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E’ piu importante sapere che tipo di
persona ha una malattia, piuttosto che
sapere che tipo di malattia ha una
persona

Sir William Osler (1849-1919)







Dalla teoria....

Initial determination
or ongoing monitoring of pain

Medical, pharmacologic,
and functional assessment
of pain-related concerns

Assessment of psychosocial factors
contributing to pain complaint

Self-reports of pain

Behavioral observations

of pain

Unidimensional Multidimensional
measures measures

Pain assessment during
physical examination

‘ Pharmacology assessment ‘

Physical examination

Functional assessment

Age-specific

physical concerns

Psychological Affective
well-being

processes

Pain-related
disability

VA

Psychosocial comorbidities
and complicating factors

Interpersonal
processes

Cognitive
processes

VAN

‘ Ceneral ‘ ‘ Site specific

‘ GCeneral ‘ Pain specific

Figure 3. Domains Included in a Comprehensive Pain Assessment
Note. From “An Interdisciplinary Expert Consensus Statement on Assessment of Pain in Older Persons,” by T. Hadjistavropoulos, K. Herr,

D.C. Turk, PC. Fine, R.H. Dworkin, R. Helme, .

from Wolters Kluwer Health/Lippincott Williams and Wilkins.

.. J. Williams, 2007, Clinical Journal of Fain, 23(1, Suppl.), p. S5. Reprinted with permission




Alla pratica
«domiciliare»...







E. Spichiger et al. / European Journal of Oncology Nursing 15 (2011) 95—102 99

Table 2

Symptom prevalence in descending order at T1, with number and percentages of patients experiencing a symptom, symptom scores and scores for frequency, severity and

distress.
Symptom No. of patients % of patients with Symp. score Freq. score Severity Distress

with symptom N = 103° symptom (0—4) (1-4) score (1—4) score (0—4)

Lack of energy® 82 80.4% 2.81 3.13 274 2.60
Feeling drowsy" 79 77.5% 2,51 2.96 258 1.96
Worrying 75 72.8% 239 255 243 2.18
Pain® 72 71.3% 2,98 3.12 296 298
Dry mouth” 65 65.0% 2.38 2.66 244 203
Lack of appetite 63 61.8% 2.58 3.06 273 1.90
Difficulty sleeping 54 52.9% 2,67 2.85 274 244
Feeling sad 51 51.0% 219 2.20 242 2.00
Weight loss” 49 48.0% 1.93 n a 235 153
Difficulty concentrating 48 47.1% 2.09 2.25 2.06 1.98
Feeling nervous 48 47.1% 219 238 219 2.06
Shortness of breath 46 44.7% 2.60 2.76 264 242
Sweats 45 43.7% 212 227 232 1.78
Nausea 43 42 2% 219 2.33 228 198
Constipation 43 42.2% 233 n a. 252 2.19
“ don’t look like myself"™® 41 40.6% 1.92 n a 225 157
Cough 40 39.2% 2.10 233 213 1.89
Feeling bloated 40 39.2% 2.57 275 2,60 235
Dizziness” 38 37.3% 2.23 239 234 1.95
Change in the way food tastes 36 353% 2.39 na. 258 2.19
Numbness/tingling in hands{feelb 33 32.4% 2.20 2.58 219 1.84
Feeling irritable 33 32.7% 2.14 239 205 203
Swelling of arms or legs 31 30.1% 226 na. 253 1.92
Diarrhea 30 294% 227 2.43 239 214
Problems with urination 25 24.5% 224 2.36 228 2.08
Vomiting 25 245% 1.89 1.84 204 1.80
Mouth sores 25 24 3% 204 n.a. 212 1.96
ltching 24 233% 1.73 2.04 1.87 1.37
Difficulty swallowing 22 21.6% 245 2.86 232 218
Changes in skin 19 18.8% 201 na. 224 1.83
Hair loss 17 17.0% 2,10 n. a. 259 1.62

Abbreviations: Symp., symptoms; Freq., frequency; n. a, not applicable.
* For single symptoms, data from 100 to 103 patients were available due to missing values.
b For these symptoms, some correlations of frequency, severity and distress scores were =0.5, for dry mouth and feeling drowsy =0.4, while correlations for all other

symptoms were =0.6.
















Qualita Forza della

dell’evidenza Raccomandazione clinica R1 raccomandazione
SIGN clinica
Per un’adeguata gestione del dolore da cancro si
raccomanda la misurazione dell’intensita. delle eventuali
D esacerbazioni del dolore e del sollievo dato dalle terapie Positiva forte

riferiti alle 24 ore precedenti: la valutazione di altri aspetti
mn deve essere infrodotta senza creare disagio al paziente. (4)
| 4

et Iadiann A Cnenbgia Vs

Qualita Forza della
Linee guida dell’evidenza Raccomandazione clinica R2 raccomandazione
SIGN clinica
TERAPIA DEL DOLORE IN Per la misurazione dell’intensita dolore oncologico si
ONCOLOGIA raccomanda 1'uso della scala numerica a 11 livelli (0=
=l g nessun dolore, 10 peggior dolore immaginabile); in
D pazienti con disfunzioni cognitive si consiglia I'uso della Positiva forte

scala verbale a 6 livelli (Nessun dolore, dolore molto
lieve, dolore lieve, dolore moderato. dolore forte, dolore
molto forte). (2)

ualita Forza della
Q
dell’evidenza Raccomandazione clinica R4 raccomandazione
SIGN clinica

Per la wvalutazione del sollievo dal dolore dato dai
Qualita Forza della trattamenti si raccomanda 1'uso di una scala specifica che
dell’evidenza Raccomandazione clinica R3 raccomandazione rileva I'entita del sollievo nelle 24 ore precedent la
SIGN clinica rilevazione; al fine di evitare confusione per il paziente, se

Per la valutazione delle esacerbaziomi si raccomanda di — D= lintensita del dolore & stata rilevata con una scala Positiva forte

numerica, per il sollievo si raccomanda di utilizzare una
scala di valutazione verbale (nessun sollievo. sollievo
Positiva forte leggero, sollievo moderato, sollievo elevato., sollievo
completo).

misurare la presenza di picchi di dolore piu intenso nelle
24 ore precedenti la rilevazione. In caso di risposta
affermativa. approfondire la valutazione al fine di arrivare
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Journal of medical ethics, 1978, 4, 112-116

The assessment of pain in advanced cancer

Robert G Twycross The Ghurchill Hospital, Headington, Oxford

Table 1 The PQRST characteristics of pain’

“Tell me about your pain.’
“Where is it ?’

alliative “What makes it less intense ?’
P rﬂmﬁvef“m “What makes it worse ?’
Q uality “What'’s it like ?’
R adiation ‘Does it spread anywhere else ?’
S everity ‘How severe is it ?’

T emporal factors ‘Is it there all the time, or does it
come and go ?’

