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A 20-Year-old Laos male presents with active
bleeding at right leg mass for 1 month ago.
His tissue diagnosis was showed Ewing sarcoma.
He has suffered for severe pain.

How would you manage this case ?
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Patient identification
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Patient Timeline

8 LEDU

-Q\i;,

e uStaouduan
A WU unee
UNe AUWUSHUAD LAY
Fooufuranules

BININLaaN

2727

1 169U 3 dUan

2727

Aftouduvivin fuualadu o fifounidur1d1eun duuna
raudauidgavsiudoudu Tugiuniu Seiionnisuaa
powiviunsouowiu Tudld Uaauvdu 1887 foq i
U sw fidseinaann ey pouvsunavdary Liflld v
Wunuee 18D wazATB sW  TUsEIMAAT

©



Ultrasound Right leg AUsz1n@an2(30/6/2567)
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® Evidence of large hematoma diffuse of right thigh
measuring about 89.4 x 54.3 mm in maximum

thickness with markedly fat standing surrounding
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. Patient Timeline
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MRI thigh ﬁﬂ%mﬂma Review 20/6/2567
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USIIUNNS as2 U AENUINNINTY dvanlusnen - Right large thigh mass involves medullary
a7 sW AUy Usendand unndasdunouiion canal femur, encase femur
nsegn lEsuUNISasIAWLLAL CTWA with Chest 7iUseindan 4/7/2567

v N : - Suggestive of pulmonary metastasis
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MRI Right thigh AUszinaAan2(20/6/2567)

MRI Review

- Right large thigh mass
involves medullary canal

femur, encase femur




CTWA with Chest

AUszInAa (4/7/2567)

CT whole abdomen and chest :

- There are pulmonary and subpleural
nodules distributing both hemi lungs,
predominate on right side, the biggest on
the RML, about 2.4x2.6 and on the apical
LUL about 2.7x3.5 cm

- Suggestive of pulmonary metastasis




Personal history

® No underlying disease

® No food or drug allergy
® No history drug abuse
® Social alcohol drinking
® No smoking

® No history of vigorous exercise or trauma



Family history

o Jjasuszinlsaneiusnssulunsounsn

a val © Y
o JfiasusyidlsauziSalunsounsn



Hospital course Nau Consult PC 12/7/2567
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FPhysical examination
e

® Vital sign : BT 38.6 C, BP 101/62, PR 114, RR 24, O2sat 100 % RA
®* HEENT : pale conjunctiva, anicteric sclera

® Lungs : clear, equal breath sound

® Heart: normal S152, no murmur

® Abdomen: no distension, normoactive bowel sound, soft, no tenderness

® Ext : Seen mass at medial aspect of middle thigh size 10x20 cm with active bleeding
at anterior and lateral side

® Neuro sign : E4V5Meo, Pupil 3mm BRTL, Can perform dorsi/Plantar flexion
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Lab investigation 9/7/2567

* CBC: WBC 16,760, PMN 74, LL12, Hb 9.6, Hct 29.7, Platelet 539000
®* Blood chemistry
BUN 13.8, Cr 0.59, eGFR 145.74Na 137, K 4.7, Cl 99, TCO2 231,
Ca 9.0, Phos 4.8, Mg 2.1
®*LFT: TP 6.0, Albumin 3.4, Globulin 2.6, TB 0.3, DB 0.2, ALT 67,AST 103, ALP 2492
® Coagulogram: PT 11.9, PTT 39.1, INR 1.05
® Procalcitonin 0.484

®* Lactate 28.3

:l lll—@



1.Rt leg mass suspected sarcoma with active bleeding

¢* Bleeding tumor

- 9/7/67 Adrenaline pack gauze (1:10) and Compression dressing
- 9/7/67 Hct 25% - Blood transfusion (PRC 1 U)

- 10/7/67 Serial Het 23% - Blood transfusion (PRC 1 U)

- 11/7/67 wiald@y, Serial Het 24% > Blood fransfusion (PRC 2 U)
®* Rt leg mass

- d46579 Bone Scan LWuLEIY

- Primary Plann1 Tru cut biopsy
- {1971 mumnﬁu a3 US Doppler R/0 DVT (9/7/67) : negative

:F lll—@



Bone scan (9/7/2567)

SRINAGARIND HOSPITAL NUCLEAR MEDICINE KKU

® Early bone metastases at the C6
vertebral body and right costotransverse
joint of the T3 vertebra are suspected.
Vi A follow-up bone scan in the next 3-4

months is recommended.

