                                      Palliative care

Palliative care (from Latin palliare, to cloak) is any form of medical care or treatment that concentrates on reducing the severity of disease symptoms, rather than halting or delaying progression of the disease itself or providing a cure. The goal is to prevent and relieve suffering and to improve quality of life for people facing serious, complex illness. Non-hospice palliative care is not dependent on prognosis and is offered in conjunction with curative and all other appropriate forms of medical treatment. It should not be confused with hospice care which delivers palliative care to those at the end of life. In the UK this distinction is not operative; hospices and non hospice based palliative care teams both provide care to those with life limiting illness at any stage of their disease. (See "History" and "Practice" below for additional information on hospice and hospice care.)

Concept
The term "palliative care" may be used generally to refer to any care that alleviates symptoms, even if there is hope of a cure by other means; thus, a recent WHO statement[1] calls palliative care "an approach that improves the quality of life of patients and their families facing the problems associated with life-threatening illness." In some cases, palliative treatments may be used to alleviate the side effects of curative treatments, such as relieving the nausea associated with chemotherapy.The term "palliative care" is increasingly used with regard to diseases other than cancer, such as chronic, progressive pulmonary disorders, renal disease, chronic heart failure or progressive neurological conditions. In addition, the rapidly-growing field of pediatric palliative care has clearly shown the need for services geared specifically for children with serious illness.Though the concept of palliative care is not new, most physicians have traditionally concentrated on aggressively trying to cure patients. Available treatments for alleviation of symptoms were viewed as hazardous and seen as inviting addiction and other unwanted side effects.[2]Over the past twenty years, the focus on a patient's quality of life has gained substantial ground. Today in the United States, 55% of U.S. hospitals with over 100 beds offer a palliative care program[3] and nearly one-fifth of community hospitals have palliative care programs.[4] A relatively recent development is the concept of a dedicated health care team that is entirely geared toward palliative treatment, called a palliative care team.

Clarification
There is often confusion between the terms hospice and palliative care. In the United States, hospice services and palliative care programs share similar goals of providing symptom relief and pain management.[5] However, the most important distinction between hospice and palliative care programs in the United States is that hospice is a Medicare Part A benefit, thus requiring many aspects of hospice care such as enrollment to be regulated by the United States federal government.[1]

 HYPERLINK "http://www.cms.hhs.gov/manuals/downloads/ge101c04.pdf" \o "http://www.cms.hhs.gov/manuals/downloads/ge101c04.pdf" [2] Non-hospice palliative care, however, is appropriate for anyone with a serious, complex illness, whether they are expected to recover fully, to live with chronic illness for an extended time, or to experience disease progression.[6]
Goals
While palliative care may seem to offer an incredibly broad range of services, the goals of palliative treatment are extremely concrete: relief from suffering, treatment of pain and other distressing symptoms, psychological and spiritual care, a support system to help the individual live as actively as possible, and a support system to sustain and rehabilitate the individual's family.[7]
History
Palliative care today is no longer limited to hospice care, however palliative care began in the hospice movement. Hospices were originally places of rest for travelers in the 4th century. In the 19th century a religious order established hospices for the dying in Ireland and London. The modern hospice is a relatively recent concept that originated and gained momentum in the United Kingdom after the founding of St. Christopher's Hospice in 1967. It was founded by Dame Cicely Saunders, widely regarded as the founder of the modern hospice movement.

Recently, the hospice movement has grown dramatically. In the UK in 2005 there were just under 1700 hospice services, consisting of 220 inpatient units for adults with 3156 beds, 33 inpatient units for children with 255 beds, 358 home care services, 104 hospice at home services, 263 day care services and 293 hospital teams. These services together helped over 250,000 patients in 2003/4. Funding varies from 100% funding by the National Health Service to almost 100% funding by charities, but the service is always free to patients.

Hospice in the United States has grown from a volunteer-led movement to improve care for people dying alone, isolated, or in hospitals, to a significant part of the health care system. In 2005 more than 1.2 million individuals and their families received hospice care. Hospice is the only Medicare benefit that includes pharmaceuticals, medical equipment, twenty-four hour/seven day a week access to care and support for loved ones following a death. The majority of hospice care is delivered at home. Hospice care is also available to people in home-like hospice residences, nursing homes, assisted living facilities, veterans' facilities, hospitals and prisons.

The first United States hospital-based palliative care programs began in the late 1980s at only a handful of institutions such as the Cleveland Clinic and Medical College of Wisconsin. Since then there has been a dramatic increase in hospital-based palliative care programs, now numbering more than 1200. Over 55% of U.S. hospitals over 100 beds have a program.[8] Hospital palliative care programs today care for non-terminal patients as well as hospice patients. Palliative care programs in hospitals can be difficult to financially support given the multiple employees on a palliative care team and the time-intensive involvement with patients without adequate reimbursement. Therefore, strategies for funding palliative care programs typically focus on cost-savings for the hospital as opposed to revenue-generating models.

Practice
In the United States, hospice and palliative care represent two different aspects of care with similar philosophy, but with different payment systems and location of services. Palliative care services are most often provided in acute care hospitals organized around an interdisciplinary consultation service with or without an acute inpatient palliative care ward. Palliative care may also be provided in the dying person's home as a "bridge" program between traditional US home care services and hospice care or provided in long-term care facilities. In contrast, over 80% of hospice care in the US is provided in a patient's home, with the remainder provided to patients residing in long-term care facilities or in free standing hospice residential facilities. In the UK, hospice is seen as one part of the specialty of palliative care and no differentiation is made between 'hospice' and 'palliative care'.

In most countries, hospice and palliative care is provided by an interdisciplinary team consisting of physicians, registered nurses, social workers, hospice chaplains, physiotherapists, occupational therapists, complimentary therapists, volunteers and, most importantly, the family. The focus of the team is to optimize the patient's comfort. Additional members of the team are likely to include certified nursing assistants or home health care aides, volunteers from the community (largely untrained but some being skilled medical personnel as well), and housekeepers.

In the UK palliative care services offer inpatient care, home care, day care, outpatients and work in close partnership with mainstream services. Hospices often house a full range of services and professionals for both pediatric and adult patients.

In the US, palliative care services can be offered to any patient with no restrictions on disease type or expected prognosis. However, hospice care under the Medicare Hospice Benefit, requires that two physicians certify that a patient has less than six months to live, if the disease follows its usual course. This does not mean, however, that if a patient is still living after six months in hospice, he or she will be discharged from the service. Such restrictions do not exist in other countries such as the UK.

Caregivers, both family and volunteers, are crucial to the palliative care system. Because of the amount of individual contact, caregivers and patients often form lasting friendships yet consequently, caregivers may find themselves under severe emotional and physical strain. Opportunities for caregiver respite are some of the services hospices provide to promote caregiver well being. Respite may be for several hours or up to several days (the latter being done usually by placing the patient in a nursing home or in-patient hospice unit for several days).

Because palliative care sees an increasingly wide range of conditions in patients at varying stages of their illness, it follows that palliative care teams offer a wide range of care. This may range from managing the physical symptoms in patients receiving active treatment for cancer, through treating depression in patients with advanced disease, to the care of patients in their last days and hours. Much of the work involves helping patients with complex or severe physical, psychological, social and spiritual problems. In the UK over half of patients are improved sufficiently to return home. If a patient dies, it is common for most hospice organizations to offer bereavement counseling to the patient's partner or family.

