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This issue of Annals of Palliative Medicine starts off with a
pair of editorials. In this first, Ahrari and colleagues from
Sunnybrook Health Sciences Centre discuss anticipatory
nausea, which is nausea occurring before a new cycle of
chemotherapy begins (1). Molassiotis et al. (2) recently
assessed the risk factors for the development of anticipatory
nausea and its relationship to chemotherapy-induced nausea
and vomiting (CINV). Those investigators demonstrated
that while anticipatory nausea can be a conditioned
response to previous poorly control CINV, it also appears to
be bidirectional, with anticipatory nausea predicting CINV
with the subsequent chemotherapy cycles. Fortunately, the
frequency of anticipatory nausea has declined over time as
medical management of CINV has improved. However,
approximately one in 10 patients receiving chemotherapy
still suffers from anticipatory nausea (3), with its associated
detrimental effects on quality of life. Ahrari and colleagues
call for more research to examine both chemotherapy-
specific and patient-specific factors related to CINV and
treatment strategies for both anticipatory nausea and
CINV (1).

Karl Lorenz then discusses quality of end-of-life care
for multicultural patients (4). Currently, there remain
disparities in the provision of end of life care across
different racial and cultural groups (5). While other barriers
to optimal end of life conversations between providers and
patients and their families have been reported on more
extensively, including insurance status, medical costs, access
to physicians, language diversity, family dynamics, and
interpersonal communication (6), there are unique barriers
surrounding religious and cultural preferences with distinct
implications and potential solutions. Karl Lorenz calls for
more investigation into these barriers and highlights a need
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for novel, culturally sensitive ways of communicating with
patients at the end of their life (4).

The first original investigation in the current issue of
Annals of Palliative Medicine assesses palliative care unit
utilization and outcomes for patients with lung cancer.
Lung cancer remains the leading cause of death from cancer
worldwide (7) and is associated with numerous symptoms
associated with declines in quality of life, including pain,
dyspnea, and cough, as well as anxiety and depression (8-10).
Researchers from Medical University of Vienna evaluated
91 patients with lung cancer treated in their palliative
care unit over a 3-year period, representing 20% of all
patients admitted to the palliative care unit during that time
period (11). Patients had a median Karnofsky performance
status of only 50% at the time of admission, and they were
most commonly admitted for deterioration of performance
status, uncontrolled cancer-related pain, and dyspnea.
Alarmingly, 75% of all patients died during their first
admission. This report underscores the persistence of late
referrals to palliative care. Early palliative care has been
associated with clinically meaningful improvements in
quality of life and less aggressive end of-life care, and it was
the subject of a recent dedicated focused issue of Annals
of Palliative Medicine (12,13). Specifically for lung cancer,
early palliative care has also been shown to improve overall
survival (14,15).

Chan and colleagues have previously found that the
time of day in which whole brain radiation therapy for
brain metastases was delivered may impact overall survival
among elderly females (16). Now, they report on how
the time of radiotherapy delivery impacts radiotherapy
response for painful bone metastases. Females treated in

the middle third of the day exhibited a significantly higher
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response rate compared with those treated in the morning
or late afternoon (17). While this work is interesting, future
prospective radiation therapy studies and investigation of
responses to chemotherapy according to chronotherapy are
needed.

In a pilot study, Bushehri ez 4/. assess the urinary cytokine
and chemokine patterns in 10 patients prospectively
enrolled with painful bone metastases treated with magnetic
resonance-guided high intensity focused ultrasound
(MRgHIFU) (18). MRgHIFU allows for focusing a beam
of ultrasound energy into a small volume at a specific target
site in the body that can result in therapeutic hyperthermia
in the target field and tumor ablation (19). When assessing
urine samples 3 days before and 2 days after MRgHIFU,
9 urinary cytokines were significantly reduced following
MRgHIFU therapy. They also found differences in
cytokine and chemokine patterns in these patients relative
to historically controls of patients treated with palliative
radiotherapy. At this time, it is unclear if decreases or
differential expression of certain cytokines or chemokines
correlates with pain response or tumor control, but this
hypothesis-generating study can help to shape future studies
assessing chemokines and cytokines in palliative care.