1Gray, ] (1977). A pain in the neck — and shoulder.
Pain Topics, 1, No. 3, 6.
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Orignat il Higher caregiver

Factors Associated with the Accuracy

of Family Caregiver Estimates of Patient Pain Pmn ratmgs were l'ElatEd tﬂ' PDDTEI [JEl[lEl'lt eX-

Ellen M. Redinbaugh, PhD, Andrew Baum, PhD, Carol DeMoss, RN, MSN,

istential QOL, greater patient ADL care needs,

University of Pittsburgh Cancer Institule (EM.R. AL}, University of Pittsburgh Medical Center
Hasprice Howme Care (€.}, Forbes Family Hospice (MLE), and University of Pittsbungh School of

greater caregiver distress, and greater care-
giver burden. :

A paired test com

Table 2 pared patient ratings to caregiver ratings anc

Descriptive Statistics for Measured Variables indicated that caregivers’ estimates were signif

=31) cantly higher than patients” pain ratings (f =

Variable Name Mean (SD)  Range =49, P < 0.01). These findings are consisten

Patient Pain Raing 34000 09 with previous studies that found that famil
Caregiver Rating of Patient Pan 61 (34) (10 members overestimate patient ]J::li]‘l.{]"g




Agreement Between Patients and Family Caregivers on Symptoms at the Individual Level

Patient Family Caregiver | Agreement

Original Article

. i
Family Caregivers” Assessment of Symptoms Mean {"}D’} 1CC

in Patients with Advanced Cancer:

; 2 5 i Yoy
Concordance with Patients and Factors I dlinn
Affecting Accuracy

0.44

Frequency 1.94 (1.55) 2,12 (1.37)
1) (.42
7)
1)

{
Severity 1.36 (1.09) 1.80 {
Distress 1.77 (1.41) 2.04 (1.37)
Total 1.69 (1.28) 1.94 (1.21)

.36
0.44
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 Dolore oncologico rge

TITOLAZIONE DEGLI OPPIACEI

R11. Le formulazioni orali di morfina, ossicodone, idromorfone a immediato e a lento rilascio possono
essere utilizzate per la titolazione della dose. Gli schemi di titolazione per entrambi i tipi di
formulazione dovrebbero essere integrati con oppioidi orali a rilascio immediato somministrati al
bisogno.

RACCOMANDAZIONE POSITIVA DEBOLE

R12. La via sottocutanea ¢ semplice ed efficace per la somministrazione di morfina e dovrebbe essere
la prima scelta di via alternativa per pazienti che non possono ricevere oppioidi per via orale o
transdermica; l’infusione endovenosa deve essere considerata quando I’'infusione sottocutanea é
controindicata (ad esempio, a causa di edema periferico, disturbi della coagulazione, deficit della
circolazione periferica, esigenza di elevati volumi e dosi, ecc); la somministrazione endovenosa deve
essere usata per la titolazione degli oppioidi, quando ¢ richiesto un rapido controllo del dolore.
RACCOMANDAZIONE POSITIVA FORTE




_ - I
Use of opivid anakgesics in the trestment of cancer pain:~ h e
EAPL
s

TITOLAZIONE DEGLI OPPIACEI

Recommendation for opioid titration

The data permit a weak recommendation that immediate-
release and slow-release oral formulations of morphine,
oxycodone, and hydromorphone can be used for dose
titration. The titration schedules for both types of formu-
lation should be supplemented with oral immediate-
release opioids given as needed.
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Derision-Maker Commentary
Breakthrough Cancer Pain: Ten Commandments @u

Sebastiann Meroodante, MO, Arfuro Cusmo, MO
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 Dolore oncologico
TRATTAMENTO DEL BTcP: | SAO

“La farmacocinetica e la farmacodinamica degli oppioidi per via orale non rispecchiano il
profilo temporale della maggior parte degli episodi di BTcP, ovvero una rapida insorgenza
(pochi minuti) e una breve durata (30-60 minuti)”

Onset: 30 min
Picco: 60 min
Durata: 3-4 ore

Dolore di
base
controllato

Mercadante S et al. RiCP. 2010

pAY)



TRATTAMENTO DEL BTcP:
LA MORFINA ENDOVENOSA

- Inizio d’azione rapidissimo, pochi minuti (anche se, essendo idrofila, attraversa la barriera

ematoencefalica meno rapidamente del fentanyl, lipofilo)

- Pero, analogamente alla morfina solfato a rapido rilascio, la farmacocinetica della morfina

endovenosa, soprattutto per I’emivita (circa 4 ore), puo non rispecchiare il profilo temporale
della maggior parte degli episodi di BTcP

- Inoltre, la morfina endovenosa puo6 essere poco maneggevole in un setting domiciliare, ove

dovrebbero (vorrebbero ...) essere assistiti la maggior parte dei pazienti oncologici in fase
avanzata di malattia

Davies AN et al. Eur J Pain. 2009
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TRATTAMENTO DEL BTcP:
LA MORFINA SOTTOCUTANEA

Onset intermedio tra morfina
solfato a rapido rilascio e
morfina endovenosa (ma
attenzione al paziente
gravemente cachettico,
gravemente ipoteso o Iin
stato anasarcatico)

Resta invariato il problema
dell’emivita troppo lunga...




 Dolore oncologico
IL FARMACO IDEALE PER IL BTcP

Val. 35 No, 5 May X8 fournai of Pain and Symidon Mongrement 563

Clinical Naote

Opioids for Cancer Breakthrough Pain:
A Pilot Study Reporting Patient Assessment
of Time to Meaningful Pain Relief

Giowambattsa Zeppetella, FRCP
5. Clare Hogpice, Han@ymoood, and Frincers Alscanarg NS Trund, Flarie, [inited Kingdom

Zeppetella G. J Pain Symptom Manage. 2008
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 Dolore oncologico
TRATTAMENTO DEL BTcP: | ROOs

O LANDAMENTO NEL
EMPO DEL BTcP

ROOs (Rapid Onset Opioids)
* Rapido inizio d’azione
* Buona efficacia

* Durata dell’effetto analgesico
paragonabile a quello del BTcP

* Praticita d’uso

“Indeed the studies identified in this
review suggest that fentanyl can be used
successfully in patients using a variety of
oral ATC opioids including morphine,
oxycodone, hydromorphone, and
methadone”

Zeppetella G. Palliat Med. 2011




LINEE GUIDA PER IL TRATTAMENTO DEL BTcP

Contants lists available at ScienceDirect

European Journal of Pain

journal homepage: www.EuropeanlJournalPain.com

Review

The management of cancer-related breakthrough pain: Recommendations of a
task group of the Science Committee of the Association for Palliative Medicine
of Great Britain and Ireland

Linee guida

Association for Palliative
Medicine of Great
Britain and Ireland. 2009

Oral opioids are not the
optimal rescue
medication for most
breakthrough pain
episodes

A variety of commercial buccal, sub-
lingual, nasal and pulmonary opioid
preparations are currently under
development. It is likely that these new
products will offer significant

advantages over the current products

25




 Dolore oncologico
LINEE GUIDA PER IL TRATTAMENTO DEL BTcP

Anrals of Oncolpgy 23 (Supplernent 7): vill 38—vii154, 2012

clinical practice guidelines

Management of cancer pain: ESMO Clinical Practice
Guidelines’

