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Paziente di 62 anni. Diagnosi di carcinoma mammario a 
marzo 2013 (duttale e lobulare, pT2N3, RE positivi, HER2 
negativo

Grave quadro di insufficienza respiratoria ed insufficienza multiorgano, 
metastasi ossee diffuse. Trasferita in terapia intensiva. Eseguita 
chemioterapia appena ottenuta la stabilizzazione cardiocircolatoria e 
renale. 

Scelte difficili

Aprile 2013

Luglio 2014

Settembre 2014 - Buone condizioni, asintomatica, in terapia ormonale



Scelte difficili

1. Paziente di 31 anni, con melanoma 
diffuso, BRAF mutato. Inizia terapia con 
vemurafenib, con rapida risposta clinica

2. Tre mesi dopo, ricovero da PS per 
comparsa improvvisa di dolore 
addominale e dispnea. TAC di controllo 
con apparente risposta clinica delle 
lesioni target.

Rapido aggravamento (3 gg), e 
comparsa di arresto cardiaco. Tentativo 
prolungato di rianimazione, senza 
successo. 

Quadro autoptico: diffusione 
miliariforme neoplastica a tutti gli 
organi (cuore ed encefalo 
compresi)



Obiettivi della terapia oncologica nel 

paziente con malattia avanzata

1. Prolungare la sopravvivenza

• Non negare trattamenti  

2. Ridurre i sintomi 

• Non indurre o prolungare sintomi

3. Migliorare la qualità della fase terminale

• Non indurre false speranze



Ferris, JCO 2009

Le necessità dei pazienti



Quale grado di accettazione                             

per terapie impegnative? 
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Terminally ill patients with advanced cancers who receive chemotherapy 

a few months before death are more likely to receive intensive care at 

the end of life, compared with patients who do not. 

The use of chemotherapy a median of 4.0 months before death was 

associated with an increased risk of undergoing mechanical ventilation, 

cardiopulmonary resuscitation, or both in the last week of life and of 

being referred to a hospice late, both of which have been associated 

with worse quality of life for patients at the end of life, more distress in 

bereaved caregivers and higher costs. 



Alcuni dati…

• In a large community practice, 26% of patients with NSCLC
received fourth line chemotherapy, including 20% within 2 
weeks of their death

• In Germany, 10% of similar patients received fourth-line
chemotherapy. 

• At a large university center, 50% of patients with solid tumors
received chemotherapy within 14 days of their death. 

• In Sweden, 23% of patients with solid tumors received
chemotherapy in their last 30 days of life.

• These findings suggest that this practice is driven not by
profit, but by the desire to help patients and the inability of
patients, families, and their oncologists to make end-of-life
transitions



1. Do not use cancer-directed therapy for patients
with solid tumors who have the following
characteristics: low performance status (3 or 4), no 
benefit from prior evidence-based interventions, 
not eligible for a clinical trial, and with no strong 
evidence supporting the clinical value of further
anticancer treatment.



La prognosi e l’utilizzo delle risorse nel paziente 

oncologico

Accurate prediction of survival helps physicians plan 

terminal care management and helps administrators 

properly allocate resources and support services.

Yun HY et al. JCO, 2011

The three main components of medical intervention 

are diagnosis, therapy and prognosis. Of these, 

prognosis is the least studied aspect in scientific 

literature.

Maltoni M et al. The Oncologist, 2012



Score prognostici

Palliative Prognostic (PaP) Score

Dyspnea
Yes 1

No 0

Anorexia
Yes 1,5

No 0

KPS
≥50 0

10-40 2.5

Clinical Prediction 

of Survival 

(weeks)

>12 0

11-12 2

7-10 2.5

5-6 4.5

3-4 6

1-2 8.5

Total WBC

(cell/mm3)

Normal (4,800-8,500) 0

High (8,501-11,000) 0.5

Very high (>11,000) 1.5

Lymphocyte

percentage

(cell/ mm3) 

Normal (20%-40%) 0

Low (12%-19.9%) 1

Very low (0%-11.9%) 2.5

Total score Risk group

0-5.5 A. 30-day survival probability >70%

5.6-11 B. 30-day survival probability 30–70%

11.1-17.5 C. 30-day survival probability <30%

Palliative Prognostic Index (PPI)

Dyspnea at rest
Yes 3.5

No 0.0

Edema
Yes 1

No 0.0

Delirium
Yes 4.0

No 0.0

KPS

10-20 4

30-50 2.5

≥60 0

Oral intake

Severely Reduced 2.5

Moderately Reduced 1.0

Normal 0

Score PPV 6-w survival NPV 6-w survival

>4 0.83 0.71

Maltoni M et al. J Pain Symptom Manage, 1999

Morita T et al. Support Care Cancer, 1999



MNA (Mini Nutritional Assessment)

A. Has food intake declined over the past 3 months due to 

loss of appetite, digestive problems, chewing or 

swallowing difficulties?

