96,3.60) | 77%(72,82) 4.23 (3.92,4.54) 44% (39, 50)
Drowsiness 3.10 (2.87,3.32) | 74% (70,78)  4.08 (3.87,4.30) 41% (37, 45)
Distress 3.01 (2.68,3.35) | 72% (67,78)  4.06 (3.76,4.36) 40% (34, 46)
Numbness/tingling 3.13 (2.86, 3.40) 70% (66, 74) 4.35 (4.09,4.61) 41% (37, 45)
Anxiety 2.68 (2.46,2.90) | 69% (65,73)  3.77 (3.54,3.99) 34% (30, 38)
Dry mouth 2.76 (2.51,3.01) | 61%(57,66)  4.32 (4.05,4.59) 35% (31, 39)
Financial distress 2.54 (2.29,2.78) | 61%(57,65)  3.98 (3.72,4.25) 33% (29, 37)
Depression 2.05 (1.86,2.24) | 60% (56,64)  3.29 (3.08, 3.50) 24% (21, 27)
Shortness of breath | 2.11 (1.91,2.32) | 58% (54,62)  3.47 (3.26, 3.69) 25% (22, 29)
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| SYMPTOM CLUSTERS
Drowsiness,

fatigue and
shortness of
breath

Anxiety and
depression

Pain and
sleep

Appetite and
nausea

Figure One Comparison of prevalence of ESAS symptoms and severity
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CIM/10 therapies commonly offered for Chemo induced /related

Symptoms

Symptoms commonly | Therapeutic CIM modalities offered after personal
experienced assessment and developed care plan Training and credentialing

Fatigue

Nausea
Pain

Sleep disturbance

CIPN
Dry mouth
Anxiety

Hot Flushes

Shortness of Breath

@& sArthralep

Acupuncture, exercise program onc massage, medical RV,
yoga ,qgigong

Acupuncture, medicinal cannabis, medical RV
Acupuncture, massage ,Medical, cannabis

Acupuncture, reflexology, onc massage, medical, cannabis,
yoga, mindfulness

Acupuncture, exercise ,reflexology, medical RV
Acupuncture, mouthcare

Yoga, massage, reflexology, mindfulness, psychonc,
exercise,

Acupuncture, Selected herbs, supplements, medical rv
Yoga therapy , mindfulness, exercise ,medical , acupuncture

Acupuncture, medical, cannabis, exercise, reflexology,

varies and is important

* Implementing integrative
therapies in a clinical
setting requires a
coordinated team
approach with well-
trained providers.

» Best practices suggest
that providers be trained
to the highest standards

Greenlee et al for SIO,
CA CANCER J CLIN 2017,67:194-
232




Integrative therapies algorithm for anxiety and depression symptoms

Adults with cancer or a history
of cancer experiencing anxiety
symptoms
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Tensions Between Traditional, Complementary, and Integrative Medicine
(TCIM) and Conventional Medicine in Low- and Middle-Income Countries
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TCIM

Practice experience

Patient-centered

Multiple symptoms
Harmonizing

Herbal medicine
Acupuncture
Touch therapies
Movement therapies

Spiritual practices

Conventional medicine

Clinical trials

Disease-focused

Single target
Fighting

Surgery
Chemotherapy
Radiotherapy
Hormonal therapies

Immunotherapies
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* CA A Cancer J Clinicians,
Volume: 72, Issue: 2, Pages: 144-
164, First published: 09 November
2021, DOI: (10.3322/caac.21706)
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Evidence
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[Jj Evidence for Better Health Outcomes

@ Evidence for Improved Patient Satisfaction

53 Evidence for Lower Cost

\/ Evidence for Improved Clinician Experience

Jonas,W.B.; Rosenbaum, E. Medicina 2021, 57(7), 677; https://doi.org/10.3390/medicina57070677
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Research Article

Integrative Cancer Therapies
VWolume 20: =12

Feasibility of Aerobic Exercise and Tai-Chi  cmeawerig

Article reuse guidelines:

Interventions in Advanced Lung Cancer ST e
Patients: A Randomized Controlled Trial Songe