C. I. Ripamonti', D. Santini%, E. Maranzano®, M. Bert* & F. Roilg®, on behalf of the ESMO
Guidelines Working Group”

Supporive Care in Cancer Unif, Fordazone IRCCS, fsfitufo Nazionaks Tumar], Mien, fahy; 2Oncofogua Mectica, Univarsita Campus Bio-Medico, Romes, ftaly;
*Department of Oncolagy, Radiation Oncolagy Centre, 5. Maria Hospital, Termi, faiy; *Arassthesiology fntensive Cale and Pain Thermpy, University Hospial Parma,
Parma, Faly; “Department of Medical Oncolagy, 5. Mara Hospital, Terni, faly

Linee guida RECOMMENDATIONS
Intravenous opioids; buccal, sublingual and
ESMO. 2012 intranasal fentanyl drug delivery have a

shorter onset of analgesic activity in treating
BTP episodes in respect to oral morphine [I, A]

26



LINEE GUIDA PER IL TRATTAMENTO DEL BTcP

Review

Use of opioid analgesics in the treatment of cancer pain:
evidence-based recommendations from the EAPC

Here we peovide the updated version of ibhe gublelines of the Eupopean Association for Pallisthve Care (EAPC) on the
use of opinids for the trestiment of cancer pain. The opdste was undertaben by the European Palliatve Care Research
Collabarative. Previous EAPC gsbdelines were reviewed avd compared witle other currently availible guideli
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USE OF OPIOIDS ANALGESICS IN THE
TREATMENT OF CANCER PAIN: EVIDENCE-
BASED RECOMMENDATIONS FROM THE
EAPC. 2012

Recommendation for opioids for breakthrough pain
Breakthrough pain (eg, incident pain) can be effectively
managed with oral, immediate-release opioids or with
buccal or intranasal fentanyl preparations. In some
cases the buccal or intranasal fentanyl preparations are
preferable to immediate-release oral opioids because of
more rapid onset of action and shorter duration of
effect.
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 Dolore oncologico
LINEE GUIDA PER IL TRATTAMENTO DEL BTcP

La Rivista ITALEANA

Articoli

Position Paper SICP. 2010

I Raccomandazioni per la gestione
del Breakthrough cancer Pain (BTcP)

Sebastiano Mercadante’, Dino Amadori?, Giovanni Apolone, Comipindena &

Edounde el A Bk’ M Comeab Mars O, o R6. Nel trattamento del BTcP nuove formulazioni di
Wi zope A e fentanyl citrato, come quelle orosolubile,

sublinguale e intranasale, offrono oggi sostanziali
vantaggqi dal punto di vista sia farmacocinetico
(rapido assorbimento, maggiore biodisponibilita
ed efficacia) sia della compliance (piu facile via di
somministrazione)

R5. La morfina orale puo essere raccomandata solo per il trattamento
di episodi che si instaurano lentamente, prevedibili o procedurali, della
durata di oltre 60 minuti. La somministrazione deve avvenire circa
trenta minuti prima dell’evento, per esempio prima di iniziare I'attivita

28



 Dolore oncologico
LINEE GUIDA PER IL TRATTAMENTO DEL BTcP

Linee guida
AIOM. 2016

E raccomandabile 'utilizzo della morfina o di altri
oppioidi nel trattamento del dolore episodico
intenso?

Linee guida

TERAPIA DEL DOLORE IN

e R30. L'utilizzo della morfina o di altri oppioidi per via

orale a rapido rilascio, o della morfina per via
parenterale nel controllo del DEI dovrebbe essere
‘ preso in considerazione.

Raccomandazione Positiva DEBOLE
(metodo GRADE}9




LINEE GUIDA PER IL TRATTAMENTO DEL BTcP

Linee guida

TERAPIA DEL DOLORE IN
ONCOLOGIA

Linee guida
AIOM. 2016

E’ raccomandabil

e t'utilizzo del fentai

nyl

transmucosale per il controllo del dolore episodico

intenso?

R 28. L'utilizzo del fentanyl transmucosale nel
controllo del dolore episodico intenso rispetto alla

morfina dovrebbe essere preso in considerazione.
Non vi sono al momento evidenze di letteratura

sufficienti ad orientare nella scelta della formulazione

di fentanyl.

Raccomandazione Positiva DEBOLE

(metodo GRADEO



Drugs (2016) 76:315-330
DOI 10.1007/s40265-015-0519-2 CrogsMark

THERAPY IN PRACTICE

What to Do, and What Not to Do, When Diagnosing and Treating
Breakthrough Cancer Pain (BTcP): Expert Opinion

Working Group Nientemale DEI - R. Vellucei' @+ G. Fanelli® + R. Pannuti’ »
C. Peruselli* - S. Adamo® - G. Alongi® - F. Amato™® - L. Consoletti® -

L. Lamarca'® - 8. Liguori'' - C. Lo Presti’? - A. Maione® - S. Mameli'* -

F. Marinangeli'® - §. Marulli'® - V. Minotti'” - D. Miotti"® - L. Montanari'®2® -
G. Moruzzi?' » 8. Palermo® - M. Parolini®®+ P. Poli**+ W, Tirelli#>2° -

A. Valle?” - P. Romualdi®®

healthcare resource management [13]. In the latter, it 1s
essential to weigh the absolute cost of the drugs used to
treat BTcP against those ansing {rom poor management,
which will entail more frequent and longer penods of

hospitalisation and consultation, as well as indirect costs
for the healthcare providers and pauents [27, 28].
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SPECIAL ARTICLE

2016 Updated MASCC/ESMO consensus recommendations:
Management of nausea and vomiting in advanced cancer

Declan Walsh™ « Mellar Davis® - Carla H.ipum-unli'q . Eduardo Broera® -
Andrew Davies” « Alex Molassiotis®
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Tahde 2 Antemetic gudelinesin
advanced cancer

R ecommendation

MASCCESMOD level of evidence

D of chosce
The antemetic dny af dhce m advanced cancer

i metnckpramide fimted to dlsct).

Allematve opboe: inchude halopendol, levomspremenns,
o alaTmagme.
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amiveacrekry apents (&0, soopo Errme buby hromd e, ghyoomeamomuin
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aliematve miervenibons.
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Recommendation for treatment of opioid-related emesis

The data permit a weak recommendation that some
antidopaminergic drugs (eg, haloperidol) and other drugs
with antidopaminergic and additional modes of action
(eg, metoclopramide) should be used in patients with
opioid-induced emesis.