® Primary tumor at the right femur.

® Multiple pulmonary nodules.




2.Acute febrile illness

9/7/67 - #ild BT 38.5 - 39 C ldfiensle tyn ldfidnemar daanednd it

- Septic work up : H/C Il negative, UC : Mixed organism , CXR : lung nodule
- Empirical Antibiotic with Tazocin 4.5 gn IV g 6 hr

11/7/67 - {9 louia > Swab Influenza A positive

- |solation

- Antiviral : Oseltamivir(75) 1-tab po BID x S days

:F lll—@



3.Pain at Rt leg mass : Y1669 Y1at3990S19US28NSALNE

9/7/67 \Worst pain 10/10, Best pain 6/10 9/7/67 10/7/67 11/7/67
- Mo 3mgIVoprng4hr (4 PRN x 3 Asy) Cra— ‘ A

10/7/67 Worst pain 10/10, Best pain 5/10 | \'3_/ i \ J
- Mo 3mgIVpmng4hr (4 PRN x 4 as) ’11

11/7/67 Worst pain 10/10, Best pain 4-5/10 *Jf.P "f, PLever "'t Ui 187 f'ép (Jf W

Usug1 MST (10) 1-tab po g 12 hr

Usug1 MO IR (10) 1-tab po prn g 2 hr (6161? PRN x 2 ﬂ%gﬁ)

fin Amitriptyline (25) 1-tab po hs
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Consult Palliative care 12/7/2567

Consultation Note

' Palliative Care Consultation Req
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Palliative care team assessment (12/7/2567)

* usnsugUlesAndaa weudoansn ausaudsdnslea

* Disease management : Rt leg mass SONAANASIFVULUDLNHLEN

1. Pain : nociceptive pain
- Worst pain 8/10
- Incident pain 10/10

2. Fatigue 6/10

3. Constipation (ligngun 5 4u)
4. Insomnia

5. Mood :Depression 10/10
:Anxiety 10/10

Rt leg mass suspected sarcoma

Anemia from blood loss

Infection , Anxiety
Immobility, Opioid adverse effect
Pain, Environment

Disease

Controlled pain

Blood fransfusion

Controlled infection
Add stimulant drug

Controlled pain

Psychosocial management



Difficult pain

Chronic pain syndrome

® Neuropathic pain
® Bone pain

® Visceral pain syndrome

Episodic pain syndrome
® Breaks through pain

® Incident pain

Non-physical factors

® Psychosocial distress

®* Spiritual pain



Stepwise Approach to the Management of Difficult Pain

1. Consider the role of primary therapies to address the underlying cause of the pain
Titrate opioids up to maximal folerated dose

Manage side effects through appropriate drug therapy or by frials of alternative opioids
Consider the role of adjuvant analgesics

Consider the role of regional anesthetic approached

Consider the role of invasive neuroablative interventions

N 5o o &~ W DN

The use of sedation in the management of refractory pain at the end of life

Cherny NI, Ann Onco 2005;16(Supp 2):ii/79 @



Pain assessment

Anxiety

Co-morbid causes
Fear of suffering

Caused by treatment Depression

Past
experience

Caused by cancer Physical Psychological of iliness

Loss of role and
social status

. Spiritual Anger at fate/anger
Loss of job P wltgeGod

Financial concerns Loss of faith

Worries about future of Finding meaning
family

Dependency Fear of the unknown



PC management : Pain

o e 1571167 1471767

Symptoms U2606197 U UNASIHLAE? uauile) AAm bUSUE - Worst pain 10/10
USLIUSOYUNANNSANNDY YU - Worst pain 5/10 (OOUITUIT TN
v =3 .
P1UAUIANINVL - Best pain 3/10 _

Best pain 4/10
Use PRN dose x 5

- Worst pain 8/10
- Incident pain 10/10

Use PRN dose x 3

52.8 mg/d

PC management - Off MST, MO IR & \x Mo(1:1) rate 1.5 mi/hr {d Mo(1:1) rate 2.2 mi/hr