In the US, board certification for physicians in palliative care is through the American Board of Hospice and Palliative Medicine; more than 50 fellowship programs provide 1-2 years of specialty training following a primary residency. In the UK, palliative care has been a full specialty of medicine since 1989 and training is governed by the same regulations through the Royal College of Physicians as with any other medical specialty.

Funding for hospice and palliative care services varies. In the UK and many other countries, all palliative care is offered free to the patient and their family, either through the National Health Service (as in the UK) or through charities working in partnership with the local health services. Palliative care services in the US are paid by philanthropy, fee-for service mechanisms or from direct hospital support, while hospice care is provided as Medicare benefit; similar hospice benefits are offered by Medicaid and most private health insurers. Under the Medicare Hospice Benefit (MHB), a patient signs off their Medicare Part A (hospital payment) and enrolls in the MHB with direct care provided by a Medicare certified hospice agency. Under terms of the MHB, the Hospice agency is responsible for the Plan of Care and may not bill the patient for services. The hospice agency, together with the patient's primary physician, is responsible for determining the Plan of Care. All costs related to the terminal illness are paid from a per diem rate (~US $126/day) that the hospice agency receives from Medicare-this includes all drugs and equipment, nursing, social service, chaplain visits and other services deemed appropriate by the hospice agency; Medicare does not pay for custodial care. Patients may elect to sign-off the MHB and return to Medicare Part A and re-enroll in hospice at a later time.

Dealing with distress
The key to effective palliative care is to provide a safe way for the individual to address their physical and psychological distress, that is to say their total suffering, a concept first thought up by Dame Cicely Saunders, and now widely used, for instance by authors like Twycross or Woodruff.[9] Dealing with total suffering involves a broad range of concerns, starting with treating physical symptoms such as pain, nausea and breathlessness. The palliative care teams have become very skillful in prescribing drugs for physical symptoms, and have been instrumental in showing how drugs such as morphine can be used safely while maintaining a patient's full faculties and function. However, when a patient exhibits a physiological symptom, there are often psychological, social, or spiritual symptoms as well. The interdisciplinary team, which often includes a social worker or a counselor and a chaplain, can play a role in helping the patient and family cope globally with these symptoms, rather than depending on the medical/pharmacological interventions alone. Usually, a palliative care patient's concerns are pain, fears about the future, loss of independence, worries about their family, and feeling like a burden. While some patients will want to discuss psychological or spiritual concerns and some will not, it is fundamentally important to assess each individual and their partners and families need for this type of support. Denying an individual and their support system an opportunity to explore psychological or spiritual concerns is just as harmful as forcing them to deal with issues they either don't have or choose not to deal with.

Some charities for the hospice movement offer free, self learning online programmes covering all aspects of palliative care, including management of distress.[10]
Alternative medical treatments such as relaxation therapy,[11]

 HYPERLINK "http://en.wikipedia.org/wiki/Palliative_treatment" \l "_note-11#_note-11" \o "" [12] massage,[13] music therapy,[14] and acupuncture[15] can relieve some cancer-related symptoms and other causes of suffering. Treatment that integrates complementary therapies with conventional cancer care is integrative oncology.
Symptomatic treatment

Symptomatic treatment is any medical therapy of a disease that only affects its symptoms, not its cause, i.e., its etiology. It is usually aimed at reducing the signs and symptoms for the comfort and well-being of the patient, but it also may be useful in reducing organic consequences and sequelae of these signs and symptoms of the disease. In many diseases, even in those whose etiologies are known (e.g., most viral diseases, such as influenza), symptomatic treatment is the only one available so far.

Examples of symptomatic treatments:

· Analgesics, for pain 

· Anti-inflammatory agents, for inflammation caused by arthritis 

· Antitussives, for cough 

· Antihistaminics, for allergy 

· Brain shunts, to alleviate hydrocephalus 

When the etiology for the disease is known, then specific treatment may be instituted, but it is generally associated to symptomatic treatment, as well.

Symptomatic treatment is not always recommended, and in fact it may be outright dangerous, because it may mask the presence of an underlying etiology which will then be forgotten or treated with great delay. Examples:

· Low-grade fever for 15 days or more sometimes is the only symptom of bacteremia by staphylococcus bacteria. Suppressing it by symptomatic treatment will hide the disease from effective diagnosis and treatment with antibiotics. The consequence may be severe (rheumatic fever, nephritis, endocarditis, etc.) 

· Chronic headache may be caused simply by a constitutional disposition or be the result of a brain tumor or a brain aneurysm. 

Finally, symptomatic treatment is not exempt of adverse effects, and may be a cause of iatrogenic consequences (i.e., ill effects caused by the treatment itself), such as allergic reactions, stomach bleeding, central nervous system effects (nausea, dizziness, etc.).

Breathlessness
Breathlessness (Dyspnea), or shortness of breath are terms often used inter-changeably, to describe a person's awareness of difficulty in breathing. Like pain, it is a sensation that can be judged only by the person experiencing it. The patient may experience breathlessness only with physical activity, and be comfortable at rest, or he may be aware of the effort of breathing even at rest.  When this is the case, demands the patient may think of as work can make his breathing worse:

· Eating and digesting food after eating; 

· Dealing with discomfort such as constipation, pain or a fever; 

· Even laughing. 

Simply anticipating some event can increase the work of breathing.

Breathlessness can be caused by a number of different types of cancer or can be caused by conditions associated with a cancer (i.e. distended abdomen, malnutrition). 

Professional Management

Breathlessness inhibits the patient's ability to engage in normal activities which can lead to social isolation and decreased quality of life. As with pain, the patient is the only one who is able to determine the level of breathlessness experienced. Because dyspnea can have serious consequences, it is important that the patient keeps his doctor, nurse or pharmacist informed about his physical condition at all times. 
He tells his doctor, nurse, or pharmacist about any unusual or disturbing symptoms that he experiences. Even at different times and under different circumstances the patient may feel varying levels of dyspnea with the same condition. The use of a consistent dyspnea scale (0 = no dyspnea, 10 = worst dyspnea imaginable) helps to best communicate the intensity of dyspnea a patient experiences. 
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Medications for Dyspnea 

As with pain, dyspnea is managed in accordance with what is causing it. The most appropriate treatment of breathlessness is determined following a thorough history, physical exam and diagnostic tests. Dyspnea or breathlessness can be caused by: 

· Advanced and/or acute illnesses that prevent airflow such as chronic diseases including asthma, emphysema and pulmonary embolisms. 

· Changes in compliance &/or capacity of the lungs that interfere with the workload of breathing such as interstitial fibrosis, congestive heart failure, intrinsic respiratory muscle weakness, ascites, pleural effusions and superior vena cava obstruction. 

· Airwary obstruction resulting from tumours of the trachea, larynx, thyroid, mediastinum, bronchus as well as traheoesophageal fistulas and pulmonary embolisms. 

· Some treatment induced conditions including radiation of the lungs or chemotherapy damage, infections and anemia.

Often, patient's dyspnea will be caused by more than one thing, therefore you may need to be treated with more than one medication. Here are a list of some medications used for dyspnea: 

· Many health care providers oppose the use of opiates for dyspnea. This opposition comes from a lack of knowledge of the effectiveness of opioids for dyspnea, lack of clinical experience using opioids to treat dyspnea and a reflexive avoidance of any drug that potentially depresses respirations. 