1 compressa di domperidone ~ 0,15 Euro
1 compressa di metoclopramide ~ 0,25 Euro

1 compressa di ondansetron 4mg ~ 4,50 Euro




1 fiala di metoclopramide ~ 0,30 Euro

1 fiala di ondansetron 4mg ~ 6,80 Euro
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NEUROMUSCULAR DISORDERS OF THE GASTROINTESTINAL TRACT (8 RAQ, SECTION EDITOR)

Opioid Induced Bowel Disease: a Twenty-first Century
Physicians’ Dilemma

Considering Pathophysiology and Treatment Strategies

Ankush Sharma - M. Mazen Jamal

Fig. 2 Impact of the most

common symptoms of OBD on Constipation :_
;”ﬁfﬁ;l’;fff;f” X Seaiing |
American Academy of Pain) Hardbowel movements | [T
incompete sacuation | [
N — ]
Eloating ‘ ' —
Lower abdominal discomfort J_
Heatoun | [
TP —
Decreased appette | [ I
Upper abdominal dscomot | [
0% 25% 50% 75% 100%
(] 0(NoImpact) 1t B2 W3 P Greatimpact)
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Original Arlicle

The Direct and Indirect Costs
of Opioid-Induced Constipation

Frida Hjale, MSe, Anna-Carin Berggren, MSe, Henrik Bergendahl, MD,
and Catharina Hjorisberg, Phi

Thee Swedish Institule for Health Economics (RH., CHL), Lund; Mundiphiarmae AB (A-CB.),
Gothenburg; and Department of Anoesthesiology, Ielensive Care and Fain Medicime (8. ),
Karolinska Universaty Hospited, Huddings, Stockhodn, Sweden
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Ij Therapeutic Advances in Chronic Disease

Opioid-induced constipation: advances and
clinical guidance

Alfred D. Nelson and Michael Camilleri

(1)
(2)
(3)
(4)
(5)

(6)

Lack of awareness among clinicians about
OIC 1n patients on opioid therapy.

If clinicians are aware, they may not ask
patients questions about constipation.
Patients might feel ashamed to disclose
their symptoms to clinicians.

Absence of universal diagnostic criteria for
OIC.

Efforts to screen patents based on Rome
I1I criteria may not cover the whole spec-
trum of OIC that might present with
abdominal pain.

Absence of a standard protocol for the

treatment of OIC.
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Bowel Function Index (BFi)

Please complete all items in this assessment.

1. Ease of defecation (NAS) during the last 7 days according to patient assessment:
0 = easy / no difficulty
100 = severe difficulty | |

Ask the subject: “During the last 7 days, how would you rate your ease of defecation on a scale from
0 to 100, where 0 = easy or no difficulty and 100 = severe difficulty?”

If the subject requires clarification, ask: “During the last 7 days, how easy or difficult was it to have
a bowel movement on a scale from 0 to 100, where 0 = easy or no difficulfy and 100 = severe
difficulty ?”

2. Feeling of incomplete bowel evacuation (NAS) during the last 7 days according to patient
assessment:

0 =notat all
100 = very strong | |
Ask the subject: "'During the last 7 days, how would you rate any feeling of incomplete bowel

evacuation on a scale from 0 to 100, where 0 = no feeling of incomplete evacuation and 100 = a very
strong feeling of incomplete evacuation?”

If the subject requires clarification, ask: “During the last 7 days, how strongly did you feel that you
did not empty your bowels completely? Please indicate how strong this feeling was on a scale from 0
o 100, where 0 = not al all and 100 = very strong”

3. Personal judgement of patient (NAS) regarding constipation during the last 7 days:
0 =not at all

100 = very strong |

Ask the subject: “During the last 7 days, how would you rate your constipation on a scale from 0 io
100, where 0 = not at all and 100 = very strong”

If the subject requires clarification, ask: “During the last 7 days, how would you rate how
constipated you felt on a scale from 0 to 100, where 0 = not at all and 100 = very strong”
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Table 4. Laxatives and opioid antagonists dosage refers ta symptom control in cancer patients
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Opioid analgesic for noncancer pain

i

Start prophylactic treatment with increased water and fiber
intake and |axatives (osmotic or stimulant)

opioid treatment

BFl score 230 points after at least 1 week of

Start PAMORA/OXN/

|ubiprostone

Reassess improvement
in BFl every 2 weeks

Yes

l

Start different

medication

h

Continue with
prophylactic treatment

BFI score 230 after 2 weeks

No

k

v l l v

Continue same
treatment

Start PAMORA/OXN/ Continue same
|ubiprostone treatment
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Assessment, Burdens, and Etiologies

Arif H, Kamal, M.D.! Jennifer M. Maguire, M.D.2 Jane L. Wheelar, MSPH,
David C. Currow, MPH.? and Amy P. Abernethy, M. D'

Dyspnea Review for the Palliative Care Professional:

E.g., Cancer
Effusions
Drug toxicity

Physical

Social

E.g. Anxiety TOTAL E.g., Spouse
Disappointment Children
Coping DYSPNEA Finances

Psychological

E.g. Meaning
Suffering

Spiritual

FIG. 1. Elements of the biopsychosocial model of “total
dyspnea.”

Depression, sadness

Yearning (for peace, rest, forgiveness, etc)

S()cial issues (with family, community, etc)

Physical problems
Nonacceptance or spiritual distress

Economic or financial distress

Anxiety, anger

FIG. 2. Mnemonic of the biopsychosocial elements
dyspnea.
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Interventi
specifici

Table 1 The causes of breathlessness in advanced cancer.

Causes in patients with cancer

Specific management

Beom, ol

The etiology and management of intractable
breathlessness in patients with advanced cancer:
a systematic review of pharmacological therapy

Sara Booth*, Shakeeb H Moosavi and Irene ] Higginson

Infection/pneumonia

Comorbid conditions associated with increased dead
space, e.g. pulmonary vascular disease, COPD

Deconditioning (lack of exercise)
Anemia

Cachexia possibly leading to breathlessness by an
unknown mechanism

Comorbidities associated with respiratory muscle
weakness, e.g. myasthenia gravis

Respiratory muscle syndromes associated with cancer,
e.g. Lambert-Eaton syndrome

COPD associated with lung (and therefore thoracic)
hyperinflation, leading to inefficiency of respiratory
muscles

Lymphangitis carcinomatosis

Tumor obstructing an airway, pleural effusions, pleural
disease, e.g. mesothelioma

Fibrosis following pulmenary emboli, radiotherapy,
chemotherapy (e.g. bleomycin)

Conditions affecting the compliance of the chest wall/
diaphragm, such as hepatomegaly/ascites splinting
diaphragm, pleural disease, e.g. mesothelioma, or chest
wall infiltration by tumor

Comorbid conditions, e.g. asthma, COPD, interstitial
lung disease

Pulmonary congestion, e.g. from SVCO, heart failure,
pulmonary emboli, pericardial effusion

Hypoxia is a consequence of many conditions
associated with cancer including pulmonary emboli,
pleural effusions, lymphangitis carcinomatosis,
diaphragmatic splinting (e.g. in ascites or
hepatomegaly), infections

Anxieties associated with dyspneic episode reminding

the patient they have cancer and are very ill:

= Anxiety of dying gasping for breath

= Fear/anxiety provoked by idea that breathlessness
is in itself harmful

= Fear/anxiety because breathlessness at some point
may be uncontrollable

= Fear/anxiety provoked by the feeling of being
breathless

=  Memory of relative dying with unrelieved
breathlessness

Antibiotics and other standard therapies when
appropriate

Optimize medical management of pre-existing/
coincident conditions

Rehabilitation (see text)
Erythropoietin, blood transfusion where appropriate

Prevention of cachexia: activity plus possibly some
dietary supplements

Optimum treatment of all comorbid conditions

Treatment of underlying disease is most effective
treatment

Optimum treatment and palliation of COPD

Treatment of cancer, often palliative care, although trial
of high-dose steroids (60 mg prednisolone then taper)
often used

Standard oncological/surgical treatment according to
patient’s condition, e.g. radiotherapy and/or stenting, etc.

