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Cancer and Morbidity

Cancer Related
Complications
* Direct invasion
* Obstruction

* Compression

* Effusion

* Infections

* Thrombosis

* Bleeding

* Inflammation

* Paraneoplastic

Presented by David Hui, MD © 2021



Cancer and Morbidity

Advanced cancer
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Supportive Care Needs

Supportive care issues

Cancer related symptoms
Treatment side effects
Co-morbidities
Psychological distress
Information needs

Caregiver support

End of life issues

Cancer Patients

|
t
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Curable cancer Incurable cancer
treeetr ¢ teteeeeeeeet
Curative cancer Palliative cancer therapies
“Cured” fermples Diagnosis Death
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Definition of Supportive Care

“the provision of the necessary services for those living with or affected by
cancer to meet their informational, emotional, spiritual, social or physical
need during their diagnostic, treatment or follow-up phases encompassing
issues of health promotion and prevention, survivorship, palliation and
bereavement. . .”

Fitch. Providing Supportive Care for Individuals Living with Cancer 1994

“the prevention and management of the adverse effects of cancer and its
treatment. This includes management of physical and psychological symptoms
and side effects across the continuum of the cancer experience from diagnosis
through treatment to post-treatment care. Enhancing rehabilitation,
secondary cancer prevention, survivorship, and end-of-life care are integral to
supportive care...”

Multinational Association of Supportive Care in Cancer



Supportive Care Needs

Cancer Patients
Survivorship clinics

Carfyanpteatnalinicsupport services  Palliative care

Supportive care issues

Cancer related symptoms

Treatment side effects

Co-morbidities

Psychological distress
Information needs

Caregiver support

End of life issues Psycho-oncology servia

Curative cancer
therapies

Palliative cancer therapies

“Cured” Diagnosis Death

Hui et al. Curr Opin Oncol 2014; Hui et al. Curr Opin Oncol 2021



How can oncologists provide
better supportive care?



Need-Based Models

Cancer
assessment &
treatment
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Need-Based Models

Solo Practice Model

Pros

* Continuity of care

* Timely management Cons

e Limited time
e Difficulty keeping up with
the literature

End

of NVE * Under-diagnosis results in
life "< under-treatment
Cancer Dyspnga' t.eI::,c]k of an inter-professional

Assessment & i
Treatment 8y COSERE]
distress
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Primary Palliative Care

Cluster Randomized Trial

Primary palliative Care provided by oncology nurses
-3 day training
-Extra CONNECT visit before/after oncology clinic

672 patients with -Monthly visits over 3 months

metastatic solid tumor

and no to “Surprise
question” for 1 year

Routine Oncology Care

MN-< OO0 Z22>»X

Qutcomes over 3 months
Single blind study (interviewers) 1. Change in FACIT-Pal (0-184)
Cluster RCT at 17 community sites 2. ESAS (0-90)
No specialist PC available 3. HADS0-21
Estimated 40% attrition
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Primary Palliative Care

Patients with Advanced Solid Tumors

Table 3. Unadjusted Mean Scores and Regression-Estimated Differences in Patient Quality of Life and Symptom Outcomes
Between Groups at 3 Months

Measure CONNECT group Standard care group Adjusted mean difference® P value ICC
Quality of life
FACIT-Pal score® 130.7 (28.2) 134.1(28.1) 1.20(-2.75t05.15) 55 0.020
Symptom burden
ESAS score” 23.2 (16.6) 24.0(16.1) ~2.64 (-5.85 10 0.58) 11 0.013
Mood symptoms
HADS®
Depression subscale score 51(3.4) 48(3.7) -0.08 (-0.71100.57) 82 0.007
Anxiety subscale score 5.7(3.9) 54(4.2) -0.31(-0.96t00.33) 34 0.037

Even with a very carefully conducted primary palliative care intervention controlling for
time, interest and training, patient outcomes did not improve

» Still limited PC dose, nurse only, duration — but this is likely the most possible

* Low symptom burden at baseline — need to focus on patients with need

* No specialist palliative care available — one of the most useful aspects of primary PC
is to refer patients

Schenker et al. JAMA Intern Med 2021



Need-Based Models

Pros
* Expert input

cons

¢ Under-diagnosis results
in under-treatment

* Loss in transition

e Potential team conflicts
¢ Financial burden

Congress Model

Pain consult Neurology consult Gl consult

Bowel

Delirium obstruction

Chaplain Palliative care
consult consult

Spiritual
distress

Dyspnea ‘

Psychiatry consult

Cancer
Assessment &
Treatment

Psychosocial
distress

Bruera and Hui. J Clin Oncol 2010



Need-Based Models

Integrated Care Model

Pros

* Continuity of care

e Timely management
e Comprehensive care

Symptoms &
Distress

Cancer
Assessment &

Endoscopic
Stenting

Gl consult Pulmonary Psychiatry
consult consult

Treatment

Bruera and Hui. J Clin Oncol 2010



Benefits of Palliative Care
5 Meta-Analyses

Patients Setting No. of No. of Quality of life Symptoms Mood Survival
studies patients SMD (95% Cl) SMD (95% ClI) SMD (95% ClI) HR (95% Cl)

Karalieratos JAMA  Cancer and non- |P/OP 15 2355 - 0.90(0.69, 1.1)
2016 cancer
Cancer only IP/OP 11 1670 0.12 -0.14 0.82 (0.60, 1.13)
(-0.2,0.27) (-0.39, 0.10)
Gartner BMJ 2017  Cancer and non- IP/OP 12 2454 -0.38
cancer (-0.82, 0.06)
Canceronly  IP/OP 5 828 -0.21
(-1.35, 0.94)
Early only opP 2 388
Haun Cochrane 2017  Canceronly OP 7 1614 - -0.11 0.85
(-0.26, 0.03) (0.56, 1.28)
Heorger Ann Behav Canceronly OP 8 2092 -
Med 2019
Fulton Palliat Med Canceronly OP 10 2385 -0.17 (-0.45, 0.11) -0.09 0.84
2019 (-0.32,0.13) (0.61, 1.18)