0 = severe decrease in food intake 

1 = moderate decrease in food intake 

2 = no decrease in food intake 

B. Weight loss during the last 3 months 0 = weight loss greater than 3 kg

1 = does not know

2 = weight loss between 1 and 3 kg

3 = no weight loss 

C. Mobility 0 = bed or chair bound

1 = able to get out of bed / chair but does not go out 

2 = goes out 

D. Has suffered psychological stress or acute disease in the 

past 3 months?

0 = Yes

1 =No

E. Neuropsychological problems 0 = severe dementia or depression

1 = mild dementia

2 = no psychological problems

F. Body Mass Index (BMI) (weight in kg) / (height in m2) 0 = BMI less than 19 

1 = BMI 19 to less than 21 

2 = BMI 21 to less than 23 

3 = BMI 23 or greater

Screening score 

(max. 14 points)

12-14 points: Normal nutritional status 

8-11 points: At risk of malnutrition 

0-7 points: Malnourished

Score prognostici

Guigoz Y et al. Facts Res Gerontol, 1994



Approaching the last 

months of cancer 

patients: looking for a 

guide.
Carandina I, Marzola M, Gilli G,

Bannò E, Moretti A, Nisi C, 

Frassoldati A

35 patients: 

�54.3% female, 45.7% male

�Median age of 67 (47-83) years 

�Digestive tract, breast, and head-neck  cancers 

accounted for the majority of the cases (71.4%). 

C 11%

B 26%
A 63%

Malnourished

45%

Normal 10%

At risk 45%



Indice prognostico 

multidimensionale

E’ un indice prognostico di 
mortalità a breve (1 mese) e 
lungo-termine (1 anno) 
basato su informazioni 
ottenute da una Valutazione 
Multidimensionale (VMD) del 
soggetto anziano.

Se l'indice ha un valore 
compreso tra 0 e 0,33 il 
rischio prognostico di 
mortalità è considerato 
basso; se il valore è
compreso tra 0,34 e 0,66 il 
rischio prognostico è
considerato moderato; se il 
valore è compreso tra 0,67 e 
1,00 il rischio prognostico è
considerato severo.



In a prospective cohort study at 11 university hospitals in Korea, we 

administered questionnaires to 619 consecutive patients 

immediately after they were determined by physicians to be 

terminally ill. We followed patients during 6 months after 

enrollment and assessed how their survival was affected by the 

disclosure of terminal illness and administration of palliative care or 

nonuse of the ICU.





Cure intensive o palliative                     

nei pazienti oncologici? 

• Variabili nella malattia oncologica avanzata
– Tipo di tumore e fase di malattia

– Terapie precedenti

– Disponibilità di farmaci ad alta efficacia

– Complicanze inattese

– Consapevolezza

– La famiglia

• Nuove opzioni terapeutiche
– Le storie del carcinoma mammario, Melanoma, del 

carcinoma polmonare

• La complessità della risposta alla terapie
– Resistenza ai farmaci e possibilità di superarla 



Nuovi orizzonti in oncologia



Tumori “gene-addicted”



Prognosi nell’adenocarcinoma polmonare

12-00

12-02



La malattia cambia nel tempo…. 



Risposta a Crizotinib in tumori polmonari con 

riarrangiamento di ROS-1

>80% dei pazienti pretrattati con una o più linee di terapia



Alternative to
ICU refusal at 
Hopital Saint 
Luis, Paris





J Support Oncol 2012;10:180–187



Integrazione fra 

oncologo/intensivista/palliativista
Dalla sequenzialità ai modelli di integrazione fra 

oncologo, medico palliativista e medico intesivista



Conclusioni
Un ricorso ottimale a trattamenti intensivi in pazienti con tumore 

avanzato richiede la ridefinizione dei criteri di accesso, una 

comunicazione ottimale fra oncologo e paziente/famiglia, e la 

integrazione con i servizi di terapia palliativa, per evitare sovra e 

sottotrattamenti.

Ferris, JCO 2009