- Mo 20 mg drip in 24 hr —L‘i?\;u Mo 4 mg IV prn g 2 hr —Lﬁu Mo 8 mg IV prn q 2 hr
-Mo 3 mglV prn g 2 hr - Fentanyl 25 mcg IV prn before - Fentanyl 25 mcg IV prn

- Fentanyl 25 mcg IV prn activity 5 min before activity 5 min

before Activity 5 min - Amitriptyline(25) 1xhs - Amitriptyline(25) 1xhs

- Amitriptyline(25) 1xhs - Senokot(7.5) 2xhs - Senokot(/7.5) 2xhs

- Senokot(7.5) 2xhs @



PC management : Pain

- 15/7/67 16/7/67 17/7/67

Symptoms ®* Worst pain 8/10 Worst pain 10/10 *  1Jaadu wilaulsasnsa HgN7
®* Best pain 4/10 ®* Best pain 5/10 wUaue)
®* Use PRN dose x 1 *  {y19on1 wuauY ®* Worst pain 10/10, Best pain 5/10
SIONN/HGBN ®* Use PRN dose x 2 * Use PRN dose x 3 asy [l mg/d

N MO (1:1) rate 3.5 mi/hr
L‘ﬁ'u MO 10 mg IV prn g 2 hr
Fentanyl 25 mcg IV prn

MO (1:1) rate 2.5 ml/hr
Mo 8 mg IV prn g 2 hr
Fentanyl 25 mcg IV prn

PC management - t@d MO (1:1) rate 2.5 mi/hr
—Lﬁ;uMo8mgIVprnq2hr

- Fentanyl 25 mcg IV prn

before Activity 5 min before Activity 5 min before Activity 5 min

- Amitriptyline(25) 1xhs - Amitriptyline(25) 1xhs - Amitriptyline(25) 1xhs

ID round AAfIN cause tumor fever - Etoricoxib (60) 1x1 po pc - Etoricoxib (60) 1x1 po pc
—Lﬁu Etoricoxib (60) 1x1 po pc - L‘ﬁlu Gabapentin (300) 1xhs - Gabapentin (300) 1xhs

- Senokot(7.5) 2xhs - Senokot(7.5) 2xhs - Senokot(7.5) 2xhs



PC management : Pain

Symptoms * YU willaudsasnsa dunUamn wlauy * Uaaguy wllaulisosnsa  dy19oinn
* \Worst pain 10/10, Best pain 5/10 LUAUY
¢ Use PRN dose x 3 ® Worst pain 5-6/10
® Best pain 0/10

108 mg/d ®* PRN dose x 2

PC management - LN MO (1:1) rate 4.5 ml/hr - Same dose
- Lﬁlu MO 12 mg IV prn q 2 hr

- Fentanyl 25 mcg IV prn before Activity 5 min

- Amitriptyline(25) 1xhs

- Etoricoxib (60) 1x1 po pc

- Gabapentin (300) 1xhs

- Senokot(7.5) 2xhs @



FPsychosocial approach
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Family genogram
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Psychosocial Assessment

Patient perception and Expectation
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Psychosocial By Rainy card(lwggei)

A>1WSEN (Feeling)

ADWSENCIDADIWSEN
(Feeling of Feeling)

mssugavcioa (Perception)

ADIWAAKIY (Expectation)

ADWUSISOUNNUNDSY (Yearning)

aoau (Self)

Twyan 1 lwdowun (unuaauddn)
Twyai 2 widfiadu (unuarudaunis)
Twyai 3 Twaede (Iwlviws)



Explore Psychosocial By Rainy Cordqugwu) 10/7/25607
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Explore Psychosocial By Rainy Cordqugwu)
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Pathology Report
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PATHOLOGY REPORT

*16/7/2567 Patho soft tissue right thigh: Malignant round cell neoplasm

®19/7/2567 Immunohistochemistry reveals positive reactivity for
CD99(diffuse, strong), and Fli (moderate), and negative for AE1, EMA,
BCLZ2, CD3, CD20, CD45, 3100, Vimentin

® Interpretation: most consistent with Ewing sarcoma.