Denise Shuk Ting Cheung, PhD', Naomi Takemura, BN'"/, Tai Chung Lam, MBBS'?,
James Chung Man Ho, MD', Wen Deng, PhD', Robert Smith, PhD',

Yinxia Yan, PhD', Anne Wing Mui Lee, MD'?, and Chia Chin Lin, PhD, FAAN'->4



Research Article

Use of Complementary Traditional
Chinese Medicines by Adult Cancer
Patients in Taiwan: A Nationwide
Population-Based Study

Integrative Cal
2018, Vol. 17(
© The Author
Reprints and
sagepub.com/j
DOI: 10.1177/
journals.sagep!

®)SAGE

Yi-Ting Kuo, MD"*, Tung-Ti Chang, MD, PhD"*", Chih-Hsin Muo, MS*,

Mei-Yao Wu, MD, PhD’, Mao-Feng Sun, MD, PhD'",
Chia-Chou Yeh, MD, PhD*”, and Hung-Rong Yen, MD, PhD'**



Table |. Demographic Characteristics of Taiwanese Adults Diagnosed With Cancer From 2001 to 2009 Who Used and Did Not
Use Traditional Chinese Medicine (TCM).

No TCM (n =508179), TCM (n = 74620),

Variable n (%) n (%) P Odds Ratio (95% Cl)
Age at baseline, y, mean (SD)* 62.5 (15.1) 55.5 (13.5) <.0001
18-39 39075 (7.7) 9183 (12.3) 2.26 (2.19-2.34)
40-59 175280 (34.5) 37888 (50.8) 2.07 (2.03-2.12)
>60 293824 (57.8) 27 549 (36.9) Reference
Sex <.0001
Female 218582 (43.0) 39440 (52.9) 1.59 (1.56-1.62)
Male 289597 (57.0) 35180 (47.1) Reference
Urbanization <.0001
| (highest) 136340 (26.8) 21524 (28.8) .13 (1.10-1.16)
2 146522 (28.8) 23377 (31.3) 1.16 (1.13-1.19)
3 83102 (16.4) 12053 (16.2) 1.06 (1.02-1.09)
4 (lowest) 142206 (28.0) 17665 (23.7) Reference
Occupation <.0001
White-collar® 66934 (19.2) 15879 (30.0) 1.37 (1.33-1.40)
Blue-collar® 174617 (50.2) 24610 (46.4) 1.05 (1.02-1.07)
Others® 106 366 (30.6) 12501 (23.6) Reference



Table 6. The Distribution of Clinical Conditions of Traditional Chinese Medicine Users.

Visited TCM Clinics 9 or
Fewer Times per Year (n

Visited TCM Clinics More
Than 9 Times per Year (n =

Disease (ICD-9-CM) = 49900), n (%) 24720), n (%) x* P Value
Pain (338, 338.0-338.4, 716, 716.9, 724.1-724.5, 729.5, 34514 (69.2) 18786 (76.0) <.0001
784.0, 784.1, 786.5, 789.0, and 789.6)
Nausea, vomiting, dyspepsia, gastritis, and abdominal pain 31782 (63.7) 17171 (69.5) <.0001
(787.0, 536.2, 536.8, 535, 789.0, and 787.9)
Insomnia (780.5 and 307.4) 21675 (43.4) 132426 (54.3) <.0001
Dizziness and headache (780.4 and 784.0) 22032 (44.2) 12944 (52.4) <.0001
Myositis and myalgia (729.1 and 729.4) 17401 (34.9) 10590 (42.8) <.0001
Constipation (564.0, 564.00-564.02, and 564.09) 15449 (31.0) 8237 (33.3) <.0001
Anxiety and depression (300, 311, and 309) 14001 (28.1) 8025 (32.5) <.0001
Hot flashes (627.2, 627.3, and 782.62) 5322 (10.7) 3701 (15.0) <.0001
Malaise and fatigue (780.7) 6337 (12.7) 3454 (14.0) <.0001
Diarrhea (787.91) 1848 (3.70) 1203 (4.87) <.0001
Lymphedema (457.0, 457.1, 457.2, 457.8, 624.8, 729.81, 987 (1.98) 826 (3.34) <.0001
and 757.0)
Weight loss (783.21, and 799.4) 1558 (3.12) 685 (2.77) .008
Xerostomia (527, 527.0, and 527.7) 405 (0.81) 290 (1.17) <.0001
Dyspnea (786.0) 4892 (9.80) 2482 (10.0) 31




Table 8. Hazard Ratios (HRs) and 95% Confidence Intervals of the Association Between Traditional Chinese Medicine (TCM) Usage
and Mortality in Adult Cancer Patients.