Prevention of fibrosis where possible by early standard
intervention in these conditions (e.g. anticoagulation or
steroids) or prevention by surveillance during cancer
therapy and careful control of chemoradiation dosage

Treat as appropriate

Ensure optimum treatment of comorbid conditions

Standard therapy for underlying cancer or treatment
of complication of cancer, prevention where possible
(e.g. LMWH in high-risk patients)

Assess contribution of hypoxia to breathlessness in that
individual and treat conditions as appropriate

Anxiety management using the following alone or in

combination:

= Nonpharmacological anxiety management strategies
(see text)

= Pharmacological management of fear and
anxiety by phenothiazines, butyrophenones,
or benzodiazepines

= Cognitive approaches such as cognitive behavioral
therapy or education

= Availability of clinicians skilled in the management
of the symptom

Abbreviations: COPD, chronic obstructive pulmonary disease; LMWH, low-molecular-weight heparin; SVCO, superior vena

cava obstruction.
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labored breathing and low oxygen saturation, but who
deny dyspnea when they have been well palliated with
an appropriate opioid dose.

This article reviews the physiology/pathophysiology of
dyspnea and presents the evidence base for palliative inter-
ventions. Potential new palliative therapivs and arvas for

further regmrc‘h are also hlgh]:ghmd Because our focus
B L L L
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Evidenze di efficacia (assai deboli,
nel paziente oncologico...)

- Ventilatore (stimolazione della branca
mascellare del nervo trigemino)

- Fisioterapia respiratoria (respirazione
diaframmatica)

- Tecniche di rilassamento muscolare

- Autoipnosi
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KNL

Broncospasmo

Dyspncea
Nation-wide guideline, Version: 2.0

Sindrome della cava
superiore

Linfangite carcinomatosa

BPCO e fibrosi polmonare

Attenzione alla miopatia

da steroidi ed agli effetti
psicomimetici!




THE BASOPHIL ADENOMAS OF THE PITUITARY BODY*
AND THEIR CLINICAL MANIFESTATIONS
(PITUITARY BASOPHILISM!

HARVEY CUSHING, M.D.
Professor of Surgery, Harvard Medical School

Introduction. In a long since superseded monograph on the pitui-
tary body and its disorders, published in 1912, a section was devoted
to a group of cases which showed peculiar and sundry polyglandular
syndromes. It was stated at the time that the term “polyglandular
syndrome” implied nothing more than that secondary functional
alterations occur in the ductless-gland series whenever the activity of
one of the glands becomes primarily affected; and further, that the
term, as employed, was restricted to those cases in which it was
difficult to tell where the initial fault lay.

That a primary derangement of the pituitary gland, whether occur-
ring spontaneously or experimentally induced, was particularly prone
to cause widespread changes in other endocrine organs was appreciated
even at that early day, and it was strongly suspected that this cen-
trally placed and well protected structure in all probability represented
the master-gland of the endocrine series. The multiglandular hyper-
plasias of acromegaly, so evident in the thyroid gland and adrenal
cortex, were already known, and the no less striking atrophic altera-
tions in these same glands brought about by the counter state of
pituitary insufficiency were coming to be equally well recognized.
But in spite of these hopeful signs, we were still groping blindly for
an explanation of many other disorders, obviously of endocrine origin,
like those associated with pineal, parathyroid or suprarenal tumors.
Out of this obscurity, those seriously interested in the subject have,
step by step, been feeling their way in spite of pitfalls and stumbling
blocks innumerable.

1 The subject matter of this paper was ventilated at the New York Academy of

Medicine, January 5, 1932; at the Yale Medical School, February 24, 1932, and
at the Johns Hopkins Hospital Medical Society, February 29, 1932.

* By the kind permission of The Johns Hopkins Press, pages 180 and
181 of this issue of the Annals are facsimiles of the title page and a con-
cluding page from Cushing’s review of his cases published in 19327in the
Bulletin of the Johns Hopkins Hospital, vol. 50, pages 137 et seq.
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LA MIOPATIA DA STEROIDI....
E la piu frequente miopatia indotta da farmaci

Compare in circa il 60% dei pazienti in trattamento
e non risparmia la muscolatura respiratoria

Gli anziani, i pazienti fisicamente inattivi e quelli
oncologici sono maggiormente predisposti

E piu frequentemente determinata dai composti
fluorinati (desametasone, betametasone) che dai
non fluorinati (prednisone, metilprednisolone)

Pur senza una rigida correlazione dose/effetto, si
manifesta piu spesso con posologie sostenute

Il trattamento consiste nella riduzione graduale
della posologia sino a sospensione (se possibile)
e/o “rotazione” a composti non fluorinati

Sono stati tentati trattamenti sperimentali con IGF-
1, aminoacidi ramificati, androgeni (testosterone,
nandrolone, DHEA), glutamina, attivita fisica, con
risultati dubbi. Si tratta pero di interventi per la
maggior parte improponibili in un contesto di cure
palliative
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Nessuno nega il valore “simbolico” dell’O2, pero il
paziente dispnoico puo non essere ipossico
(componente ansiosa) o viceversa (meccanismi di
compenso)...

- Mancano prove consistenti nel sostenere con forza lPuso dell’02 con
finalita sintomatica (vs aria)

- Gli studi disponibili (piu numerosi, nel paziente non oncologico)
evidenziano la possibilita di ottenere un beneficio sintomatico
SOLTANTO NEL PAZIENTE IPOSSICO, A RIPOSO E SOTTO SFORZO,
E CON DISPNEA SEVERA

- Puo essere opportuno un tentativo a breve termine (quailche
giorno), valutandone i benefici, con un flusso di 1-5 I/min

- Nel caso, la maschera garantisce una minore dispersione dell’02,
ma e poco tollerata dalla maggior parte dei pazienti in fase
avanzata di malattia

- Vi sono studi randomizzati che evidenziano la superiorita della
morfina nel controllare la dispnea, rispetto all’O2, in pazienti
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dysprea and presenss the evidence base for palliative inter-
venrions, Potential new palliacive therapics and arcas for
further research are also highlighred. Beconse our focus
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Applicability and generalizability of palliative interventions for
dyspnoea: one size fits all, some or none?
Marie Wiliams
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American Thoracic Society Documents

An Official American Thoracic Society Statement:
Update on the Mechanisms, Assessment, and
anagement of Dyspnea

Mdark B. Parshall, Richard M. Schwartzstein, Lewis Adams, Robert B Banzett, Harold L Manning,

lean Bourbeau, Peter M, Calverley, Audrey @, GIfE, Andrew Hareer, Suzanne ©. Lareaw,
Donald A. Mahler, Paula M. Meek, and Denis E. O'Donnell; on behalf of the ATS Committee on Dyspnea
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Authors’ conclusions

Since the last version of this review, we have identified one new study for inclusion, but the conclusions remain unchanged. There is
no evidence for or against benzodiazepines for the relief of breathlessness in people with advanced cancer and COPD. Benzodiazepines
caused more drowsiness as an adverse effect compared to placebo, but less compared to morphine. Benzodiazepines may be considered

as a second- or third-line treatment, when opioids and non-pharmacological measures have failed to control breathlessness. There s a
need for well-conducted and adequately powered studies.
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Palliative Care Guidelines: Lung Diseasa

Palliative Care in advanced Lung Disease

Benzodiazepines:
May relieve anxiety/ panic associated with severe breathlessness, but are less effective than
opicids for breathlessness and should be a 3™ line treatment for patients with symptoms
unresponsive to non-pharmacological measures and opioids.