· Corticosteroid medications can decrease exercise-induced shortness of breath, shortness of breath due to airway obstruction, chronic pulmonary disease and radiation pneumonitis. 

· Bronchodilators and expectorants can be used to treat "asthma-like" symptoms and to increase the patient's ability to cope with breathlessness. 

· Anxiolytic agents such as benzodiazepines can be used to treat anxiety which may increase breathlessnes, therefore caution should be used because some patients may experience these medications as increasing anxiety, not decreasing it. Midazolam is a powerful anxiolytic usually reserved for severe dyspnea. 

· Diuretics can be considered if an underlying cause is associated with increasing volumes. 

· Anticholinergics such as scopolamine or atropine can be used to decrease secretions but only if death is imminent. 

· Oxygen - although the use of oxygen for dyspnea may not have a large physiologic benefit, family members and patients may find some psychological comfort with the use of oxygen.

Eating Challenges
Appetite/ Weight Loss
The lack or loss of appetite (anorexia is the medical term) is the second most commonly reported symptom in patients with advanced cancer (65-85%). Studies have shown that appetite and ability to eat are the most important physical aspects of patients' quality of life. 

Involuntary weight loss (cachexia is the medical term) is associated with disordered metabolism characteristic of certain diseases including cancer. Studies also found a correlation between weight loss and quality of life - patients had significant symptom distress due in part to the weight loss.

· Fatigue/muscle weakness 

· Musculoskeletal pain 

· Nausea 

· Breathlessness (dyspnea)

Information concerning anorexia and cachexia may provide ways to help patients and families gain control of a disease process that often seems to be invading every part of their life.
 
Professional Management
There are various approaches that can assist the patient and his family with managing appetite loss. Eating includes more than placing nutrients in the body. Most societies attach a great significance to eating and treat it as a social activity. Food is also associated with nurturing. Socialization and cultural beliefs on at least a subconscious level tell people they must eat, including people with cancer who may not feel like eating. 

The rites and celebrations of families provide bonding and sharing and include food. Decreased intake of food and fluids can be seen as a sign of deteriorating condition, so families and caregivers sometimes feel pressure to "make" the person with cancer eat. Measures that increase the quantity and quality of nutrition can bring significant benefit to quality of life that patients and families living with cancer experience. Being able to eat often gives a boost to morale.
Medications Used to Manage Cachexia/ Anorexia Related to Cancer 

There is quite a bit of research that is being conducted to determine if there are medications which can alleviate cachexia/ anorexia. The following are some of the medications that have proven useful, but there is at this time no "magic bullet" that reverses cachexia for cancer patients. 

Megestrol Acetate - Megace - This medication can improve appetite and increases caloric intake. It also can increase the sensation of well being. Studies have found that even when body weight is not increased, there is an improvement in appetite, decrease of fatigue, and an improved general feeling of well being. 

This medication has few side effects, but some which can prove limiting for some patients. Your health care team will know if you could benefit from taking this medication, and will work with you to determine if the benefits outweigh the risks. 

Depo-Provera - is a long acting progestational steroid. The mechanism of action of these drugs is unclear - but is likely due to an effect on metabolic changes caused by the cancer, and the increased appetite is thought to be secondary to the reversal of this state. The main drawback is the high cost of the medication and some of the risks it presents. 

Corticosteroids - are often used for a number of reasons (nausea, pain), and also have demonstrated an improvement in appetite, food intake, performance status, general well-being. What this medication has not proven is any effect on weight gain, and its effects only last up to 4 weeks. As well, corticosteroids are very powerful medications, and may cause severe side effects with susceptible persons. 

Cannabinoids - are those medications that are derived from marijuana. They have been shown to cause an improvement in mood and appetite, and a reduction in weight loss with higher doses. However, some patients cannot tolerate the side effects of these drugs, while some, frankly, like them! 

Omega-3 fatty acids - are polyunsaturated fatty acids which act to reduce some of the tumour by-products that cause cachexia/ anorexia. You can obtain this medication from your health food stores, or by eating foods where this molecule is present in greatest concentration - "dark fish" such as salmon, mackerel, tuna, or swordfish. Side effects can be mild to moderate - loose "fatty" stools and fishy-tasting burps. There are several clinical trials underway in Canada, and the results will be released soon. 


Constipation

Constipation means being unable to move the bowels, having to push harder to move the bowels, or moving them less often than usual. Bowel movements will be small, dry, and hard. Some patients report that constipation is one of the worst symptoms that they have experienced. 
Constipation happens when the patient gets less exercise, or when he eats and drinks less than usual. Some medicines may also cause constipation. Opioids act on nerves in the bowel, decreasing activity in the bowel. This decreased activity allows time for water to be absorbed from the stool as it passes through the bowel. Constipation is the most common side effect and the only one for which patients do not develop a tolerance. Prevention is an important part of the patient’s plan of care. 

Professional Management
The doctor can treat mild constipation by following the steps for prevention. When the patient’s bowels have not moved for 3 days, or he has exceeded his regular pattern, or are at a risk for severe constipation, the patient will need to be given medications to help his bowels move regularly. The doctor may increase or decrease doses of medicine to achieve easy and regular the patient’s bowel movements. Once the patient begins to have regular bowel movements, he uses the morning and evening doses of medicines he was taking as part of his regular dose of medicine for his bowels.The following four steps are recognized as a reasonable outline for constipation management. 

STEP ONE: Use A Stool Softener 

Stool softeners work by making bowel movements easier to pass. They are not laxatives. Stool softeners work best when taken with meals. Here is a daily plan for taking them:

· Breakfast: Give 2 stool softeners 

· Supper: Give 2 stool softeners

Here are some names of stool softeners:

· Docusate sodium 

· Regulex® 

· Colace ® 

· Colace syrup (50 ml of syrup = 2 softeners)

If the patient has diarrhea after taking stool softeners, the amount of them must be decreased. 

STEP TWO: Add A Laxative

If the patient does not have a bowel movement for up to 2 days after starting stool softeners, he will need to be given a laxative. Here is a plan that uses laxatives and stool softeners together:

· Breakfast: Give 2 stool softeners 

· Supper: Give 2 stool softeners 

· Bedtime:Give 2 laxatives

Here are some names of laxatives:

· Glysennid® 

· Senokot® 

· Senokot syrup (2 tsp (10 ml) = 2 laxative tablets)

If the patient has severe cramps after taking laxatives, stop giving them. 

STEP THREE: Increase The Laxatives And Stool Softeners 

If the patient does not have a bowel movement after 2 days, the number of stool softeners and laxatives must be increased as below:

· Breakfast: Give 2 stool softeners and 2 laxatives 

· Lunch: Give 2 stool softeners 

· Supper: Give 2 laxatives 

· Bedtime: Give 2 stool softeners

If the patient does not have a bowel movement after a further 24 hours,  2 more tablets of laxatives at lunch-time can  be added.

After a further 24 hours, the doctor can increase the number of laxatives to 9 tablets per day, or 3 at each meal.

STEP FOUR: Add A Suppository

If the patient is still constipated after giving stool softeners and laxatives,  the doctor should add a glycerin or Dulcolax suppository. The patient should keep the suppository in place for at least 15 minutes.

These steps need to be taken regularly in order to be most effective.

Diarrhea

Diarrhea is defined as more than two loose or watery stools per day. It can be caused by radiation over the patient’s bowels. Diarrhea may be worse if the patient is also receiving chemotherapy. Chronic loose stools may occur because of cancer treatments as well.  Whatever the cause, diarrhea must be managed, as it will otherwise deplete the patient of needed hydration and electrolytes very quickly.