Review

EWING SARCOMA

¢ Second most common primary bone tumor in children
®* 80-90% of patients are <20 years of age.
®* Pathophysiology :

o

The cell of origin for Ewing sarcoma is unknown. Over 90% of Ewing

sarcoma contain 1(11;22) (g24;g12) translocation and leads o EWS-

FLI-1 formation.
Ewing’s Sarcoma - Pathology - Orthobullets (Internet]. (cited 2024 Aug 18]. Available from: https://www.orthobullets.com/pathology/8047/ewings-sarcoma



EWING SARCOMA

Primary location:

Metastasis: lungs (50%), bone (25%), bone marrow (20%)

Bone

®* Axial skeleton: Pelvis (20%), Rib(10%), Other axial bone(15%)

® Distal skeleton: Femur(12%), Humorous(4%), Other distal bone(19%)

Exiraosseous location : Rare

Investigation :

Imaging : X-ray, MRI, CT scan, Bone scan.

A biopsy is needed to confirm diagnosis.

Codman triangle
New subperiostal bone
growing on the tumor

“Moth eaten” pattern
Permeative destruction of
bone due to multiple lytic
lesions

“Onion peel” appearance
Delicate laminations
constituting the
periosteal layers

Ewing’s Sarcoma - Pathology - Orthobullets (Internet]. (cited 2024 Aug 18]. Available from: https://www.orthobullets.com/pathology/8047/ewings-sarcoma



EWING SARCOMA

® Treatment

Local control Therapy

Multiagent
- Surgery

Chemotherapy

- Radiation

Continue

Chemotherapy




EWING SARCOMA

Chemotherapy

®* Neoadjuvant chemotherapy for at least 12 weeks prior to local control therapy
is often used to downstage the tumor and increase the probability of achieving a
complete resection with negative margins.

® Adjuvant chemotherapy for 28 -49 weeks after surgical resection improves
relapse-free survival (RFS) and OS in most patients.

¢® Standard regimen:

® VAC-IE is the preferred regimen for patients with localized disease.

® VAdriaC (vincristine, doxorubicin, and cyclophosphamide) is the preferred

regimen for patients with metastatic disease. @



EWING SARCOMA

Local Control

® Surgery indication

® Expendable bone

®* Bone defect able to be reconstructed with modest loss of function
¢® Limb salvage surgery is preferred.
® May consider amputation

® Extremely large tumor involving vital structures

® Unmanageable/displaced pathologic fractures

® | esion of foot/ankle



EWING SARCOMA

Local Control

® Radiation indication
® Inoperable tumors (e.g. large spinal/pelvic tumors)
®* Where chemotherapeutic response has been poor
® Positive post-resection surgical margins
® Patfients who present with widely metastatic disease

® Local failure rates: Surgery VS Radiation (4% vs 15%)



Bone Cancer, Version 2.2017

NCCN 2017 Ewing sarcoma

PRESENTATION®:P:c

Ewing sarcoma ——»

WORKUP

* History and physical

* MRI = CT (both with
contrast) of primary site

* CT Chest

* PET/CT and/or bone
scan

* Bone marrow biopsy
and/or screening MRI of
spine and pr;*h.-risd

* Cytogenetics and/or
molecular studies®
(may require re-biopsy)

* LDH

* Fertility consultation
should be considered

aSee Multidisciplinary Team (TEAM-1).
bSee Principles of Bone Cancer Management (BONE-A).
SEwing sarcoma can be treated using this algorithm, including primitive neuroectodermal tumor of bone, Askin's tumor, and extraosseous Ewing sarcoma.
dKumar J, Seith A, Kumar A, et al. Whole-body MR imaging with the use of parallel imaging for detection of skeletal metastases in pediatric patients with
small cell neoplasms: comparison with skeletal scintigraphy and FDG PET/CT. Pediatr Radiol 2008;38:953-962. Epub 2008 Jul 18.
€90% of Ewing sarcoma will have one of four specific cytogenetic translocations.
'See Bone Cancer Systemic Therapy Agents (BONE-B).
9Use the same imaging technique that was performed in the initial workup.

hLonger primary treatment duration can be considered in patients with metastatic disease based on response.