Hammad ez al. next report on the efficacy of different
palliative therapies for hepatocellular carcinoma (20). In
their National Cancer Database (NCDB) analysis, which is
a retrospective database capturing approximately 70% of all
patients treated for cancer in the United States (21), 3,267
unresectable patients were identified, of which 827 (25.3%)
received palliative radiotherapy. Interestingly, palliative
radiation therapy on multivariate analysis was found to
be a positive predictor of overall survival, including for
patients specifically with stage IV disease. While such a
retrospective analysis is not able to definitively address the
topic and future prospective work is needed, the findings
by Hammad and colleagues suggest that in addition to
palliative radiotherapy being able to improve quality of life
and control local disease for advanced cancer patients, it
may also be able to extend survival.

Another assessment of the NCDB reported on in this
issue was performed by Schreiber ez a/. (22). They analyzed
3,871 patients with prostate cancer and bony metastases
treated with either short course (8 Gy x 1, 4 Gy x 5) or
longer course 3 Gy x 10, 2.5 Gy x 14 -15, 2 Gy x 20 - 30)
palliative radiation therapy. Short course treatment was
given in fewer than 10% of patients and was delivered
more commonly at academic centers, for patients living
at increasing distances from treatment centers, when
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delivered to the ribs, and during more recent treatment
years. Multivariable analysis suggested that longer courses
of radiation therapy were associated with improved overall
survival, but this benefit was not seen on landmark analysis
limiting the survival analysis to men surviving at least
18 months. While multiple prior reports in this journal and
other journals have assessed the relative benefits of short
versus longer course radiation therapy (23,24), this study
across a large number of patients is a valuable addition to
the literature, and it does demonstrates that the utilization
of shorter courses of 1 and 5 fraction radiotherapy regimens
is increasing.

The Palliative Radiotherapy Column in this issue of
Annals of Palliative Medicine features two additional articles.
First, Marta and Saad discovered that health-related
quality of life parameters have only been investigated in
approximately one-fifth of phase III trials of radiotherapy
in head and neck cancers over the past two decades, with
few significant differences in parameters seen between
study arms (25). Then, Barnes and colleagues performed
a review on the collaboration between primary care
physicians and radiation oncologists (26). A prior report
demonstrated that primary care providers have identified
limited communication with oncologists as a major concern
in caring for cancer patients (27). However, communication
from primary care providers to oncologists is critical to
ensure that patients and their families are managed most
optimally during the active part of their cancer treatment.
Additionally, with the dramatic rise in the number of
cancer survivors over the past few decades (28,29), in
patients with a good cancer-specific prognosis, survivorship
care is increasingly being recognized as pivotal to overall
care of patients. A large portion of survivorship care is
performed by primary care providers, and communication
from oncologists to primary care providers is critical for
survivorship care. For patients with terminal malignancies,
primary care providers often provide symptomatic
management and palliative care for patients, further
requiring communication between providers to ensure
optimal patient care (26).

Also in this issue, Lam and colleagues perform a review
assessing the use of multimedia interventions for patient
and caregiver education (PCE) on pain management. While
the number of high qualities studies on this topic is still
limited, their analysis suggests that the use of multimedia
in pain management education for patients and caregivers
has greater benefit compared with standard education (30).
The need for patient education is increasingly solicited
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and critical, including information designed to best target
specific patient groups (31). The work by Lam ez 4/. may
foster future large-scale studies that evaluate the usability
and user-friendliness of these tools in clinical practice.

This issue of Annals of Palliative Medicine is concluded
with an Ethics Column editorial, a case report, and a news
report. Blair Henry writes a provocative editorial on the
ethical and legal implications for feeding at the end of
life (32). Then, So et al. describe a patient with superior
mesenteric artery (SMA) syndrome who presented with
symptoms of upper intestinal obstruction (33). Finally,
Wei and colleagues report on the proceedings of the Third
Annual Meeting of the Society for Palliative Radiation
Oncology (SPRO) (34), a society dedicated to promoting
and advancing the practice of evidence-based palliative
radiation therapy through research, education, and
advocacy (35).

