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Objectives

he Etiologies of Cancer Pain

> and discuss interventional procedures as options
ncer Pain Control

hanges in the Paradigm for the Future




Why treat pain?

of pain is important for
liance with guidelines and standards
[0)
and Ethical reasons
ppocratic Oath / primum non nocere

yving patient outcomes and satisfaction —
y of Life




Components of Pain

**Sensory: Intensity, quality, location, severity

ssReactive: Affective, Concept of total pain-suffering, Interference
w/activities, fatigue, etc.

Nociception

Total Pain/Suffering

delirium/depression
anxiety/fear




Cancer Pain Etiology

r disease

rasion of bone, soft tissues, involvement of vessels,
ow organs, nerves and nervous system structures

I treatment

emotherapy-induced peripheral neuropathy
diation-induced tissue damage

gery-induced nerve damage and pain syndromes




Pain ladder: Recommendations

World Health Organization. Cancer pain relief, 2nd, World Health Organization, Geneva 1996.



Treatment of Cancer Pain




Cancer Pain Interventions

de
eliac blockade (neurolytic)
otor/sensory separation (intercostal; trigeminal)

trathecal (opioid & neurolytic)

euraxial analgesia (epidural/intrathecal)
eurostimulation

ertebroplasty
adiofrequency ablation

RIF/Stabilization
ertebrectomy

ative




Intercostal Nerve Block

ONS.
all pain
abdominal pain
S Zoster
oracotomy pain syndrome

1ctures

L] L] L]
b




Intercostal Nerve Block




Splanchnic Nerve /Celiac Block

lons:

ain

aritoneal pain

ric pain, upper abdominal pain
alignancy,

ceral arterial insufficiency,
ncreatitis







Splanchnic Nerve /Celiac Block

Meta-analysis for cancer pain Good/excellent relief = 89%
24 papers (2 RCT’s) Persistent ber_weflt T> 3 mont
n=1145 70-90% benefit until death
63% pancreatic/37% non-pancreatic Similar benefits in pancreati
50-100% alcohol=15 to 50 ml N !
Bilateral posterior approach- most non'pancreatlc Intra-abdomi

common malignancies
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Eisenberg E et al. Neurolytic celiac plexus block for treatment of cancer pain: a meta-analysis.
Anesth Analg. 1995;80(2):290.




Splanchnic Nerve /Celiac Block




Splanchnic Nerve /Celiac Block




Superior Hypogastric Plexus Block

)NS:
tic mediated pain of the
era
y
10SIS
pathetic dystrophy/causalgia: CRPS




Superior Hypogastric Plexus Block

79% had +ve response to LAk

44%=moderate pain control

phenol

L Reduction in oral opioids- 51

Pelvic pain =Gyn/colorectal/GU .

malignancies No additional blocks needed

Poor pain control in past months

Percutaneous= 10% phenol - - -

Two blocks (local and then 10% phenol) No major cor_npllca-ltlons _
Poor results in patients with
extensive retroperitoneal dis

Plancarte R et al. Neurolytic superior hypogastric plexus block for chronic pelvic pain associated with cancer.
Reg Anesth. 1997;22(6):562.

Prospective study of 3 years




Superior Hypogastric Plexus Block




Superior Hypogastric Plexus Block




Pathology of compression fractures




Vertebroplasty: Definition

oroplasty is an effective, minimally invasive spi
dure where acrylic bone cement is injected Intc
| pathologically compressed vertebral body.




Vertebroplasty: Why performed?

t further vertebral collapse

o further loss of height
ciated with fractures at adjacent

S In kyphosis




Vertebroplasty/Kyphoplasty

ONS

related to vertebral compression fractures associated with
eoporosis or tumor infiltration

dications

orrected coagulpathy or systemic or spinal infection, epidura

Jerate to severe retropulsion of the posterior vertebral body c
spinal canal, burst fracture

ght loss>70%




Kyphoplasty: Technique

le bone tamp is inserted into the vertebral body
IS inflated, elevating the endplates
Is deflated and removed




Vertebroplasty/Kyphoplasty: Potential
Advantages

algesia
bility

ability

formity correction

proved Pulmonary Function
In Medication Reduction




Vertebral compression fractures:
Percutaneous interventions

Kyphoplasty




Vertebral compression fractures:
Percutaneous interventions




Vertebral compression fractures:
Percutaneous interventions




Vertebral compression fractures:
Percutaneous interventions




Vertebral compression fractures:

Percutaneous interventions
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Vertebral compression fractures:

Percutaneous interventions

!
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Intrathecal trial: Patient selection

able opioid side effects

ptable analgesia w/T7T dose

antation
)f pumps:

en for spasticity
ne-opioid, Ziconotide-calcium channel

hological contraindications




Intrathecal pump: Evidence for cancer pain

. : : Success 84.5%
«» Randomized controlled trial

...................................................... 20% drop 57.7%
=22 _ VAS score drop 52%
% Intrathecal pump vs medical o

management TOXICIty drop 50%
¢ Clinical success= 20% drop in VAS scores Fatigue More ‘

OR equal scores with 20% drop in toxicity _
Consciousness Improved

Survival@6 mo 53.9%

Smith
medica anageme
2002;20(19):4040.




Intrathecal pump: Procedure




Is All Cancer Pain Treatable?

s»Diffuse bone metastases, leptomeningeal disease,
bosacral plexopathies, pancreatic cancer

“*Severe egaln syndromes may require consideration of
1C

. techniques
e [V/SC lidocaine, oral/IV ketamine
* [T/epidural infusions
* Neurolytic blocks
ssHigh-dose steroids

“*Relief from pain can be achieved in over 90% of cancer

CI11L MOUgIl pallv/pa Al !“A. ] I10alll




The Vision - Paradigm Change

y intervention to help cancer patients with pain

roactive in helping patients avoid side effects from
mic opioids

1s on quality of life-help patient with treatment-
d side effects




To hurt, or not to hurt,

that 1s the question.

Cure disease sometimes.
Relieve symptoms often.
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