Deaths Mortality Crude HR (95% Cl) Adjusted* HR (95% Cl)
No TCM 273887 16.68 .00 1.00
TCM 3285 10.20 0.65 (0.64-0.66)" 0.69 (0.68-0.70)°

*Adjusted for age, sex, level of urbanization, occupation, annual medical center visits, and annual non-medical center visits.
°P < .0001 for crude and adjusted HRs.
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Acupuncture for cancer pain: G

an evidence-based clinical practice guideline

Long Ge'#3#T, Qi Wang'?", Yihan He>%’T, Darong Wu>%’T, Qi Zhou®', Nenggui Xu®", Kehu Yang?3*1°",
Yaolong Chen**®1T Anthony Lin Zhang''", Haiging Hua'?', Jinchang Huang'®', Ka-Kit Hui'*',

Fanrong Liang ", Linpeng Wang'®, Bin Xu'’*, Yufei Yang 8", Weimin Zhang'*", Baixiao Zhao?%', Bing Zhu
Xinfeng Guo>®”", Charlie Changli Xue>®”'"" and Haibo Zhang>®”" on behalf of International Trustworthy
traditional Chinese Medicine Recommendations (TCM Recs) Working Group

211

Abstract

Background: This study aims to develop an evidence-based clinical practice guideline of acupuncture in the treat-
ment of patients with moderate and severe cancer pain.

Methods: The development of this guideline was triggered by a systematic review published in JAMA Oncology in
2020. We searched databases and websites for evidence on patient preferences and values, and other resources of
using acupuncture for treatment of cancer pain. Recommendations were developed through a Delphi consensus of
an international multidisciplinary panel including 13 western medicine oncologists, Chinese medicine/acupuncture
clinical practitioners, and two patient representatives. The certainty of evidence, patient preferences and values,
resources, and other factors were fully considered in formulating the recommendations. The Grading of Recommen-
dations Assessment, Development, and Evaluation (GRADE) approach was employed to rate the certainty of evidence
and the strength of recommendations.

Results: The guideline proposed three recommendations: (1) a strong recommendation for the treatment of
acupuncture rather than no treatment to relieve pain in patients with moderate to severe cancer pain; (2) a weak
recommendation for the combination treatments with acupuncture/acupressure to reduce pain intensity, decrease
the opioid dose, and alleviate opioid-related side effects in moderate to severe cancer pain patients who are using
analgesics; and (3) a strong recommendation for acupuncture in breast cancer patients to relieve their aromatase
inhibitor-induced arthralgia.
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PURPOSE The aim of this joint guideline is to provide evidence-based recommendations to practicing physicians
and other health care providers on integrative approaches to managing pain in patients with cancer.

METHODS The Society for Integrative Oncology and ASCO convened an expert panel of integrative oncology,
medical oncology, radiation oncology, surgical oncology, palliative oncology, social sciences, mind-body
medicine, nursing, and patient advocacy representatives. The literature search included systematic reviews,
meta-analyses, and randomized controlled trials published from 1990 through 2021. Outcomes of interest
included pain intensity, symptom relief, and adverse events. Expert panel members used this evidence and
informal consensus to develop evidence-based guideline recommendations.

RESULTS The literature search identified 227 relevant studies to inform the evidence base for this guideline.