Professional Management
Diet Modifications: The patient should follow low-residue food list provided by his nutritionist, avoid eating foods high in fibre, fatty foods, rich desserts, and other foods that increase bowel activity such as hot peppers, drinks with caffeine, and alcohol, schedule his meals to allow enough time to move his bowels before planned activities, if diarrhea occurs after meals.
Hydration: Diarrhea can often lead to dehydration – the patient should try to maintain his fluid intake at about 8 glasses of water a day to prevent this.
Skin Care: The patient should  keep anal area skin clean with soap and water, or a special perineum cleanser if the skin is broken down  and provide a moisture barrier using either petroleum jelly or zinc oxide.

Antidiarrheal Medications are available by prescription through his oncologist, or family doctor, or over the counter.  One caution with over-the-counter drug is that the patient should let his physician know that he is taking them, so that he can rule out infection as a source of his diarrhea.
Fatigue

Fatigue, is a subjective, unpleasant symptom which incorporates total body feeling ranging from tiredness to exhaustion creating an unrelenting overall condition which interferes with individual's ability to function. It is a feeling of weariness, tiredness, or lack of energy that varies in degree, frequency, and duration. 

About Cancer Fatigue 

While everyone knows what it feels like to be occasionally exhausted, people with cancer who suffer from fatigue -- resulting from the disease itself or its treatment -- often suffer from a debilitating exhaustion that can last days, weeks or months. It is often reported as the most common symptom that individuals with cancer experience. Cancer-related fatigue is difficult to describe and it is very complex. 
Often patients do not tell their nurse or doctor about how tired they are because they incorrectly believe that fatigue is an untreatable side effect of cancer or cancer treatment Cancer fatigue, often described by patients as a total lack of energy, is a near universal problem among cancer patients.

Cancer-related fatigue can be caused by: 

· The disease 

· Medical problems related to the disease or treatment, dehydration, electrolyte imbalance, breathing problems, diarrhea, fever, infection, nausea/ vomiting, pain, or anemia 

· Treatments for the disease (for cancer patients, fatigue may be caused by radiation or chemotherapy) 

· Other medication such as those for pain 

· Immobility 

· Sleep disturbance 

· Depression and anxiety 

· Poor appetite or nutrition 

· Too much rest 

Acute vs Chronic Fatigue 

Everyone has experienced normal fatigue, which improves with rest, however there is a difference between the fatigue patients feel after a long day and the fatigue patients may experience while undergoing treatment for cancer.Chronic fatigue associated with a disease or treatment of a disease does not improve with rest and can seriously affect a person's ability to function and his/her quality of life. Fatigue can impact quality of life in many different ways -- physically, emotionally, socially, and spiritually. 

Acute Fatigue: 

· Symptoms begin quickly 

· Symptoms are intense 

· Short duration, less than 7 days 

· Relieved by a rest or a good night's sleep 

· Usually related to excessive physical activity, lack of exercise, poor diet, dehydration, increase in activity, or other environmental factor.

Chronic Fatigue:
· Symptoms are unusual, excessive and constant 

· Long duration, two weeks or more

· Can interfere with normal life activity


Professional Management

Fatigue is a feeling of tiredness that can keep you from doing the things you normally do or want to do. Fatigue is very common among people receiving cancer treatments. Factors such as cancer itself, low blood counts, nutritional problems, and sleep problems contribute to fatigue, but the exact cause is not known. 

Signs of Fatigue: 

· The patient feels weary or exhausted. It may be physical, emotional, and/or mental exhaustion. 

· His body, especially his arms and legs, may feel heavy. 

· The patient has less desire to do normal activities like eating or shopping. 

· He may find it hard to concentrate or think clearly

Studies have shown that fatigue can be managed and the first step in management is education. Studies also show that those who learn about fatigue before they experience it have lower incidences of fatigue and are able to manage it better. 
Do not eat before bed. This may cause indigestion. Try to eat lightly in the evening 

· Avoid smoking, alcohol and/or caffeinated drinks before bedtime. 

· Do not do strenuous activities before bedtime. Relax before bedtime. Sometimes drinking warm decaffeinated beverages, and/or relaxation techniques such as meditation, warm baths, or music can help 

Medications 

Management of fatigue may be due to anemia which can be related to vitamin and dietary deficiencies. With cancer and cancer-treatment related anemia, the cause can be over or under-functioning bone marrow. Our blood cells generally begin from what is known as a stem cell produced by our bone marrow, that then grows to become the type of blood cell we most need. Feedback mechanisms within our bodies tell the bone marrow, that produces the stem cell, whether it should become a red cell, a white cell or a platelet. 

Transfusions (intravenous delivery of blood) of packed red blood cells have been the primary treatment for anemia. 

Whole blood is rarely given, because only a part of whole blood (red cells, white cells and platelets) is specifically needed; therefore to treat anemia, patients will often receive only red blood cells. 

Although red blood cells are typed and matched (tested to be the same blood type as patient’s) in a laboratory, repeated exposure to blood other than patient’s own can cause him to develop antibodies to blood. Sometimes the patient’s body doesn't like the blood it receives, and his body will react with chills or fevers or pain and aches. Over time, these reactions may become more common. 

A blood transfusion is not unsafe, when needed, as blood is checked for communicable diseases and can be tested and treated for antibodies to red blood cells, but there are still some risks associated with receiving someone else's blood. Recent guidelines for blood transfusions may dictate that blood is available only when the has symptoms requiring it (like being short of breath) or when his hemoglobin and hematocrit levels are very low. Fatigue related to anemia often occurs when hemoglobin levels are between 8 and 12; therefore other options may be needed. 

Recent medical advances, because of two decades of intense interest by researchers, have produced substances that can mimic our body's feedback mechanisms, to help regulate and direct the production of specific types of blood cells. Erythropoietin is the name of a hormone that naturally occurs in our bodies. It is secreted by our kidneys and helps to increase production of red blood cells. Cancer or cancer related treatments may overwork or override this process, allowing anemia to develop or continue or worsen. 

Erythropoietin does not immediately begin to correct anemia by regulating production of red blood cells. This process may take a week or two. Blood tests will be done over this time to continue to evaluate your anemia. Your healthcare team may ask you to take an iron replacement, as iron is needed to produce red blood cells. Although generally mild, the following side effects have been reported from using erythropoietin therapy: dizziness, headaches, joint aches, nausea, and diarrhea. 

Emotional Stress 

Cancer is stressful and the patient’s mood, beliefs, attitudes, and reactions to stress can result in the development of fatigue. It is "normal" to feel anxious and upset about having cancer and cancer treatment. Emotions can be draining. By understanding or coming up with ways to deal with the patient’s emotions creatively, the doctor can save energy for other things, thereby preventing fatigue. 

· Remember that feeling emotional is "normal" and it is OK to be upset or angry about this 

· Remind them they are not alone in feeling this way 

· Talk to someone they trust about their feelings 

· Join a support group 

· Learn about meditation, deep breathing, or relaxation techniques 

· Journal about feelings (even if it is only a few lines)

Social Supports 

Social supports are more valuable than ever for someone with cancer related fatigue. Family members, friends and community groups can help manage fatigue. Here are some ways they can help: 

· Accept offers of help and don't be afraid to ask for help. Learn to delegate tasks. Ask someone to accompany them to appointments too 

· Make a list of people who are willing to help out and what they are willing to do 

· Hire someone to do yard work or other chores that require a lot of energy - students are great for this! 