- Beneficio limitatissimo e molto discusso

- Possono essere indicate quando coesiste
importante componente ansiosa e/o per favorire il

sonno

* Non possono essere considerate la monoterapia di
prima scelta della dispnea cronica (contrariamente
a quanto avviene di solito...), anche per gli effetti
avversi, come la sonnolenza

- Viceversa, rivestono un ruolo fondamentale NELLA
SEDAZIONE PROFONDA TEMPORANEA (CRISI
ASFITTICA) E CONTINUA (DISP RATTARIA
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The etiology and management of intractable
breathlessness in patients with advanced cancer:
a systematic review of pharmacological therapy

VOLUME 28

JOURNAL OF CLINICAL ONCOLOGY
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Interventions for Alleviating Cancer-Related Dyspnea: A

Systematic Review

Irit Ben-Aharon, Anat Gafter-Gvili, Mical Pawl, Leonard Leibovici, and Salomon M. Stemmer

REVIEW ARTICLE

Crmicar GUIDELINES

Evidence-Based Interventions to Improve the Palliative Care of Pain,
Dyspnea, and Depression at the End of Life: A Clinical Practice
Guideline from the American College of Physicians
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Opicids for the palliation of breathlessness in advanced
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JOURRAL OF PALLIATIVE MEDICINE
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Dyspnea Review for the Palliative Care Professional:
Treatment Goals and Therapeutic Options

Palliative Care Review
Feature Editor; Vyjeyanthi S. Periyakoil

Arit H, Kamal, M.D.! Jennifer M. Magure, MD.? Jane L Whealar, MSPH!
Dianvict ©. Currcsw, MUPLH,, FRACR? and Amy P. Abermethy, M.D!?

American Thoracic Society Documents
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An Official American Thoracic Society Statement:
Nrdate on the Mechanisms, Assessment, and

anagement of Dyspnea

Mark B Parshall, Richared M, Schwartzstein, Lewis Adams. Robert B Banzett,
pean Boushean, Peter M. Calveddey, Audrey G. Gift, Andrew Harwer, Suzamne C Lareds,
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Palliative Care for the Patient With Mesothelioma

Janet L. Abrahm, MD

The role of pu.lliat'n: care in the medical o b of malk i is
muibtifaceted, requiring proficiency i Pain it ls & bey aspect
of this care, The mest SUTIFIAN $Tuross Of mun are nosn‘imrmumv syndrome, cheme-
therapy-inchiced p tof nerves by bumer
Inaradling the ehest wall, and uyspma The palliative care prwldar algn must e prepared b
recognize and treat psychological disorders, 1o identify other social and spiritual sowrces
of distress, includig ansiety and depression, and to provide or amange for counseling to
patient and family for advance care planning, as wall as grief and hereavement,
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Molta strada é stata percorsa dagli studi di Bruera negli anni ‘90...

- Sono oramai numerosi gli studi a sostegno dell’efficacia
degli oppiacei (in particolare della morfina) per via orale o
parenterale nel trattamento sintomatico della dispnea (al
contrario della via inalatoria)

- LA MORFINA E IL FARMACO CON MAGGIOR EVIDENZA DI
EFFICACIA NEL TRATTAMENTO DELLA DISPNEA NEL
PAZIENTE ONCOLOGICO E NON ONCOLOGICO IN FASE
AVANZATA

- 1l farmaco é assolutamente sicuro se si rispettano le “buone
pratiche” di titolazione ed uso degli oppiacei. SE
RISPETTATE QUESTE CONDIZIONI, IL TIMORE DELLA
DEPRESSIONE RESPIRATORIA E INFONDATO

- Probabilmente sono efficaci anche altri oppiacei maggiori
(fentanyl, idromorfone, ossicodone, metadone), ma mancano
prove sufficienti a sostegno (in genere non vale la proprieta
“transitiva”...)




LA MORFINA NEL TRATTAMENTO
SINTOMATICO DELLA DISPNEA

MECCANISMO D’AZIONE

* Riduce la risposta ventilatoria all’ipossia/ipercapnia ed all’esercizio fisico

* Riduce il precarico cardiaco

* Induce una riduzione della frequenza respiratoria rendendo piu efficiente la
ventilazione

* Riduce la percezione della dispnea e I'ansia correlata

* Nessun problema di depressione respiratoria, se usata correttamente




Eurgpean Journal of Neuroiogy 2012, 19: 360-375 dol: 101111/].1468-1331.2011.03501.x
EFNS GUIDELINES

EFNS guidelines on the Clinical Management of Amyotrophic
Lateral Sclerosis (MALS) — revised report of an EFNS task force

The EFNS Task Force on Diagnosis and Management of Amyotrophic Lateral Sclerosis: Peter M.
Andersan?, Sharon Abrahams®, Gian D. Borasio®, Mamede de Carvalho®, Adriano Chio®, Philip
Van Dammef, Orla Hardiman®, Katja Kollewe“, Karen E. I'\.r‘lorrisoni, Susanne Petri“,

Pierre-Francois Pradat, Vincenzo Silani®, Barbara Tomik!, Maria Wasner™ and Markus Weber"

aria, Lishon, Porfugal:

p College and Beaumon,

IHdpitalde la Salpétriére, Paris, France: *University of Milan Medical School, Milan, Italy; "Jagiellonian University Medical College, Krakow,
Poland: ™ Munich University Hospital, Munich, Germany ; and " Kantonsspital 8t Gallen and University Hospital Basel, Basel, Switzerland

12. The medical treatment of internmttent dyspnoea

should mvolve:

a for short dyspnoeic bouts: rehieve anxiety and give
lorazepam 0.5-2.5 mg sublingually;

b for longer phases of dyspnoea (= 30 min): give mor-
phine 2.5 mg orally or s.c. (GCPP)

13. For the medical treatment of chromc dyspnoea,
start with morphme 2.5 mg orally four to six times
daily. For severe dyspnoea, give morphine s.c. or as
an 1.v. mfusion. Start with 0.5 mg/h and titrate. If
needed, add mudazolam (2.5-5 mg) or diazepam for
nocturnal symptom control and to reheve anxiety
(GCPP).