PRIMARY
TREATMENT

Multiagent
chemotherapy'
(category 1)
for at least

12 weeks prior
to local
therapyh

RESTAGE

For patients with

localized disease

Restage with:

* CT Chest

* MRI £ CT (both with
contrast) of primary
site

* Radiographs of
primary site

* Consider PET/CT or
bone scan9

For patients with

metastatic disease

Restage with:

* CT Chest

* MRI £ CT (both with
contrast) of primary
site

* Radiographs of
primary site

* Consider PET/CT or
bone scan9

* Repeat other
abnormal studies

Biermann JS, Chow W, Reed DR, Lucas D, Adkins DR, Agulnik M, et al. NCCN
Guidelines Insights: Bone Cancer, Version 2.2017. Journal of the National
Comprehensive Cancer Network. 2017 Feb 1;15(2):155-67.

Response —»

Progressive
disease

See Stable/
improved

disease following
response to
primary treatment
(EW-2)

See Progressive
disease following
primary treatment
(EW-2)



Bone Cancer, Version 2.2017 NCCN 2017 Ewing sarcoma

LOCAL CONTROL ADJUVANT TREATMENT/ PROGRESSIVE
THERAPY ADDITIONAL THERAPY SURVEILLANCE DISEASE/RELAPSE

* Physical exam

X £i * MRI %= CT (both with
Continue chemotherapy™ contrast) of primary

» (category 1) followed by RT! site
Positive _____ [or Chest CT every 2-3

margins RT! and chemotherapyfi mo
. . . p (category 1, for * Radiographs of
Wide excision chemotherapy) primary site Ea;rly
i f.) « CBC d oth relapse
or Negative _ Chemotherapy™ and other
margins (category 1) laboratory studies Tk
. _ as indicated Chemotherapy™
Stable/improved Definitive RT! and chemotherapyfi » |™ |- Increase intervals x :
disease following | for physical exam, RT
response to or . imaging of primary
primary treatmant Postoperative f site and chest after Late K
chemotherapy, relapse
A . 1 24 mo and annually
Amputation” in selected cases — |consider RT —_— . ..
. after 5y (indefinitely)
depending on
margin status (category 2B)
9 - Consider PET/CT
or bone scan¥
- | f
Progressive disease Consider RT' and/or | Chemotherapy
following primary » [SUrgery to primary . |or )
treatment site fo_r Ic_rcal control | Best supportive
or palliation care

bSee Principles of Bone Cancer Management (BONE-A).

fSee Bone Cancer Systemic Therapy Agents (BONE-B).

9Use the same imaging technique that was performed in the initial workup.

'RT may be considered for close margins.

There is category 1 evidence for between 28 and 49 weeks of chemotherapy depending on the chemotherapy and dosing schedule used.

k . . . . .
For late relapse, consider re-treatment with previously effective regimen. Biermann JS, Chow W, Reed DR, Lucas D, Adkins DR, Agulnik M, et al. NCCN

ISee Principles of Radiation Therapy (BONE-C).
Guidelines Insights: Bone Cancer, Version 2.2017. Journal of the National Comprehensive
Cancer Network. 2017 Feb 1;15(2):155-67.



EWING SARCOMA :Prognosis

V Ewing sarcoma-specific survival curve of
different treatments

1 lO_ |Og'ran k, P:O o 2::22::::$&Radiotherapv

osl | i Compared with Other treatments
. |
(1] °
= % - Received CMT and surgery
20.6-
‘g - The mean survival (59.90£39.24 months)
T 0.4 . .
B - Median survival (53 months).
7%

0.2-

0.0-

0 50 100 150

Survival time in months
Hua K, Hu Y. Effects of different treatments and other factors on the prognosis of patients
with ewing sarcoma. Translational Cancer Research (Internet]. 2020 Mar [cited 2024 Aug
26);9(3). Available from: https://tcr.amegroups.org/article/view/36370



EWING SARCOMA : Prognosis

Size and Site

Age and Sex

Metastasis

Laboratory parameters

Treatment response

Prognostic factors Effect on outcome

Tumors greater than >8cm in size : worse prognosis

Spine and pelvic tumors (worst) > proximal extremities > distal extremities (best
prognosis)

Older age (>14) worse prognosis

Male worse prognosis

Pulmonary metastases are more likely to have a better prognosis than patients with
extrapulmonary metastatic sites.