· Inquire about getting home care services - people who can help you bathe and attend to other needs 
Nausea

Nausea (feeling queasy or sick to your stomach) and/or vomiting (throwing up) may be caused by the cancer itself, or sometimes the treatments we use to limit the cancer: surgery, chemotherapy or radiation therapy. Additionally, nausea and vomiting will occur in up to 60% of patients receiving opioids, particularly at the initiation of therapy. 

There are many ways to get relief from nausea and vomiting - from basic lifestyle changes, like watching the foods you eat, to learning what causes your nausea and vomiting and becoming more involved with your medical team during your treatment process. 

Education will put you in a better position to talk with your doctor, nurse or pharmacist about your best options to treat nausea and vomiting. 


	Professional Management

Because nausea and vomiting can have serious medical consequences, it is important that you keep your doctor, nurse or pharmacist informed about your physical condition at all times. 

If nausea and vomiting become very bad, you may need to visit the clinic for medications. Sometimes your doctor will also order blood tests and x-ray films to find out why you are vomiting. Most of the time your doctor and nurse will be able to get your vomiting under control and you can take medication to manage it. 

Communication is Key 

Always tell your doctor, nurse, or pharmacist about any unusual or disturbing symptoms that you experience. As with pain, each person has a different response to nausea. Even at different times and under different circumstances you may feel varying levels of nausea with the same condition. 

Communication with your health care team and family is necessary for best nausea management. The use of a consistent nausea scale (0 = no nausea, 10 = worst nausea imaginable) helps to best communicate the intensity of nausea a patient experiences. 

Nausea Intensity Scale
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Other Important Questions 

· When did the nausea begin? 

· What have you tried to relieve the nausea? 

· What makes your nausea worse? 

· Describe what your vomit looks like? 

· When was your last bowel movement? 

· Do you feel bloated? 

· Are you passing gas? 

· Is your nausea associated with meals, or any of the medications you are taking?

Medications for Nausea/ Vomiting 

As with pain, nausea is managed in accordance with what is causing it. Nausea can be caused by: 

· Gastric stasis - happens often with taking opioid medications - the digestive system slows down, and undigested food can sit in the stomach for much longer than usual causing bloating and nausea 

· Toxins in the blood - cancer growth, cancer decay due to the cancer treatment working, and some medications release chemicals into the blood that cause people to feel nauseated 

· Movement - some people are sensitive to movement (like sea-sickness) 

· Other - increased pressure in the head caused by cancer growth, hypersensitivity to sights and smells.

Your care team will spend some time trying to find out what makes you nauseated to match the right medication with the right cause. Often, patient's nausea will be caused by more than one thing, therefore you may need to be treated with more than one medication. Here are a list of some medications used for nausea: 

Ondansetron - used mostly for acute nausea caused by chemotherapy which tends to last for 2-3 days. Very expensive, and usually sent home with the patient after their treatment. 

Metoclopramide - used mostly for chronic nausea caused by chemotherapy, or for nausea related to gastric statis caused by opioids. 

Haloperidol or prochlorperazine - used for nausea caused by chemical toxins in the blood. 

Gravol - used mostly for nausea caused by movement, but is also helpful for nausea caused by toxins in the blood. 

Cannabinoids - derivatives from marijuana (real or synthetic) - used to modify the brains response to the vomiting signal. 

The BC Cancer Agency maintains a database on commonly used unconventional therapies available to cancer patients.
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Neutropenia
About Cancer-Related Neutropenia
Neutropenia (New-tro-pee-nee-ah) is the term used to describe the condition when your neutrophil count in your blood is too low. Neutrophils (new-tro-phil) are a type of white blood cell that kills bacteria. White blood cells are the cells in your body that fight infections or germs. Your bone marrow (the spongy part of your bones) produces these cells along with other types of blood cells. Neutrophils are the first line of defense when your body needs to fight an infection so they are monitored closely. Think of them as your knights in shining armor coming to rescue you from an infection or germ. 

Why Neutrophils Are Important 

Because the neutrophils are the first line of defence it is very important for your doctor and nurses to follow your neutrophil count (meaning the number of neutrophils that you have available to fight an infection). You may hear your nurse/doctor discussing your "counts". They are referring to the number of different cells you have including your white blood cells, red blood cells and platelets (plate-lets). They get these numbers from your blood tests, and it is called a Complete Blood Count (CBC). A CBC is monitored at different times before and during your chemotherapy treatments. 

 

The BC Cancer Agency maintains a database on commonly used unconventional therapies available to cancer patients. 
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Prevention of Neutropenia 

Neutropenia can be an expected side effect of cancer treatment. If you have neutropenia it may not always be possible to prevent every potential infection. However, studies have shown that good hand-washing and hygiene are the most effective ways to prevent infection. 

Prevention Methods 

· Wash your hands before eating and after using the bathroom, sneezing etc. 

· You may use a waterless cleaner if you do not have access to soap and water. 

· Be sure to wash all sides of your hands - 10 seconds is a good length of time. 

· Good oral care is essential - brush your teeth with a soft toothbrush after eating and before bedtime. 

· Take a warm shower every day (hot showers will dry your skin) pat your skin dry (rubbing it will also cause dryness). 

· Avoid people who are ill including children who have the chicken pox or measles or adults who have shingles. 

· Avoid anyone who has had recent immunizations and check with your doctor before you receive any. 

· If you need dental work done be sure to check with your doctor first and let your dentist know that you are receiving treatment. 

· Stay away from large crowds of people until your counts have fully recovered. 

· Avoid handling pet feces including fish tanks. 

· Prevent constipation and avoid trauma to the skin and mucous membranes. 

· A water-soluble lubricant should be used during intercourse and good hygiene should be performed immediately following intercourse. Intercourse should be avoided if severely neutropenic

Other Methods of Managing Cancer Related Neutropenia 

Hematopoietic Growth Factors (Growth Factors) 

Growth factors are a medication that is given either as a shot into your subcutaneous fat or into a vein through an IV. Growth factors are special proteins that can stimulate the bone marrow to produce more white blood cells, red blood cells or even platelets. They work like your own body does when it is healthy and normal. They are used to prevent neutropenia in non-myeloid malignancies after certain kinds of chemotherapy. They can also be used to prepare patients to receive stem cell transplants. 

Examples of growth factors for white blood cells are G-CSF (granulocyte colony stimulating factor), GM-CSF (granulocyte-macrophage colony stimulating factor) and IL3 (interleukin 3). They are not used for every patient and only indicated in certain settings your oncology will discuss this with you as necessary. There are different drugs with differing properties available ( trade names Neupogea and Neulasta; your healthcare provider will determine what is best for you. 

Side Effects of Growth Factors 

Side effects often vary from one person to another. The most common side effects reported with growth factors are bone pain, which may be a dull ache or discomfort in the bones of the back, arms, legs or hips. This can often be relieved with acetaminophen. The pain or discomfort is usually mild and goes away once the injection or injections are completed. Sometimes the skin around the injection site can become red or itchy but this will disappear once the injection(s) are complete. Fever and chills can occur with some growth factors and you need to tell your doctor or nurse if you experience any side effects. 