TABLE 4
Suggested protocol for managing dyspnea with opioid

therapy in advanced chronic obstructive pulmonary
disease patients

* Initiate opioid therapy with oral immediate-release morphine syrup —
titrate slowly at weekly intervals over a 4- to 6-week period

« Start therapy with morphine 0.5 mg orally twice daily for 2 days, and then
increase to 0.5 mg orally every 4 h while awake for remainder of week 1

« [f tolerated and indicated, increase to morphine 1.0 mg orally every 4 h
while awake in week 2, increasing by 1.0 mg/wesk or 25% dosage
increments/week until the lowest effective dose that appropriately
manages the dyspnea is achieved

« Once a stable dosage is achieved (ie, no significant dose change for
2 weeks and dyspnea managed), a sustained-release preparation at a
comparable daily dose could be considered for substitution

« [f patients expenence significant opioid-related side effects such as nausea
or confusion, substitution of an equipotent dose of oral hydromorphine
could be considered (1 mg hydromorphine = 5 mg morphing)

« Stool softeners and laxatives should be routinely offered to prevent
opioid-associated constipation

SPECIAL ARTICLE

Managing dyspnea in patients with advanced chronic
obstructive pulmonary disease: A Canadian Thoracic Society
clinical practice guideline

Darcy D Marciniuk 342 #RCPC FOCP', Donna Goodridge #8M PRDY, Paul Hemandez sA0CK FROPCT®
Graeme Rocker M5 D FRCPC FOCP?, Mever Babes WD FRCPC FOOP", Pal Bailey B PhDY,
Cardon Ford M3 FRCPE®, Jean Bowbeau MO M5, FRCPCE?, Denis E O'Donnell 840 FREEE FRCPCTT
Francois Maltais 30 FRCPCTY™, Richard A hulaaski M0 MSHS MOR FOCPH, Andsensy | Cave MB ChE FCRPYS1
Iy Melasers WD FROPEM. Vicki Eeninedy RN B CRET, Thomas K Clver BA Y, Cancice Baown MSc CERT|

Canadian Thoracic Society COPD Committee Chspnea Expart Working Caoup
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Adapted from references 1, 109 and 113
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Review Article

Recommendations for Bowel Obstruction
With Peritoneal Carcinomatosis

CGuillemette Laval, MD, Blandine Marcelin-Benazech, MDD,

Frédéric Guirimand, MD, Laure Chauvenet, MD, Laure Copel, MD,

Aurélie Durand, MD, Eric Francois, MD), Martine Gabolde, MDD,

Pascale Mariani, MD, Christine Rebischung, MD, Vincent Servois, MD,

Eric Terrebonne, MD, and Catherine Arvieux, MD, on behall of the French Society
for Palliative Care, with the French Society for Digestive Surgery, the French
Society for Gastroenterology, the French Society for Digestive Cancer, and the
French Association for Supportive Care in Oncology

Palliative and Sufportive Care Mobile Unit (L. ), Departments of Hepato Gastroenterology (A.D.),
Digestive Surgery (C.A.) and Oncology Day Hospital (C R ), University Hosprital Center, Grenoble;
Palliative and Supportive Care Mobile Unit (B.ML-B.), HCL, Lyon; Meadical Howse Jeanne Gamier
(Efs ), Department of Medical Oncology (I.Ch. ), Hospital Hotel Dien, APHE: Departmenis of
Medical Oncology (L.Co.), Digestive Surgery (EM. ) and Radiology (V.. ), Institute Curie, Paris
Antoine Lacassagne Cancer Cenier (ELF.), Nice; Palliative Care Unit (M. (s ), Hospital Paul Brousse,
APHP, Villejuif; and Department of Hepato Gastroenterology (E.T.), Hosfrtal du haw! Leveque,
FPessac, France




Tabls 3
Poor Prognostic Factors for Surgical Treatment
of Bowel Obstruction

- Advanced age

- Poor performance status (OMS 3 or 4)

- Poor nutrinonal state

- Extent of the malignant disease: diffuse peritoneal
carcinomatoss, ascites, palpable masses, mulople
obstacles on the small bowel. ..

- Dbsouconon of the small bowel rather than colic
obstructuon

- Previous abdominal or pelvic radiotherapy

Summary. When leasible, endoscopic proce-
dures should be prelerred to surgery as they
have lower morbi-mortality rates (Grade C). NGTs <should not be
The lesion must be accessible with the endo-

scopic device.

Summary. NGITs relieve mmtractable vomitng
and gastrnic distension. They are absolutely
necessary in patients with enteral obstruction.
if secretions
exceed 1 L/24 h as abundant vomiong will
result. Physicians should aim to remove the
NGT as soon as possible to minimize patient
discomiort (expert consensus).

removed




Summary  Venting gastrostomy can be consid-
ered as a longterm alternative to maintain an
NGT. It must be considered and indicated
promptly providing it 1s feasible and the pa-
tnent has agreed to undergo the procedure.
Percutaneous endoscopic gastrostomy should
be preferred although there are some contra-
indications, prinapally ascites. Surgical indica-

fons remain rare (exXperts consensus).

Summary. Even Il evidence 15 lacking, steroid
use may be suggested at the nme ol diagnosis.
They should be administered in short courses
of 5—10 days to help manage symptoms and
resolve the obstruction. The mean dose Is
I—4 mg/kg/d lor methvlprednisolone or
equivalent (expert consensus ol opinion).

Summary.  Butvlscopolamine helps to manage
vomitng and colicky pain (Grade ). As 1t 1s
not very expensive, it 15 frequently used as a
first-ine  weatment. The mean dose 1s

60—120 mg/24 h (expert consensus). Scopol-




Summary. Gastric antisecretory  drugs, like
PPls, seem relevant in patients with obstruc-
tion or partial obstruction to reduce gastric
secretion or bile reflux and relieve upper
digestive symptoms (expert consensus of
opinion). They should be administered
continuously over 24 hours, which is not al-
ways feasible in clinical practce. The IV injec-
ton of a bolus is the most frequently used
(expert consensus). Omeprazole can be
administered SC.

Summary Haloperidol is usually considered

Somatostatin analogues can be considered
lor the treatment ol bowel obstruction with
peritoneal carcinomatosis. They are more
effective than anticholinergic antisecretory
drugs in controlling obstruction-induced vom-
ing.

as a first-line reatment. If it does not prove
ellective, physicians can switch to chlorproma-
zine although 1t induces sedatve side elfects.
Droperidol also can be an option (expert
consensus). Metoclopramide  should  be
administered only in patents with incomplete
obstruction (expert consensus). In patients
with intractable vomiting, 5-HT3 receptor an-
tagonisis can be considered as a second-ine

wreatment. They can be administered alone
or together (expert consensus).
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DELLA REPUBBLICA ITALIANA

DETERMINAZIONE 18 maggio 2011

Aggiornamento dell’elenco del medicinali, istituito con il
provvedimento della Commissione Unica del Farmaco data-
to 20 lnglio 2000, erogabili a totale carico del Servizio sani-
tario nazionale, ai sensi della legge 23 dicemhbre 1996, n. 648.

Nome Composto

Indicazioni gia autorizzate (AIC)

Estensione di indicazione relativa ad usi
consolidati sulla base di evidenze scientifiche
presenti in letteratura.

Octreotide

Trattamento delle sindromi da tumori endocrini gastro-entero-
pancreatici in particolare:

- Carcinoidi (sindrome del carcinoide);

- VIPomi;

- Glucagonomi;

- Gastrinomi / sindrome di Zollinger-Ellison (eventualmente in
associazione con farmaci anti-H2, con o senza antiacidi);

- Insulinomi (per la prevenzione delle crisi ipoglicemiche pre-
intervento e terapia di mantenimento);

- GRFomi.