5-year survival rate (with and without metastases at diagnosis) : 39% and 82%

Elevated LDH levels (>200 IU/L) indicates large tumors/metastatic disease

Anemia and elevated WBC indicates extensive disease

< 90% tumor necrosis with chemotherapy
Ewing’s Sarcoma - Pathology - Orthobullets (Internet]. [cited 2024 Aug 18)]. Available from: https://www.orthobullets.com/pathology/8047/ewings-sarcoma



IN THIS CASE

®*Ortho Plan : Rt hip disarticulation

®*Onco Plan : Chemotherapy post operation



Communications
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Palliative care in AYA

® Adolescents and young adults
(AYAs), defined as individuals 15—
39 years of age.

®* The AYA life stage is a transition
time, where individuals face
developmental and psychosocial
challenges that significantly impact
the serious-illness experience.




Dignity review

® Dignity therapy is an evidence-based and clinically effective
psychotherapeutic modality for patients who are classified as
terminally ill. FUN1VF54

[
® Dignity therapy involves providing patients with life-limiting illness éj%zf@% f"%w
opportunities to express their most significant memories, moments
of pride, meaningful roles, and requests for remembrance, which are
documented for their surviving family members. W

® Dignity therapy affords a means to address existential despair and
erosion of personhood among patients with end-stage conditions.

Rosenberg S. Dignity Therapy. AJP Residents’ Journal. 2018 Aug;13(8):6-7.




Dignity Review
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Dignity Review
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Dignity Review
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Dignity Review
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Orthopedic Plan : Operation 22/7/2567

® Clinical diagnosis: Ewing sarcoma at right distal femur with bleeding tumor
® Operative Procedure: Rt hip disarticulation
®* Post operative Diagnosis: Ewing sarcoma at right distal femur with bleeding tumor

* EBL 500 ml

Oncology Plan

®* Chemotherapy post operation: VAC/IE

(=)



Assessment After Rt hip disarticulation(23/7/67)

Subjective : Current medication

o dud T4 Liwmilos Auownsld lufe3eu Jaawn Cefazolin 1 gm IV q 6 hr
wlauuSIUEavIAIUYI SANUAaugaHYA MO (1:1) rate 4.5 mi/hr
Worst pain 8/10, Best pain 4/10 LWausL0u

e v oaMoaa A . MO 12 mg IV prn g 2 hr (use x1)
HEe wiid ludvuee luduiuueedou

Fentanyl 25 mcg IV prn before
Objective : Activity 5 min
GA :Good consciousness Gabapentin(300) 1x3 po pc
HEENT: mild pale, anicteric sclera Norgesic 1x3 po pc
Lungs: clear
Abdomen: soft, no tenderness
Ext: Rt stump: suture with max,

no discharge, no allodynia, no hyperalgesia
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2,0ST AMPUTATION PAIN
-

Phantom limb pain: Uncomfortable sensation described as fingling, throbbing, sharp,
pins/needles in an absent structure.

Phantom limb sensation: Non- painful sensation felt in an absent structure.
Residual limb pain: Discomfort localized to the residual limb. Stump pain usually
develops due to local factors such as infection, lesions of the skin, ischemia, improper

fitting prostheses, which places undue pressure on pre-existing neuromas.

Hanyu-Deutmeyer AA, Cascella M, Varacallo M. Phantom Limb Pain. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing;

2024 [cited 2024 Aug 18]. Available from: http://www.ncbi.nIm.nih.gov/books/NBK448188/



Pathophysiology

® Peripheral mechanism
® Neuronal injury
® Hyperexcitability

¢ Spontaneous discharge

® Central mechanism (Brain, Spinal cord)
® Spinal cord sensitization
® Cortical reorganization

® Increased NMDA receptor activity mediated by substance P, Tachykinin and
neurokinins

® Loss of descending inhibitory pain pathway

Hanyu-Deutmeyer AA, Cascella M, Varacallo M. Phantom Limb Pain. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing;
2024 [cited 2024 Aug 18]. Available from: http://www.ncbi.nim.nih.gov/books/NBK448188/



The prevalence and risk factors for phantom limb pain in
people with amputations: A systematic review and meta-

analysis

Katleho Limakatso [, Gillian J. Bedwell B, Victoria J. Madden, Romy Parker [=]

Published: October 14, 2020 « https://doi.org/10.1371/journal pone_ 0240431

Persistent pre-operative pain

Risk factors

Proximal site of amputation
¢ Stump pain
® Lower limb amputation

® Phantom sensations

1! N N N ——— 7 )



