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Medical oncologists SHOULD play
a central role in early palliative care
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Patients Surviving (%)
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Standard care ‘

“Early palliative care (PC)”

Early palliative care

.

Is a global standard.

Early palliative care for patients
with metastatic NSCLC
Temel, NEJM 2010

Palliative care is placed as
one of key elements in
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cancer treatment.
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Big difference between US and Japan regarding PC.
The number of authorized PC specialists

s

Jobs Number of Certified Hospice and
cmelmainine - palliative Medicine Physicians by
raining Co ' '

AAHPM Ignite . .

178 (as of APL 2017) 7054 (as of DEC 2015)

The current system in US will not work well in Japan.



The number of medical oncologists is still better.
Jsmo o Miedionl Onccions
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At least, general
palliative care (>80% e
of cases) must be o
covered by attending 1. Paa”'art(;\;i r(]iare
physician in Japan. .

additional palliative care 2. General

Palliative Care




The PEACE project is quite reasonable strategy.
Web-based survey for lung cancer physician
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2L ENVSB [ZFT T (Strike while the iron is hot!)

Relationship between PEACE-Q and year of experience
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Regarding PC, an old hand does not ensure “skillful.”



Role of PC is not only “symptom management.”
Role of palliative care

v'lliIness understanding and education

v Symptom management S
v'Decision making o Tyl
v Coping with life-threatening illness E&YY

» Medical Oncologist should play a central role for
“decision making” and “education” because they
are specialists for cancer treatment.

» Especially duration of anti-cancer treatment tend to
be extended longer and longer these days.



Recent progress Iin cancer treatment is amazing!
Poor PS patient with EGFR-mutated NSCLC

R = ‘ Wilcoxon signed rank test p=U.0000%
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PS Best PS
before the treatment during the treatment

Inoue, JCO 2009

Severe symptoms

Before EGFR-TKI 3mo after TKI were improved by

TKI treatment.



Medical oncologists should recognize the benefit

of “no anti-cancer treatment” as well.
Clinical course of a female patient (83y.o.)‘yvith relapsed NSCLC

Although her tumor was revealed N
to have EGFR mutation, she did | >
not want to receive EGFR-TKI and

received palliative care alone.

Eventually, she could live much longer
than average survival time of NSCLC
patients without any adverse effect.



Correct understanding of EBM is quite important.
3 components of EBM
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Clinical Experience Research Evidence

& Guidelines

‘ Pivotal papers
!.,’ EXxpert opinions

BEDEMR A = .
Patient Preference Ei%d) 24?
Best practice

» Some (many?) oncologists misunderstand
the concept of EBM and stick to recommend
the most effective treatment to patients.



Oncologists should not continue chemo that have no
evidence to improve patients’ QOL and/or survival.
2"d EGFR-TKI for patients with resistance to 1st EGFR-TKI

3_ - —— Placebo, deaths = 114 (58.5%), median = 11,96 months (95% C: 10.15-14.26)
£ Afatinib, deaths = 244 (62.6%), medlan = 10.78 months (95% Cl: 9.95-11.99)
Hazard ratlo (Afatinib vs. Placebo) = 1,077 (0.862, 1.346)
- ‘\.," Log-rank test p-value (one-sided) = 0.7428
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More than enough Is too much!



JSMO aims to develop medical oncologists who

» Understand the risk and benefit of anti-cancer
treatment based on the true EBM.

» Can perform general palliative care during the cancer
treatment.

» Recognize their imitation and can cooperate with
palliative care specialists appropriately.

JSMO requires medical oncology specialists to
have clinical experience of palliative care and

update their skills of palliative care though our
educational programs.

To improve the QOL of cancer patients and their family,
a close cooperation between medical oncologists and
palliative care specialists is indispensable.