Acknowledgements

None.

Footnote

Conflicts of Interest: The author has no conflicts of interest to
declare.

References

1. Ahrari S, Chow R, Goodall S, et al. Anticipatory nausea:
current landscape and future directions. Ann Palliat Med
2017;6:1-2.

2. Molassiotis A, Lee PH, Burke TA, et al. Anticipatory
Nausea, Risk Factors, and Its Impact on Chemotherapy-
Induced Nausea and Vomiting: Results From the Pan
European Emesis Registry Study. ] Pain Symptom Manage
2016;51:987-93.

3. Chan A, Kim HK, Hsieh RK, et al. Incidence and
predictors of anticipatory nausea and vomiting in Asia
Pacific clinical practice--a longitudinal analysis. Support
Care Cancer 2015;23:283-91.

4. Lorenz KA. Quality of end-of-life care: how far have we
come in addressing the needs of multicultural patients?
Ann Palliat Med 2017;6:3-5.

5. IOM (Institute of Medicine). Dying in America:
Improving quality and honoring individual preferences
near the end of life. Washington, DC: The National
Academies Press, 2015.

© Annals of Palliative Medicine. All rights reserved.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

apm.amegroups.com

E3

Periyakoil VS, Neri E, Kraemer H. Patient-Reported
Barriers to High-Quality, End-of-Life Care: A
Multiethnic, Multilingual, Mixed-Methods Study. J Palliat
Med 2016;19:373-9.

Torre LA, Bray F, Siegel RL, et al. Global cancer statistics,
2012. CA Cancer ] Clin 2015;65:87-108.

Simone CB 2nd, Vapiwala N, Hampshire MK, et al.
Palliative care in the management of lung cancer: analgesic
utilization and barriers to optimal pain management. J
Opioid Manag 2012;8:9-16.

Simone CB 2nd, Jones JA. Palliative care for patients with
locally advanced and metastatic non-small cell lung cancer.
Ann Palliat Med 2013;2:178-88.

Jones JA, Simone CB 2nd. Palliative radiotherapy for
advanced malignancies in a changing oncologic landscape:
guiding principles and practice implementation. Ann
Palliat Med 2014;3:192-202.

Masel EK, Schur S, Nemecek R, et al. Palliative care

units in lung cancer in the real-world setting: a single
institution’s experience and its implications. Ann Palliat
Med 2017;6:6-13.

Gaertner J, Lutz S, Chow E. Early palliative care:
philosophy vs. reality. Ann Palliat Med 2015;4:87-8.
Simone CB 2nd. Early palliative care and integration of
palliative care models in modern oncology practices. Ann
Palliat Med 2015;4:84-6.

Bakitas MA, Tosteson TD, Li Z, et al. Early Versus
Delayed Initiation of Concurrent Palliative Oncology
Care: Patient Outcomes in the ENABLE III Randomized
Controlled Trial. J Clin Oncol 2015;33:1438-45.

Temel JS, Greer JA, Muzikansky A, et al. Early palliative
care for patients with metastatic non-small-cell lung
cancer. N Engl ] Med 2010;363:733-42.

Chan S, Rowbottom L, McDonald R, et al. Could time of
whole brain radiotherapy delivery impact overall survival
in patients with multiple brain metastases? Ann Palliat
Med 2016;5:267-79.

Chan S, Zhang L, Rowbottom L, et al. Effects of
circadian rhythms and treatment times on the response of
radiotherapy for painful bone metastases. Ann Palliat Med
2017;6:14-25.