RECOMMENDATIONS Among adult patients, acupuncture should be recommended for aromatase inhibitor-related
joint pain. Acupuncture or reflexology or acupressure may be recommended for general cancer pain or mus-
culoskeletal pain. Hypnosis may be recommended to patients who experience procedural pain. Massage may be
recommended to patients experiencing pain during palliative or hospice care. These recommendations are based
on an intermediate level of evidence, benefit outweighing risk, and with moderate strength of recommendation.
The quality of evidence for other mind-body interventions or natural products for pain is either low or inconclusive.
There is insufficient or inconclusive evidence to make recommendations for pediatric patients. More research is
needed to better characterize the role of integrative medicine interventions in the care of patients with cancer.

Additional information is available at https:/integrativeonc.org/practice-guidelines/guidelines and www.asco.org/
survivorship-guidelines.

J Clin Oncol 00. © 2022 by American Society of Clinical Oncology

INTRODUCTION

Pain is one of the most common, disabling, and feared
symptoms experienced by patients diagnosed with
cancer.*? Among patients with advanced cancer, pain
can be a result of tumor burden or invasion of bones,
muscles, or nerves. In addition, many conventional
cancer treatments such as surgery, chemotherapy,
radiotherapy, immunotherapy, or hormonal therapy
can result in both acute and chronic pain conditions
such as aromatase inhibitor (Al)-induced joint pain or
chemotherapy-induced peripheral neuropathy (CIPN)
pain.®* With improved oncologic treatment, many
patients diagnosed with advanced cancer now live
longer with symptomatic illness and ongoing oncologic
treatment. Additionally, increasing numbers of patients

experience remission and join the 16.9 million cancer
survivors in the United States alone.® Many survivors,
however, continue to experience chronic pain resulting
from their cancer treatment that not only negatively
affects their quality of life, but also their daily func-
tions.® Chronic pain may also lead to nonadherence to
oncologic treatment such as hormonal therapies,”*®
thus, potentially compromising overall survival.
Therefore, effective pain management is of critical
importance throughout the cancer care trajectory.

As pain in patients and survivors of cancer is com-
plex with different etiologies (eg, tumor burden,
treatment-related, and non—cancer-related) and varying
presentations (eg, neuropathic and musculoskeletal)
and duration (eg, acute and chronic), pain

Journal of Clinical Oncology
1
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Review Article

Efficacy and Safety of Acupuncture against Chemotherapy-Induced
Peripheral Neuropathy: A Systematic Review and Meta-Analysis

Yuxia Jin @, Yunxia Wang, Jiayuan Zhang, Xiao Xiao, and Qi Zhang®
Chengdu University of Traditional Chinese Medicine, No. 37 Shierqiao Road, Jinniu District, Chengdu, Sichuan 610075, China
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簡報者備註
簡報註解
散瘀定痛，止血生肌敛疮。治跌打损伤，内伤瘀痛，痛经，产后瘀阻腹痛，外伤出血不止，瘰疬，臁疮溃久不合及痔疮”之功
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Original research

@ Association between physical activity and the time
course of cancer recurrence in stage Ill colon cancer

OPEN ACCESS
: 1 2 A: . 3 : Y 3
Justin C Brown @ ," Chao Ma,” Qian Shi,” Donna Niedzwiecki,” Tyler Zemla,
Felix Couture,” Philip Kuebler,® Pankaj Kumar,” Judith O Hopkins,® Benjamin Tan,’
Smitha Krishnamurthi, ' Eileen M O'Reilly [ Anthony F Shields, '
Jeffrey A Meyerhardt’
» Additional supplemental ABSTRACT
mE:TEFTIE” 5 PUh|:5hEd 9”_';"; Objective We determined if postoperative physical WHAT I?'ALRE_AIW KNDWN_D” THIS TDFIC?
mfﬁ; ;T;':é ?her?;ﬁ'.fﬂild uLE activity prevents or delays cancer recurrence in patients = Physical activity after surgical resection for
- JIG.I13Whj5mﬁ-EﬁEE- with stage Ill colon cancer. stage Ill colon cancer is associated 'u‘n!'llh
106445). Methods This cohort study nested within a randomised significantly longer disease-free survival.
- trial enrolled 1696 patients with surgically resected = Physical activity may confer a disease-free
;ﬁ:j lﬂfﬂfed affiliations see - ¢tage 11l colon cancer. Physical activity was calculated survival benefit by preventing or merely
' based on self-reporting during and after chemotherapy. delaying the time of cancer recurrence.
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Integrated Cancer Care Framework