Presented by David Hui, MD © 2021 Hui et al. CA: Cancer J Clin 2018 (updated data)



Timely Access to Palliative Care

Conceptual Framework

Enhanced

Longitudinal
psychosocial

support

N

Maximize Fewer Optimal Decreased Proper Trust and
cancer symptom symptom anxiety/ spiritual relation-
treatments Crisis control depression care ship

Timely symptom

communication &

management oY :
8 decision making

Cancer Tx

at EOL

Patient Outcomes

Improved QOL

Greater satisfaction

Less aggressive care

= ?Prolonged survival

Hui et al. CA: Cancer J Clin 2018



Randomized Controlled Trial

Routine Symptom Screening

Web based self

766 patients with reporting of Study Endpoints

metastatic breast, symptoms Primary Outcome
e Change in HRQOL at 6 months

GU, GYN, lung cancer
patients on
chemotherapy

(EQ-5D index)
Secondary Outcomes
Routine oncology e  Survival

care

Symptom Tracking and Reporting Web-based interface
m 12 symptoms: Appetite loss, constipation, cough, diarrhea, dyspnea, dysuria, fatigue, hot
flashes, nausea, pain, neuropathy, vomiting
NCI CTCAE grading: 0 (absent) to 4 (disabling)
Interface: touchscreen tablets or computer kiosks
Frequency: at clinic visit and between visits (not mandatory)
Action: e-mail alerts if worsened by 2+ points or absolute value >3
Basch et al. J Clin Oncol 2016



N = wor

Randomized Controlled Trial

Routine Symptom Screening
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Usual Care STAR Usual Care
Secondary outcomes Median survival
*  EQ-5D showed improvement in mobility (P=0.02), self-care * PRO: 31.2 months
(P=0.01), anxiety/depression (P=0.01), pain/discomfort * Control: 26.0 months
(P=0.05), usual activities (P=0.09) * HRO0.83(95% 0.70-0.99, P=0.04)

Chemotherapy longer (8.2 mvs. 6.3 m, P=0.002)

Fewer ER visits at 1 year (34% vs. 41%, P=0.02)
Fewer hospitalized at 1 year (45% vs. 49%, P=0.08)

Basch et al. J Clin Oncol 2016; Basch et al. JAMA 2017



Screening-Criteria-Automated triggers-Network (SCAN)

Outpatient
PC clinic

resources

Automatic .
triggers Increased timely

palliative care
access and
improved
outcomes

4 By Dawad Hui, MD ©720. Hui et al. Lancet Oncol 2016; Hui et al. CA: Cancer J Clin 2018



How can organizations provide
better supportive care?



Cancer treatment

services
Integrative medicine

Navigation programs

Ostomy care
Palliative care

Psycho-oncology services
Specialized symptom clinics
Cachexia clinic
Cancer pain clinic
Dyspnea clinic
Fatigue clinic

Survivorship clinics

Supportive Care Services
Many Different Departments

S L

of cancer therapies
Complementary therapies

Information, health
community resources
Post-operative care
Diverse needs of patients with advanced cancer

system navigation,

Psychosocial care

Anorexia-cachexia
Cancer pain

Dyspnea
Cancer-related fatigue

Cancer surveillance and long term toxicities

support Cancer related complications and adverse effects Advanced practice providers, physicians, nurses

Acupuncturists, art therapists, massage therapists, music therapists,
yoga therapists, physicians and others

Nurses, lay navigators

Nurses
Advanced practice providers, nurses, pharmacists, physicians,
psychologists, social workers

Psychologists, psychiatrists, chaplains, social workers

Dieticians, nurses, physicians, psychologists

Physicians (pain specialists), nurses, psychologists

Physicians (palliative care, pulmonologists), rehab, resp. therapists
Nurses, physicians, psychologists, physical therapists

Advanced practice providers, physicians (oncologists), nurses

Hui et al. Curr Opin Oncol 2021



Organizational Models
Siloed Approach

Primary supportive care at oncology clinic

fragme

21u1[> dIYSIOAIAINS

A8o|oouo-oydAsd
a.ed |eio)sed
8Jed ajl| PIIYD

juawiedap uonINN
uonelljiqeyas Jaoue)n

2JIAIBS U!Ed Jaoue) &

auIpaw aAnessau|

Key Concerns

No screening Multiple Different Siloed
for needs appointments | [ philosophies | | departments
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Variations in Fragmented Cmiitehg Competition
referral care £ for resources
redundancy
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Organizational Models
Integrated System Approach

Primary supportive care at oncology clinic

Supportive care involvement always under a unified service model

Integrated supportive care department

Systematic screening for supportive care needs

Psycho-
sacology

Child life
care Supportive/ Nutrition
Integrative palliative care
med feam Cancer pain
Cancer service
rehab Pastoral
- survivorship care
care
Systematic Consolidated Unified Integrated
screening appointments approach departments
I I ‘
Timelycare | | Streamiined oy c::"’p:::;"
care interdisciplinary
teamwork development

Hui et al. Curr Opin Oncol 2021



Summary

Patients with cancer have significant supportive care needs
— Many different supportive care services evolved over time
— High variability in supportive care = variability in quality of care

Different models for oncologists to provide supportive care
— Solo model

— Congress model

— Integrated model

No one model fits all — but the principles matter

— More systematic screening of supportive care needs
— More referrals/collaborations
— More integrated organizational structure

More high-quality research is needed!
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