Neutropenic Fever 

If fever develops while you are neutropenic you need to seek immediate medical attention. It could be life-threatening and should be taken very seriously. A variety of tests will need to be done to determine the source of your fever. They may include (but are not limited to) the following: urine culture, blood cultures from your arms (and from a central line if you have one) chest x-ray, and a physical exam. Broad spectrum antibiotics should be started as soon as possible. 

The BC Cancer Agency maintains a database on commonly used unconventional therapies available to cancer patients. 
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Pain


While not all cancer patients will experience pain, approximately two thirds of patients will have pain at some point during their illness. It is important to understand that pain relief is an important part of care. Pain that is not relieved can interfere with your ability to sleep, eat and have quality time with family and friends. 

Pain can be relieved most of the time by medications that are taken by mouth. You are the only one who knows about your pain level. Unfortunately, we cannot tell by looking at you whether you are having pain or not. It is very important for you to be clear with your health care team when talking about your pain. Do not be afraid to talk with them, whether your pain is unrelieved, partly relieved or completely relieved. 

Pain may be caused by by many things, but particularly for people with cancer: 

· Tumour involvement: tumour pressing against nerves or organs; cancer spreading to other areas of the body. 

· Cancer related procedures and treatment effects: biopsy procedures, surgery, and nerve damage related to chemotherapy. 

· Causes unrelated to cancer: this includes things such as low back pain, rheumatoid arthritis.

Why pain happens is very much connected with how we treat it. You will find that your care team will ask you many questions about your pain: 

· Location - where does is hurt? 

· Intensity - how bad is it? 

· Quality - what words best describe your pain - aching, throbbing, stabbing, burning, tingling? 

· Other factors - what makes it better? what makes it worse?

Often people with cancer fear pain, but most patients can get relief with proper treatment. Control of cancer pain is achieved through many different methods and medicines. You should seek treatment when you feel that you need help to control your pain. 

This section offers the opportunity to learn about pain and the effects of pain as it relates to the cancer patient. You will also find ways to manage your pain which will help improve your quality of life. 

The BC Cancer Agency maintains a database on commonly used unconventional therapies available to cancer patients. 
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If your pain is not relieved with the medicines ordered, let your health care team know as soon as possible. Many medicines are available and everyone responds differently to each medicine. You may need to try several medicines before finding the one most effective for you. 

Also, tell your health care team if you are having trouble getting your medicines or if you cannot afford them. British Columbia's Pharmacare Program has a Palliative Care Benefits category, which will cover the costs of symptom management medications if you are under sixty-five and being cared for at home, a hospice or a long term care facility. See BC Palliative Care Benefits Program for more information, or ask your care team about the program.

There are also many other resources available for information on cancer pain, including booklets, books, videos, and the internet. Ask your care team for further information.

Control of cancer pain is available in many different methods and medicines. You should seek treatment when you feel that you need help to control your pain. Your family doctor may refer you to a specialist if he/she is unable to control your pain. Among these specialists are medical oncologists, radiation oncologists, pain management physicians, physiatrists, anesthesiologists, neurologists, and neurosurgeons.

Medications and Resources 

Pain is managed using one or more medications. Sometimes in combination with other non-drug therapies. The World Health Organization put forward a model for cancer pain managament which classified cancer pain as: 

· Mild pain - pain which can be managed with the use of non-opioid medications (i.e. Tylenol plain) 

· Moderate pain - pain which is managed using combination medication involving non-opioid medication plus a narcotic (i.e. Tylenol #3) 

· Severe pain - pain which is mangaed using pure opioid medications (i.e. morphine)

At any point on this model, adjuvant medications can be added - these are sometimes pain medications themselves (i.e. ibuprofen) or medication which help boost the effect of your pain medicine (i.e. prednisone).

Non-opioids 

Acetaminophen, aspirin or other nonsteroidals (anti-inflammatory drugs, NSAIDS e.g. ibuprofen) are commonly used to treat mild to moderate pain. Most anti-inflammatory drugs except for aspirin or 200mg ibuprofen will require a physician's prescription. It is important for you to check with your healthcare team before taking these medicines. Aspirin and some nonsteroidals (anti-inflammatory drugs) can cause stomach irritation and problems with blood clotting or may interact with other medicine you may be taking. 

Other non-opioid medications are used in combination with opioids or alone for specific types of pain. 

1. Nerve pain (usually described as shooting, stabbing, pins and needles) is often treated using medication that is usually indicated for other conditions: Antidepressants are often used for nerve pain - among these medications are amitriptyline, nortriptyline and desipramine. The use of these medications does not mean you are depressed or mentally ill. Antiseizure medications such as gabapentin, carbamazepine and phenytoin can also be used to treat nerve pain. These drugs require a physician's prescription. 

2. Visceral pain (pain in a body organ usually described as dull and is hard to locate) is often treated using NSAIDS (ibuprofen, aspirin) or corticosteroids (prednisone) to reduce the pain due to swelling in the organ. This group of drugs has the added benefit of increasing appetite and producing a feeling of general well being. These effects are temporary, lasting only while the drug is being taken. 

Opioids 

Opioids are used to control moderate to severe pain. All opioid pain medications require a physician's prescription. 
Morphine is what is referred to as the "gold standard" in cancer pain management - it is literally the best medicine we have for this as it has no limit in terms of the amount we can give you. More pain can usually be handled by adding more morophine to the medication plan. 

Morphine is available in short acting form, and as a long acting agent. With the long acting morphine, small, regular doses of morphine are released in your body after the drug is swallowed to provide control of pain. It is important for these medications to be taken on a regular schedule. Generally the schedule for the long acting morphine is every 8 to 12 hours based on your need. You should never stop these medications suddenly, and always discuss any changes with your healthcare team. These medications should never be chewed or crushed; they should always be swallowed whole. 

Immediate release morphine is available in tablets, liquids, suppositories or injections. If you have to use immediate release morphine frequently, you should check with your healthcare team. The long acting morphine may need to be increased or there could be another problem causing the pain. 

Oxycodone is also available in short and long-acting formats. This long acting oxycodone is available in tablet form and lasts for eight to twelve hours. This drug also requires a physician's prescription. This drug should not be broken or split, but swallowed whole.

Short acting oxycodone lasts for three to four hours. Forms available are tablets, liquid, and suppositories. 

Hydromorphone is a synthetic opioid, like morphine but much more potent. Hydromorphone also comes in short and long-acting formats. 

Methadone is another opioid used in cancer pain management. You may also recognize it a s the medicine that is used to treat heroin addiction. The uses in these two cases are not the same at all. If your doctor has advised you use methadone for your pain, remember, s/he is treating your cancer pain, not a drug habit. Methadone is available in tablets, liquid and injection. This medicine often needs quite a bit of adjustment to maintain pain control. This medication requires a physician's prescription, and not all doctors have the special license needed to prescribe it. 

Fentanyl is another opioid medication commonly known as "the patch." The mechanism is that the drug is absorbed through your skin. The patch may last up to three days. Fentanyl is only ever used for cancer pain that is stable, as it is difficult to change patches and keep up with a unpredictable pain pattern. 

Meperidine also known as Demerol® is a poor choice for cancer pain. The use of this drug for longer than three days can often be associated with agitation, irritability, restlessness, and seizure activity. These symptoms should be reported to the healthcare team immediately. This drug is only given with a physician's prescription, and is usually used for short term surgical or procedural pain for cancer patients. 

Complementary Therapies for Pain Management 
This is only a brief description of non-medicine or alternative methods that may be used to help in the control of pain. 