Delivery of supportive care: Multi-disciplinary Teams * Nurses * Oncologists * Allied Health * Specialists * General Practitioners
- Presentation; Diagnosis - Staging and Treatment Planning Treatment - Recurrent or Residual Disease - Recovery, End of life
Carers Assess Assess Assess Survivorship: ASS;F-‘SS Survivorship:
i : = ; . Eahces COnlion Screen Cancer does not
Screen Treatment Planning Screen Curative Treatment Screen 5
Diagnosis + + + Return
Intervene Intervene Intervene Intervene
+ + ¥
Patients First Cancer SEnagd Manage Meheane Late Effects of Cancer Manage
Second Cancer + + + Treatment i
Metastases Treat Treat Treat Treat
Treatment Palliative Treatment Syrpioms Death and Dying
Family Decision-making and Care Unmet needs ) Symptoms Bereavement
ik Symptoms Symptoms Side-effects Disease Progression Unmet needs
Unmet needs Unmet needs Adverse-effects Side-effects
Adverse-effects

Delivery of supportive care:  Primary Care * Secondary Care * Tertiary Care * CareatHome * Community Care * Non-Government Organisations

Alleviate symptoms and complications

Enhanced decision-making = Reduce or prevent short-termor Enhanced self-care  Optimised wellness and quality of life  ~ Optimal social adjustment

Su ive Care i i i : 1
ppn ' I el Sl e Empowerment | long-term toxicities | Relieffrom suffering Improved patient experience - . Improved health outcomes
P : £ SR Maximise benefits of treatment = ©  Improved tolerance for therapy = : Functional autonomy Improved coping ] : Dignity
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The amalgamation of the two energies, yin-yang, makes life possible.
Show Chwan Integrative Medicine and Wellness Center unites Heaven, Earth, and Humanity,

incorporating traditional medicine, nutrition, rehabilitation, counseling, and diverse professions into our practice.

We advocate the natural order of the universe, behaving based on the doctrines to foster longevity.
Show Chwan Integrative Medicine and Wellness Center is the rest area along your medical journey.
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What's palliative

Qj care ¢
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Palliative Care vs Hospice Care

“Would | be surprised if this patient died within 12 months?”

) Active Minimal Mo
Diagnosis disease disease disease th
directed directed directed Dea
treatment treatment treatment
Bereavement
Screening l

\ v v
l

l

_— e,

Course of illness

https://media.springernature.com/full/springer-static/image/art%3A10.1186%2Fs12904-017-0221-0/MediaObjects/12904_2017_221_Fig2_HTML.gif

Jennings, Marks, & Lum, 2022



Hospice care — % & & &

The modern hospice movement began in the UK in the 1960s. Cicely
Saunders, a 20th century British nurse and social worker, was responsible for
the formation of the core tenets applied in hospices around the world
through her experiences at St Luke’s Home.

The concepts of “total pain”, including physical, spiritual, and psychological
discomfort; the proper use of opioids for patients with physical pain;
attention to the needs of “family members and friends who provide care

for the dying”,



Palliative care — % o £

The term palliative care (in the setting of treatment given with the

goal of symptom relief ) was probably first coined by the Canadian
surgeon Balfour Mount in 1974.

Three main features were developed, namely, multidimensional assessment

and management of severe physical and emotional distress; interdisciplinary
care by multiple disciplines in addition to physicians and nurses; emphasis on
caring not only the patients but also for their families .