Post amputation pain
|

Stump evaluation for non-FLP

Re V I e W etiology of pain or tgger (e.q. L YES Chronic Pain, PM&R,

Rafer o specialst (a.g.

neuroma, skin irritant)

PaIN FJFI.‘GIET!-
'

P&D, or Orthopadics)

» Prosthesis filting
« Residual limb management

PaIM P’%HSETE

Pharmacaologic Treatment

~ Consider comorbidiies. Non-Pharmacologic Treatment
Fedkabhons can be misaied one st s v or

slaitad in combinsSarn o aplimize pain i

| Physical Therapy I | AdjuvantAlternative Theraples I
* Massage :

-



Post amputation pain

PAIN PJ.RSIm

Review Pharmecologhe Trestment

Consider comordities.
Medicabions can be mitahed one sf o e o
sarted in combination o optimize pain relied

MNon-Pharmacologic Treatment

|Am:l-lnlllm || Anticomvulsant || Antidepressant |

-
Acetaminaphen Tnlanpt,iru

Oploids | Physical Therapy | | Pain Psychology

| J

Adjuvant/Alternative Therapies |

In this case Assessment:
® Phantom limb pain
Plan:

* fin Amitriptyline(25) 1xhs

'
b
'y

PAIN PERSISTS

Refer to Pain Managemant
Consder
' Ketamine infusion
- Peripheral nerve block or catheter
Boomgaardt J, Dastan K, Chan T, Shilling A, Abd-Elsayed
l A, Kohan L. An Algorithm Approach to Phantom Limb Pain.

Consider discussing neurastimulation

with spinal eord stimulator or surgery,.  Journal of Pain Research. 2022 Jan 1;15:3349-67.



Assessment After Rt hip disarticulation(24/7/67)

Subjective :

gud ald Touste Loy Jaanie 9995w
Und Auewisle Lifiendsuw Uaasndau
US1IUAVIATUUIT ANt DU aHYU
Worst pain 7/10, Best pain 3/10 LLHA
USIIUNNGE WiiE biTvued buiuinuaesou

Current medication

Cefazolin 1 gm IV g 6 hr

MO (1:1) rate 4.5 ml/hr

MO 12 mg IV prn g 2 hr (use x1)

Fentanyl 25 mcg IV prn before Activity 5 min
Gabapentin(300) 1x3 po pc

Norgesic 1x3 po pc

A Amitriptyline(25) 1xhs




Assessment After Rt hip disarticulation(24/7/67)

Objective : Assessment:

GA :Good consciousness *  Phantom limb pain

HEENT : mild pale, anicteric sclera *  Pneumonia (HAP)

Lungs : minimal course crepitation RLL

Abdomen : soft, no tenderness Plan: MO IV 108 me/d
: mg/d =

Switch MO Drip to oral form ZeXele: 1Ry ZNet-//
MST(30) S5tab po q 12 hr

MO IR (10) 4tab po prn g 2 hr

ATB : Ceftazidime 2 gm IV q 8 hr

Off Radivac drain

p=] [V a <
USnuiuuseauUsemod NuNglSy 1saweua

Rt stump : no discharge/bleeding

USLINARN2 LINDANA269N1SSNEN




Home medication

®* MST(30) Stab po g 12 hr

®* MO IR (10) 4tab po prn g 2 hr

® Gabapentin(300) 1x3 po pc

®* Amitriptyline(25) 1xhs

® ATB : Ceftazidime 2 gm IV g 8 hr

®* Fentanyl 25 mcg IV prn before Activity 5 min

0 " N ——)



Continuity of care in Palliative care

® Integrated tfeamwork

¢ Caring, compassionate and skilled providers
® Holistic care

® Management symptoms

® Timely and responsive care

® Patient and family preparedness




Follow up By Phone

* Admit N sw Useindand liweviuna wazlisndidasaiion 1 dUenw

Y a <
* 91N15U2aaAaN 31NI1SBIVILALDIN1SUINAAAN vL[s?]'i‘lJﬂ’ﬁL‘IJ’e'iEJ‘LLL‘IJ‘L!
® Norgesic (Orphenadrine 35 mg + paracetamol 450 mg) oral PRN

* lifionsld ensueanad uades@nanfivies lalald Morphine twu&u

* Plan : HAMINDINISHDLUDN USzd1ULASa918 PC NusetndAan
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