Pain relief methods as with medicines, vary from patient to patient. A method that might be effective for one patient may not be effective for another patient. For further information, please contact your health care team.

· Relaxation and guided-imagery exercises can be very helpful in addition to your pain medicines. Many tapes and books are available to help you learn these exercises. Ask your doctor or nurse for more information. 

· Distraction can be a complement to your pain medicines. Music, a funny movie or videotape, or a computer or video game can help distract you from the pain. These can be especially useful when you have periods of increased pain.
  

· Massage can help reduce muscle tension and relieve pain. Ask your doctor or nurse for information on massage techniques. You may want to ask your family and friends for back rubs or massage of painful muscles. They may appreciate being able to help you feel better. 

· Heat, cold, vibration, and other treatments can provide relief for some patients. Ask you doctor or nurse for assistance. 

· Sharing your feelings - Pain can affect all parts of our lives. Many people find that talking about the pain can be very helpful. Support groups can also provide the opportunity to talk with others in your situation and learn what has helped them. 

· Prevention - Add more fruits (including prunes) and juices to your diet, if you can tolerate these, to help prevent constipation and bloating from your pain medicines.

The BC Cancer Agency maintains a database on commonly used unconventional therapies available to cancer patients. 
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Analgesic

An analgesic (colloquially known as a painkiller) is any member of the diverse group of drugs used to relieve pain (achieve analgesia). The word analgesic derives from Greek an- ("without") and -algia ("pain"). Analgesic drugs act in various ways on the peripheral and central nervous systems; they include paracetamol (acetaminophen), the non-steroidal anti-inflammatory drugs (NSAIDs) such as the salicylates, narcotic drugs such as morphine, synthetic drugs with narcotic properties such as tramadol, and various others.

In choosing analgesia, the severity and response to other medication determines the choice of agent; the WHO "pain ladder", originally developed in cancer-related pain, is widely applied to find suitable drugs in a stepwise manner.[1] The choice of analgesia is also determined by the type of pain: for neuropathic pain, traditional analgesia is less effective, and there is often benefit from classes of drugs that are not normally considered analgesics, such as tricyclic antidepressants and anticonvulsants.[2]
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The major classes
Paracetamol and NSAIDs
The exact mechanism of action of paracetamol/acetaminophen is uncertain, but it appears to be acting centrally. Aspirin and the other NSAIDs inhibit cyclooxygenase, leading to a decrease in prostaglandin production; this reduces pain and also inflammation (in contrast to paracetamol and the opioids).[citation needed]
Paracetamol has few side effects and is regarded as very safe; excessive doses lead to hepatotoxicity (liver damage). NSAIDs predispose to peptic ulcers, renal failure, allergic reactions, and occasionally hearing loss, and they can increase the risk of hemorrhage by affecting platelet function.[citation needed] The use of certain NSAIDs in children under 16 suffering from viral illness may contribute to Reye's syndrome.

COX-2 inhibitors
These drugs have been derived from NSAIDs. The cyclooxygenase enzyme inhibited by NSAIDs was discovered to have at least 2 different versions: COX1 and COX2. Research suggested that most of the adverse effects of NSAIDs were mediated by blocking the COX1 (constitutive) enzyme, with the analgesic effects being mediated by the COX2 (inducible) enzyme. The COX2 inhibitors were thus developed to inhibit only the COX2 enzyme (traditional NSAIDs block both versions in general). These drugs (such as rofecoxib and celecoxib) are equally effective analgesics when compared with NSAIDs, but cause less gastrointestinal hemorrhage in particular. However, post-launch data indicated increased risk of cardiac and cerebrovascular events with these drugs due to an increased likelyhood of clotting in the blood due to a decrease in the production of protoglandin around the platelets causing less clotting factor to be released, and rofecoxib was subsequently withdrawn from the market. The role for this class of drug is currently hotly debated.

Opiates and morphinomimetics
Morphine, the archetypal opioid, and various other substances (e.g. codeine, oxycodone, hydrocodone, diamorphine, pethidine) all exert a similar influence on the cerebral opioid receptor system. Tramadol and buprenorphine are thought to be partial agonists of the opioid receptors. Dosing of all opioids may be limited by opioid toxicity (confusion, respiratory depression, myoclonic jerks and pinpoint pupils), but there is no dose ceiling in patients who tolerate this.

Opioids, while very effective analgesics, may have some unpleasant side-effects. Up to 1 in 3 patients starting morphine may experience nausea and vomiting (generally relieved by a short course of antiemetics). Pruritus (itching) may require switching to a different opioid. Constipation occurs in almost all patients on opioids, and laxatives (lactulose, macrogol-containing or co-danthramer) are typically co-prescribed.

When used appropriately, opioids and similar narcotic analgesics are otherwise safe and effective, however risks such as addiction and the body becoming used to the drug can occur. Due to the body getting used to the drug often the dose must be increased if it is for a chronic disease this is where the no ceiling limit of the drug comes into play. However what must be remembered is although there is no upper limit there is a still a toxic dose even if the body has become used to lower doses.

Specific agents
In patients with chronic or neuropathic pain, various other substances may have analgesic properties. Tricyclic antidepressants, especially amitriptyline, have been shown to improve pain in what appears to be a central manner. The exact mechanism of carbamazepine, gabapentin and pregabalin is similarly unclear, but these anticonvulsants are used to treat neuropathic pain with modest success.

Specific forms and uses
Combinations
Analgesics are frequently used in combination, such as the paracetamol and codeine preparations found in many non-prescription pain relievers. They can also be found in combination with vasoconstrictor drugs such as pseudoephedrine for sinus-related preparations, or with antihistamine drugs for allergy sufferers.

The use of paracetamol, as well as aspirin, ibuprofen, naproxen, and other NSAIDS concurrently with weak to mid-range opiates (up to about the hydrocodone level) has been shown to have beneficial synergistic effects by combatting pain at multiple sites of action—NSAIDs reduce inflammation which, in some cases, is the cause of the pain itself while opiates dull the perception of pain—thus, in cases of mild to moderate pain caused in part by inflammation, it is generally recommended that the two be prescribed together.[3]
Topical or systemic
Topical analgesia is generally recommended to avoid systemic side-effects. Painful joints, for example, may be treated with an ibuprofen- or diclofenac-containing gel; capsaicin also is used topically. Lidocaine, an anesthetic, and steroids may be injected into painful joints for longer-term pain relief. Lidocaine is also used for painful mouth sores and to numb areas for dental work and minor medical procedures.

Psychotropic agents
Tetrahydrocannabinol (THC) and some other cannabinoids, either from the Cannabis sativa plant or synthetic, have analgesic properties, although the use of cannabis derivatives is illegal in many countries. Other psychotropic analgesic agents include ketamine (an NMDA receptor antagonist), clonidine and other α2-adrenoreceptor agonists, and mexiletine and other local anaesthetic analogues.

Atypical and/or adjuvant analgesics
Orphenadrine, cyclobenzaprine, scopolamine, atropine, gabapentin, first-generation antidepressants and other drugs possessing anticholinergic and/or antispasmodic properties are used in many cases along with analgesics to potentiate centrally acting analgesics such as opioids when used against pain especially of neuropathic origin and to modulate the effects of many other types of analgesics by action in the parasympathetic nervous system. Dextromethorphan has been noted to slow the development of tolerance to opioids and exert additional analgesia by acting upon the NMDA receptors; some analgesics such as methadone and ketobemidone and perhaps piritramide have intrinsic NMDA action.