Comparing Palliative Care and Hospice Care

Physical and psychosocial relief Physical and psychosocial relief
Focus on quality of life Focus on quality of life
Multidisciplinary Team Approach Multidisciplinary Team Approach
Any stage of disease Prognosis 6 months or less

May be concurrent with curative treatment Excludes curative treatment

https://www.nhpco.org/wp-
content/uploads/2019/04/PalliativeCare_VS_Hospice.pdf
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簡報者備註
簡報註解
https://www.vitas.com/hospice-and-palliative-care-basics/about-palliative-care/hospice-vs-palliative-care-whats-the-difference/


https://www.nhpco.org/wp-content/uploads/2019/04/PalliativeCare_VS_Hospice.pdf
https://www.nhpco.org/wp-content/uploads/2019/04/PalliativeCare_VS_Hospice.pdf

Supportive care - % ¥4 %

Supportive care emerged as a concept and care approach in the late
1980s, somewhat later than palliative care, but with a similar focus
on the individual patient with cancer, the host, not the tumour.

A new medical discipline aiming to provide predominantly cancer
patients with support for the management of “treatment-related
effects”



Definition of palliative care in
2002 declared by WHO - Z_%

 Palliative care is an approach that improves the
quality of life of patients and their families facing
the problem associated with life-threatening
illness, through the prevention and relief of
suffering by means of early identification and
impeccable assessment and treatment of pain
and other problems, physical, psychosocial and
spiritual

LS EEN/ P
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. | * (I) QOL focused approach - 4 7& &g
Five Main ldeas * (1) Whole-human approach - & A

7T FILE T;{“ "iﬁh * (ll) Care that encompasses both the
patient and those involved with the patient

.

(particularly caregivers) - & %%
* (IV) Respect patient autonomy and choice-

B EEE

* (V) Support people through frank and
thoughtful discussions on difficult subjects
- /\%i
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簡報者備註
簡報註解
Palliative care is a multidisciplinary specialty that is delivered to all patients with a complex, chronic, or life-threatening illness. In direct contradistinction to hospice care in the USA, palliative care may be given concurrently with treatments delivered with curative intent. 



Why they need
= early palliative
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care?




APPROACH TO THE PATIENT WITH INCURABLE CANCER
Palliative care needs in oncology 28 A e Aot Sk F

Urgency

/Person needs\
Acute
Chronic

Chronic issues

» Physical symptoms: fatigue, anorexia—cachexia
= Anxiety, depression

= Declines in physical function

Meaning

Hui D, and Bruera E, Nat Rev Clin Oncol 2016;13(3):159-171. Reprinted by permission from Mcmillan Publishers Ltd, copyright 2016
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Multidimensional
assessment and
management of

patient and caregivers

Promoting dignity
and autonomy

Relief of suffering
Key Palliative across the trajectory
Care of disease, continuous

coordination of services

values & including end-of-life &
principles bereavement care

Optimise
quality of life

Supporting
decision-processes,
advanced care
planning and
preparing transitions

Multi-professional
approaches

Lorenz KA, et al., Ann Int Med 2008;148:147-59; Tieman J, et al., J Clin Oncol 2008;26:56-79



What is the
efficacy?
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Advocacy for early palliative care —

2010, Temel et al. announced a clinical trial concerning “early palliative care” in the NEJM

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Early Palliative Care for Patients with
Metastatic Non—-Small-Cell Lung Cancer

Jennifer S. Temel, M.D., Joseph A. Greer, Ph.D., Alona Muzikansky, M.A.,
Emily R. Gallagher, R.N., Sonal Admane, M.B., B.S., M.P.H.,
Vicki A. Jackson, M.D., M.P.H., Constance M. Dahlin, A.P.N.,
Craig D. Blinderman, M.D., Juliet Jacobsen, M.D., William F. Pirl, M.D., M.P.H.,
J. Andrew Billings, M.D., and Thomas J. Lynch, M.D.


簡報者備註
簡報註解
The breakthrough point of this study was to provide specialist palliative care during anticancer therapy for patients with advanced cancer, such that the period of time when anti-cancer drugs were used was shorter for subjects in the palliative care group, and nonetheless, extension of survival prognosis was observed. 



Early, Integrated Palliative Care in Patients with
Metastatic Lung Cancer #&# &% B ik 2%

Palliative Care Model

Palliative care provided by physicians and nurse

Early palliative care -
practitioners

integrated with
150 patients with standard oncology Visits occurred in the Cancer Center (medical

newly diagnosed care oncology, radiation oncology or chemotherapy
metastatic NSCLC visits).