Bushehri A, Czarnota G, Zhang L, et al. Urinary
cytokines/chemokines after magnetic resonance-guided
high intensity focused ultrasound for palliative treatment
of painful bone metastases. Ann Palliat Med 2017;6:36-54.
Chan M, Dennis K, Huang Y, et al. Magnetic Resonance-
Guided High-Intensity- Focused Ultrasound for Palliation
of Painful Skeletal Metastases: A Pilot Study. Technol

Ann Palliat Med 2017;6(1):E1-E4



E4

20.

21.

22.

23.

24.

25.

26.

Cancer Res Treat 2016. [Epub ahead of print].

Hammad AY, Robbins JR, Turaga KK, et al. Palliative
interventions for hepatocellular carcinoma patients:
analysis of the National Cancer Database. Ann Palliat Med
2017;6:26-35.

Higgins KA, O'Connell K, Liu Y, et al. National Cancer
Database Analysis of Proton Versus Photon Radiation
Therapy in Non-Small Cell Lung Cancer. Int J Radiat
Oncol Biol Phys 2017;97:128-37.

Schreiber D, Safdieh J, Becker DJ, et al. Patterns of care
and survival outcomes of palliative radiation for prostate
cancer with bone metastases: comparison of <5 fractions to
>10 fractions. Ann Palliat Med 2017;6:55-65.

Johnstone C, Lutz ST. The role of hypofractionated
radiation in the management of non-osseous metastatic
or uncontrolled local cancer. Ann Palliat Med
2014;3:291-303.

Tsang DS, Yau V, Raziee H, et al. Debate: single-

fraction treatment should be standard in the retreatment
of uncomplicated bone metastases. Ann Palliat Med
2015;4:207-13.

Marta GN, Saad ED. Assessment of quality of life in phase
IIT trials of radiotherapy in localized or locally advanced
head and neck cancer over the past 17 years. Ann Palliat
Med 2017;6:73-80.

Barnes EA, Chow E, Danjoux C, et al. Collaboration
between primary care physicians and radiation oncologists.
Ann Palliat Med 2017;6:81-6.

Cite this article as: Simone CB 2nd. Barriers to nausea

management, end of life conversations, early palliative

care interventions, and patient education. Ann Palliat Med
2017;6(1):E1-E4. doi: 10.21037/apm.2017.02.01

© Annals of Palliative Medicine. All rights reserved.

27.

28.

29.

30.

31.

32.

33.

34.

35.

apm.amegroups.com

Simone. Barriers in palliative care

Wood ML, McWilliam CL. Cancer in remission.
Challenge in collaboration for family physicians and
oncologists. Can Fam Physician 1996;42:899-904; 907-10.
DeSantis CE, Lin CC, Mariotto AB, et al. Cancer
treatment and survivorship statistics, 2014. CA Cancer ]
Clin 2014;64:252-71.

Miller KD, Siegel RL, Lin CC, et al. Cancer treatment
and survivorship statistics, 2016. CA Cancer J Clin
2016;66:271-89.

Lam M, Choi M, Lam HR, et al. Use of multimedia

in patient and caregiver education for cancer pain
management: a literature review. Ann Palliat Med
2017;6:66-72.

Simone CB 2nd, Hampshire MK, Vachani C, et al. The
utilization of oncology web-based resources in Spanish-
speaking Internet users. Am ] Clin Oncol 2012;35:520-6.
Henry B. Evolving ethical and legal implications for
feeding at the end of life. Ann Palliat Med 2017;6:87-90.
So CY, Chan KY, Au HY, et al. Superior mesenteric
artery (SMA) syndrome: an unusual cause of intestinal
obstruction in palliative care. Ann Palliat Med
2017;6:91-3.

Wei RL, Simone CB 2nd, Lutz S. Society for palliative
radiation oncology: report from the Third Annual Meeting
(2016). Ann Palliat Med 2017;6:94-5.

Wei R, Simone CB 2nd, Lutz S. Society for palliative
radiation oncology: founding, vision, and report from the
Second Annual Meeting. Ann Palliat Med 2016;5:74-5.

Ann Palliat Med 2017;6(1):E1-E4