The use of adjuvant analgesics is an important and growing part of the pain-control field and new discoveries are made practically every year. Many of these drugs combat the side effects of opioid analgesics, an added bonus. For example, antihistamines including orphenadrine combat the release of histamine caused by many opioids, methylphenidate, caffeine, ephedrine, dextroamphetamine, and cocaine work against heavy sedation and may elevate mood in distressed patients as do the antidepressants. A well-accepted benefit of THC to chronic pain patients on opioids is its superior anti-nauseant action. However, it would make more sense to use the Marinol capsule, or oral, rectal, or vapour administration of hash oil, rather than smoking cannabis, for the same reasons most doctors advise against smoking tobacco.

Addiction
In the United States in recent years, there has been a wave of new addictions to prescription narcotics such as oxycodone (such as OxyContin, or with acetaminophen, as Percocet) and hydrocodone (commonly prescribed with acetaminophen, as in Vicodin, Lortab etc.) when available in pure formulations as opposed to combined with other medications (as in Percocet which contains both oxycodone and acetaminophen/paracetamol).
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Pain management

Pain management (also called pain medicine) is the discipline concerned with the relief of pain.

Acute pain, such as occurs with trauma, often has a reversible cause and may require only transient measures and correction of the underlying problem. In contrast, chronic pain often results from conditions that are difficult to diagnose and treat, and that may take a long time to reverse. Some examples include cancer, neuropathy, and referred pain. Often, pain pathways are set up that continue to transmit the sensation of pain even though the underlying condition or injury that originally caused pain has been healed. In such situations, the pain itself is frequently managed separately from the underlying condition of which it is a symptom, or the goal of treatment is to manage the pain with no treatment of any underlying condition (e.g. if the underlying condition has resolved or if no identifiable source of the pain can be found).

Pain management generally benefits from a multidisciplinary approach that includes pharmacologic measures (analgesics such as narcotics or NSAIDs and pain modifiers such as tricyclic antidepressants or anticonvulsants), non-pharmacologic measures (such as interventional procedures, physical therapy and physical exercise, application of ice and/or heat), and psychological measures (such as biofeedback and cognitive therapy).

Pain management practitioners come from all fields of medicine. Most often, pain fellowship trained physicians are anesthesiologists, neurologists, physiatrists or psychiatrists. Some practitioners focus more on the pharmacologic management of the patient, while others are very proficient at the interventional management of pain. Interventional procedures - typically used for chronic back pain - include: epidural steroid injections, facet joint injections, neurolytic blocks, Spinal Cord Stimulators and intrathecal drug delivery system implants, etc. Over the last several years the number of interventional procedures done for pain has grown to a very large number.

As well as medical practitioners, the area of pain management may often benefit from the input of Physiotherapists, Chiropractors, Clinical Psychologists & Occupational therapists, amongst others. Together the multidisciplinary team can help create a package of care suitable to the patient. One of the pain management modalities are trigger point injections and nerve blocks utilizing long acting anesthetics and small doses of steroids.

Skin/ Wound Care


There are a number of skin symptoms that can accompany cancer, AIDS, sickle cell disease, and other illnesses. Such skin problems include dryness, rash, itching, sores, ulcers, and swelling. It is important for you to be aware of skin problems so that they can be treated as quickly as possible in order to reduce discomfort and the risk of infection. 

Skin Lesions - What are They? 

· It is estimated that between 5-10% of all individuals with cancer will experience a malignant wound. 

· The presence of a chronic wound can be a significant burden to any person but when it is related to cancerous infiltration of the skin, it can be a constant reminder of disease progression. 

· Malignant wounds present challenging management issues such as odour, exudate, bleeding and pain. 

· Every malignant wound is unique. Some individuals will have many of the above symptoms and others, only a few. 

· Wounds that have a foul odour and/or leak may be a reason for withdrawing from social activities.  

· Each person responds individually to having such a wound, the consequences of which impinge on physical, psychological, social, and sexual as well as spiritual wellbeing.

How Do They Happen? 

· May be a result of a primary cancer or a metastasis to the skin from a local tumour or from a tumour in a distant site. 

· Most commonly arise from cancer of the breast or head and neck, melanoma, soft tissue sarcoma and some cancers of the genitourinary system. 

· Usually occurs via the lymphatics, bloodstream, or directly from the primary lesion. As the tumour infiltrates the skin, ulcerating and fungating wounds develop. 

· May take the form of a cavity, an open area on the surface of the skin, skin nodules, or a nodular growth extending from the surface of the skin.

The BC Cancer Agency maintains a database on commonly used unconventional therapies available to cancer patients.  
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Assessment Should Include: 

· Have all options for treatment been explored (surgery, chemotherapy, radiation therapy, hormonal therapy)? 

· The goal in relation to the care of the wound. 

· Impact on life: frequent dressing changes; hospital admissions/visits; treatment; altered body image; social isolation; intimate relationships. 

· Location of the wound and how hard it may be to dress. 

· Presence of odour, exudate, pain, and bleeding. 

· The amount and quality of the exudate and how satisfied the person is with the current dressing. 

· Self report of pain related to the wound and/or dressing change. The use of a numeric scale (0-10) is essential here. 

· Surrounding skin for redness and itchiness

How Do We Treat It? 

· The aim of treatment is rarely to heal: care is focused on reducing the impact of symptoms and maximizing the comfort of the individual with the wound. 

· Quality of life is the guiding principle of planing your care. 

· Determine your goal in relation to the care of the wound. 

· Manage the symptoms of odour, bleeding and exudate with the use of primary and secondary dressings. Primary dressings can be used to manage odour, bleeding, pain and tissue that has died. Secondary dressings can be used to contain the exudate. 

· Determine if the dressing is as comfortable as possible and that it can stay in place for a desired period of time. 

· Ensure that the dressing materials are accessible for you and are user-friendly. 

· Ensure that you have access to appropriate social support in order to decrease stress and anxiety. 

Medical Options 

· Radiation, chemotherapy and hormonal therapy may help to reduce the symptoms associated with malignant wounds and need to be considered. The most commonly used treatment modality is external beam radiotherapy. This treatment will destroy malignant cells, reduce the size of the wound and alleviate symptoms such as exudate, bleeding and pain. 

· Use of topical and/or system antibiotics to treat clinical wound infections. Topical preparations may be most effective due to the decreased perfusion and vasculature throughout malignant wounds which decreases the effectiveness of systemic therapy. 

· Antimicrobial ointments containing metronidazole can be helpful in reducing odour. Use the gel for at least 7 days. If needed, adding systemic metronidazole at a lower than recommended dose, 200mg taken twice a day - lower dose may reduce the side effects associated with this medication. 

· Pain can be managed with opiates, for example morphine or hydromorphone. There is also limited evidence to support the use of topical opioids and other analgesics.

When to Call the Doctor 

· If you see pressure sores (cracked, scaly, blistered, broken skin 

· If a pressure sore is getting larger 

· If a cut becomes very red, sore, or swollen 

· If skin gets very rough, red, or painful 

· If a rash develops or hives appear 

· If pus comes out of a wound or cut 

· If severe itching lasts more than a few days 

· If a rash becomes worse after applying ointment or cream 

· If swelling spreads up legs or arms 

· If your abdomen becomes swollen

The BC Cancer Agency maintains a database on commonly used unconventional therapies available to cancer patients. 
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