Standard oncolo

. N Oncology and palliative care visits were done in

tandem or simultaneously.
Visits were not scripted or prescribed.

If patients were admitted to the hospital, they
were followed by the palliative care team

Temel NEJM 363 (8) 2010


簡報者備註
簡報註解
Patients who have an understanding of their life expectancy are participate in ACP are more likely to accept hospice at the EOL.  Thus providing more comprehensive support for patients throughout the course of their disease may not only benefit their current health status but also allow for a more timely transition to hospice care.  Integrated oncology and palliative care can bridge the gap between cancer-directed and comfort-oriented therapies in advanced cancer patients.


Variable
FACT-L score
LCS score

TOI score

Patients with Mood Symptoms (%)

FHEfic R HRFER pRD p L

Standard Care

50—

40

304

20—

10—

(N=47)
91.5+15.8
19.3+4.2
53.0+11.5

B Standard care

Early Palliative Care

(N =60)
98.0+15.1
21.0+3.9
59.0+11.6

Difference between Early
Care and Standard Care
(95% CI)

6.5 (0.5-12.4)
1.7 (0.1-3.2)
6.0 (1.5-10.4)

B Early palliative care

HADS-D
38 v 16%. p=0.01

HADS-A

PHQ-9
17 v 4%. p=0.04

P Valuey Effect Size::
0.03 0.42
0.04 0.41
0.009 0.52

Temel NEJM 363 (8) 2010



=i | « JAMA Network Open. 2024,7(8):e2426304.
I Eﬁ’%ﬁ EI/\J . doi:10.1001/jamanetworkopen.2024.26304 (

ok [ Open.

Original Investigation | Oncology

Early Integrated Palliative Care in Patients With Advanced Cancer
A Randomized Clinical Trial

Eunkyo Kang, MD; Jung Hun Kang, MD; Su-Jin Koh, MD; Yu Jung Kim, MD; Seyoung S5eo, MD; Jung Hoon Kim, MD; Jaekyung Cheon, MD;
Eun Joo Kang, MD; Eun-Kee Song, MD; Eun Mi Nam, MD; Ho-Suk Oh, MD; Hye Jin Choi, MD; Jung Hye Kwon, MD; Woo Kyun Bae, MD;
Jeong Eun Lee, MD: Kyung Hae Jung. MD; Young Ho Yun, MD



Figure 2. Kaplan-Meier Curve for Cancer Survival

[B] Survival probability by number of Interventions recelved [A] Survival probability by treatment group

[ 1.00
100 Received <10 interventions _‘_‘-\- -
' = Received 2 10 interventions Intervention group
) —L\ m—— Control group
0.75= 1|_

-
0.754 =
 — T
E =
B S 050=
S D50 esssmmi— 2
z =
z =
= P=001 ]
' 0,25+
0.255
P=
0 T T ] 1 D'l 1 : T ] 1
0 200 400 500 800 0 2040 400 Gi00 800
Time after enrollment, d Time after enrdlment, d
No. at risk No. at risk
Received <10 interventions 45 26 11 3 0 Imtervention group 73 L2 a0 18 0

Received =10 interventions 18 16 19 15 0 Control group 7l 41 21 17 i



Early palliative care might have more beneficial effects on
qguality of life and intensity of symptoms among patients with
advanced cancer than among those given usual or standard
cancer care alone. The effects are of clinical relevance for
patients at an advanced disease stage with limited prognosis,
when further decline in quality of life is the rule.