Per il trattamento sintomatico e la riduzione dei livelli plasmatici di
GH e Somatomedina-C nei casi di acromegalia non adeguatamente
controllati con terapia chirurgica, radiante o farmacologica (con

Utilizzo nel trattamento di tumori
neuroendocrini in fase evolutiva in pazienti
non sindromici.

Utilizzo nel trattamento dell’'occlusione
intestinale di pazienti con neoplasia
avanzata (i.e.ovaio, colon) e carcinosi
peritoneale.

Utilizzo nella diarrea indotta da
chemioterapia e resistente a trattamento con
loperamide.










Interventi ambientali - prevenzione

Table 1. Essential approaches and practical steps of an
intervention programme for the prevention of delirium

1. Identify higrh-rizk individuals
MNon-treatable delinum dsk factors
(ld ayre
Underdying dementia
Malc pender
Previous history of delinum
Sigrdficant medical history
Poor eycsight and hearng
Frailty
Immuohilicy
2. Initiste active preventve strategies (directed st all, bot especially
tarpeting those at high risk)
Identification and prompt managpement of any treatable delinom
risk factor
Additional steps should include
Caring in an appropdately lit eovironment
Keeping number of staff carng for cach individual tooa
minimum
Make patient familiar with climical staff
Proper introduction and explanation by staff
[mcrease awareness among staff of delidem and its prevention
[mcrease awareness of sundowning syndrome
[inzure glasses and hearing: aids are browght to hospital
Reminders to time and date
Review medications
3 Recognise delinum prodromal symptoms such as
Sudden and fine changes in mental state
Unexplained confusion
Shouting
Restlessmess
Emernring hypoactivity
Sleeping diffscultices

... hon guasterebbe una
valutazione dello stato
cognitivo al momento della
presa in carico (CAM, MDAS,

intervista ai familiari)

Non vi sono evidenze
sufficienti per consigliare un
intervento farmacologico
preventivo (Tabet, IntJ
Geriatr Psychiatry, 2009)







Resiew

Psvehiatric complications of treatment with corticosteroids

Review with case repon

“Treatment of corticosteroid-induced psychiatric
symptoms should start whenever possible with
dose reduction or stopping the drug.”

Appenzeller. Rheumatol Int 2008.
Brown. J Clin Psychiatry 2001.
Lewis. J Affect Disord 1983.

Ling. Arch Gen Psychiatry 1981.
Patten. Drug Saf 2000.

Sirois. Gen Hosp Psychiatry 2003.
Warrington. Mayo Clin Proc 2006.

Riduzione o sospensione a
seconda della situazione clinica,
della possibilita di restitutio quo
ante, della prognosi, ecc.

Occorrono studi clinici controllati
per rispondere alle seguenti
domande: come ridurre la
posologia? come valutare il
rischio di eventi indesiderati da
sospensione?

JOURNAL OF PALLIATIVE MEDICINE Case DiSCu SS ion S

Volume 12, Number 5, 2009
© Mary Ann Liebert, Inc. - n - R
DOL: 10.1089,jpm.2009.9628 in Palliative Medicine

Feature Editor: James Hallenbeck

Can “Steroid Switching” Improve Steroid-Induced Psychosis
in a Patient with Advanced Cancer?

Nao Okishiro, M.D.," Hitoshi Tanimukai, M.D., Ph.D. 23
Satoru Tsuneto, M.D., Ph.D..* and Noriyuki Ito, M.D."

In qualche caso potrebbe avere un ruolo la
«rotazione» degli steroidi?

75




SOCIETA' ITALIANA DI CURE PALLIATIVE SICP OMNLUS

Raccomandazioni della SICP
sulla
Sedazione Terminale /Sedazione Palliativa

Ottobre 2007

“Pratica volta ad alleviare sintomi
refrattari riducendo lo stato di
coscienza in misura adeguata e
proporzionata alle necessita,
effettuata quando la morte e attesa
entro un lasso di tempo compreso tra
poche ore e pochi giorni”
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SEDAZIONE
(HOME CARE)

SINTOMI REFRATTARI CHE
HANNO CONDOTTO ALLA

1026 fourmal of Pain and Sumptom Managewent Vol 43 No. 6 fune 2012

Brief Report

Palliative Sedation in Advanced Cancer
Patients Followed at Home: A Retrospective
Analysis

Sebastiano Mercadante, MD, Giampiero Porzio, MD, Alessandro Valle, MDD,

» (HOCAL

Tahie 1
Indications to Start PS

Reasons to Start PS Frequency Percentage
Dielirium 26 h3.1

Delirom /pain

Delirmm /dyvspnea

Dvspnea

Dvspnea /()

Pain

Pain/dyspnea

Pain/dyspnea,/ psychological
distress

Total

49

fol)
W B S i B D

—- |
T
—

-
et

I

S

PS = pallative sedation; () = other.
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Review Article

Palliative Sedation in Patients with Advanced
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Table 1

Published Ariicles on PS5 ai Home

Rosengarten et al, /2048 Ssrael™

Porzio et al. /2010 /Taly'"
Alonsc-fabarmo et al./ 215 Fl..'l.il'l:”

REetrospective

Retrospective
Retrospective

20 {h)

44 {56)
245 (12}

Morphine {12—24))
Midarolam {12—144)
Midazolam {(24—48)
Midarolan {58497

Pain, aritition

Delirivm, dhspniea
Delirium, dysprea

Sample of Patents Frincipal Mean
at Home, Drugs and Frincipal Duration
AnthorsYear /Counitry Design n (% Sedated) Dioses (mg /dav) Indications {ddays)
Ventafridda et al. /1990 /Traly” Prospecive 154 {K2) Pk Dhvspnea, pain e
Peruselli et al, /19049, Tealy’ Prospective, 104 {25) MNA IA A
mtltice ner

Bulli et al ./ %007/ Tak® Prospective 1075 (12—14.9 M eurcle ptics A |

Midaz olam

Oipioids

55
aF

MA = not avanbihle,

79




In un servizio di cure
palliative bisogna
preoccuparsi se la
sedazione e:

* Troppo rara (riluttanza a metterla in atto quando indicato)

* Troppo frequente (incapacita di controllare i sintomi difficili ma
non refrattari)
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Original Article

Palliative Sedation in Patients With Advanced
Cancer Followed at Home: A Prospective
Study

Sebastiano Mercadante, MD, Giampiero Porzio, MD, Alessandro Valle, MD,
Federica Aielli, MD, and Alessandra Casuccio, BS, on behalf of the Home
Care—ltaly Group

Pain Relief and Palliative Care Unit (S.M.), La Maddalena Cancer Center, Palermo; Palliative
Medicine (S.M.), Department of Anesthesia & Intensive Care and Department of Sciences for Heallh
Promotion “G. D'Alessandro™— Hygiene Section (A.C.), University of Palermo, Palermo; Home Care
Program (G.P, FA.), L’ Aquila per la vita, L'Aquila; and Home Care Program (A.V.), Fondazione
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“The palliative sedation was
performed in 24 of 176 patients
who died at home (13.6%).
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