Cochrane
Library

Cochrane Database of Systematic Reviews

Early palliative care for adults with advanced cancer (Review)

Haun MW, Estel S, Rucker G, Friederich HC, Villalobos M, Thomas M, Hartmann M

Haun_et_al-2017-Cochrane_Database_of Systematic_Reviews



Palliative Care Reduces Avoidable Spending
and Utilization in All Settings

50%

Admissions

35%

ED Visits

INPATIENT OUTPATIENT SKILLED NURSING HOME-BASED

Intro to Palliative Care v4 7.14.2020
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簡報者備註
簡報註解
Palliative care has demonstrated that it can achieve the win-win health care scenario: higher quality care at lower cost. Since palliative care helps ensure that resources are matched to patient and family needs and priorities, it results in substantially lower hospital costs, providing patients, hospitals, the health care system, and clinicians with an effective solution to a growing challenge. By improving care and preventing crises for those at highest risk, palliative care reduces the need for burdensome and costly acute care services.

https://www.capc.org/the-case-for-palliative-care/



Palliative Care Improves Quality of Life

IMPROVES QUALITY OF LIFE
AND SYMPTOM BURDEN

Reduces symptom

Quality distress by

of Life

e 06%

Burden with improvements
lasting months after
initial consultation’

Center to Advance Palliative Care, 2018 Retrieved from https://www.capc.org/tools-for-making-the-case/downloadable-tools/
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簡報者備註
簡報註解
Note: Video will be on next slide.


Integration of
palliative care into
standard oncology

care



簡報者備註
簡報註解
Hui et al. reported on the integration of oncology and palliative care, and wrote, “tremendous heterogeneity in healthcare systems, patient population, resource availability, clinician training, and attitudes and beliefs toward palliative care worldwide, it is important to emphasize that no one model will offer the solution for all.”

Leutz proposed three levels of integration: linkage, coordination, and full integration. In the lowest level of integration, linkage, the patients are cared for in a planned system based on an understanding of special needs and the work is done in parallel or in series.



 



y //

/

ASCO guide“ne * The guideline states that, “Inpatients

and outpatients with advanced cancer
should receive dedicated palliative
care services, early in the disease
course, concurrent with active
treatment”, and

* Strongly recommends “Integration of
palliative care into standard oncology
care”.

N


簡報者備註
簡報註解
The provisional clinical opinion on the “Integration of Palliative Care Into Standard Oncology Care” (29) was made public in the 2012 by American Society of Clinical Oncology (ASCO), of which Guideline (27) was updated in 2017. 


This applies not only to care at the terminal stage after anticancer treatments, referred to as hospice care in the time-based model, but also to progressive cancers which are often complicated even during anticancer therapy, and expanding professional palliative care to these patients as well is recommended.



Components of integration from seven randomised trials

Jordhey etal Temeletal Zimmermann Bakitasetal Maltonietal Temeletal Grenvold et al
(2000)* (2010)3 etal (2014)° (2015)*® (2016)*° (2017)°° (2017)°*
Clinical structure
Palliative care inpatient consultation team Y Y Y Y - Y b
Palliative care outpatient clinic Y Y Y Y Y Y Y
Community-based care or home palliative care Y - Y
Clinical processes
Multidisciplinary specialised palliative care team Y Y Y Y Y Y b
Routine symptom screening in the outpatient
oncology clinic
Administration of systemic cancer therapy Y Y Y Y Y Y Y
(eq, chemotherapy and targeted agents) possible
in patients admitted to palliative care service
Follow prespecified palliative care guidelines Y L - - Y Y Y
Early referral to palliative care b Y Y Y Y Y b
Availability of clinical care pathways (automatic
triggers) for palliative care referral
Palliative care team routinely involved in . Y
multidisciplinary tumour conference for patient
case discussions
Communication, cooperation, and coordination Y Y - - Y
between palliative and oncology service
Routine discussion of prognosis, advance care Y Y 4 Y Y Y Y

planning with goals of care

Y=presence of component in trial. Table adapted from Hui and colleagues.****
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Conceptual model for timely palliative care

Defined
referral
criteria

Outp.ati.ent Increased timely Improved
palliative palliative care patient

Routine care access outcomes
screening resources

N

Cancers 2022, 14(4), 1047

Automatic
triggers




5 pFi

Facilitators

Cancers 2022, 14(4), 1047

- -
- - Timely specialist
- -

B Aok i chln s o 8LE Fl &

Barriers

palliative care
referral

/o \S\e

Optimal symptom
control

Better quality of life

Enhanced quality of
end-of-life care

Improved overall
survival
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