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Abstract
Purpose Following a series of articles reviewing the basics of cancer pain management, in this article, we develop the guiding
principle of our philosophy: the concept of multimorphic pain and how to integrate it as the innovative cornerstone of supportive
care in cancer.
Method Critical reflection based on literature analysis and clinical practice.
Results This model aims to break with standard approaches, offering a more dynamic and exhaustive vision of cancer pain as a
singular clinical entity, taking into account its multimorphic characteristics (cancer pain experience can and will change during
cancer: aetiology, physiopathology, clinical presentation and consequences of pain) and the disruptive elements that can occur to
influence its evolution (cancer evolution, concomitant treatments, pain from associated diseases, comorbidities and complica-
tions, or modifications in the environment). Our model establishes the main key stages for interdisciplinary management of
cancer pain:

– Early, personalised management that is targeted and multimodal;
– Identification, including in advance, of potential disruptive elements throughout the care pathway, using an exhaustive

approach to all the factors influencing pain, leading to patient and caregiver education;
– Optimal analgesic balance throughout the care pathway;
– Integration of this concept into a systemic early supportive care model from the cancer diagnosis.

Conclusions Given the difficulties still present in the management of pain in cancer, and whilst cancer is often considered as a
chronic condition, the concept of multimorphic pain proposes a practical, optimised and innovative approach for clinicians and,
ultimately, for patients experiencing pain.
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Introduction

We now have at our disposal a core of high-performance tools
for managing cancer pain: a better understanding of patho-
physiological mechanisms, interdisciplinary assessment, med-
ical and non-medical treatments and access to innovative in-
terventional techniques. Scientific studies nevertheless show
that cancer pain still remains underestimated, poorly assessed
and undertreated, particularly in the most severe cases [1–9].
Nowadays, cancer patients are mainly confronted with several
poly-mechanisms of pain including neuropathic mechanisms
[10, 11], as described in Table 1. Most cancer patients with
pain are not referred to as a team of pain specialists [3].
Through a series of original articles, we propose a comparison
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between our experience in the field and the exhaustive data in
the literature, on a variety of themes around cancer pain (as-
sessments, use of opioids, pain emergencies, management of
refractory pain, complementary integrative approaches) and
with one guiding principle: the concept of multimorphic pain
and its impact on patient management.

This conclusive article, whilst making no pretence of
guaranteeing an answer to the question ‘how can management
of cancer pain be improved?’, nevertheless aims to propose
what could be the fundamental aspects of a new and pertinent
management model. This model has two complementary as-
pects: consideration of cancer pain as an entity in its own right
through the concept of multimorphic pain and an approach
that is innovative and sustainable at a much broader scale in
the organisation of supportive care, and beyond, of our
healthcare systems.

Multimorphic cancer pain: an innovative concept
for optimising management (Table 2)

Analysing the literature on cancer pain confronted with our
experience as clinicians on an everyday basis has led us to
considerably reconsider our approach and propose an innova-
tive model that breaks with more traditional approaches.

From an etymological point of view, the termmultimorphic
refers to the possibility of adopting several forms at the same
time and of changing form. This term seems to us to be
adapted to the dynamic definition that we have sought to give
to cancer pain: this type of pain can effectively evolve in how
it presents, in relation to the different factors, whether or not
they are linked to cancer and its management. The criteria that
allow us to define the multimorphic nature of cancer pain are
summarised in Table 2.

In short, cancer pain is not a fixed entity in itself or over
time. It changes, alters, evolves or devolves, presenting in
different forms at any time, from the diagnosis until after
the cure or in palliative situations when applicable. These
modifications depend on a series of intrinsic or extrinsic
factors generally associated with each other, which play a

part in initiating an imbalance at the level of pain manage-
ment and thus create disruptions (Fig. 1). Today, many
forms of cancer are seen as chronic conditions with varying
degrees of improvement depending on type [12–14], con-
sidering cancer pain as multimorphic and managing it on
the principle of the basics by preventing, identifying and
treating these disruptions is a pertinent response to its com-
plexity and the sustainability of the medical condition of
these patients. Optimising state of health and management
of risk factors or comorbidities, promoting compliance and
therapeutic education, for example are all factors that im-
prove cancer pain management in particular, although not
exclusively [15, 16].

In order to complete this descriptive model, we propose a
model-based approach of the exhaustive and comprehensive
multimorphic cancer pain strategy, regardless of the stage of
cancer, in four key points (Fig. 2), and which summarise our
series of articles.

1. The first is to have the objective of an optimal analgesic
balance throughout the care pathway. This objective—
however logical it might seem—must be formalised and
above all adapted constantly to the multimorphic nature of
the pain. It appears essential to us that constant attention to
detail is preserved in the management of pain and that its
trivialisation be avoided throughout the cancer care path-
way. This objective will differ from one patient to another
because of all the factors that influence pain, as well as
those that are potentially variable over time, essentially in
relation to the cure or progression of cancer and/or new
intercurrent pathologies. These objectives must clearly be
reasonable [17], but more than that, they must be adjusted
to each clinical history, as well as being ambitious, for
example with regard to early access to interventional tech-
niques given their major impact on the quality of life and
survival [15, 18–23].

2. In order to implement this analgesic balance objective,
management takes several forms through a number of
fundamental points:

Table 1 The characteristics of the
multiple forms of complex pain
presented by cancer patients

Aetiology Location Physiopathology

Identical Different Identical Different Neuropathology Nociceptive

Mixeda Yes No Yes No Yes Yes

Overlappedb No Yes Yes No Yes Yes/no

Combinedc Yes No No Yes Yes No

Associatedd No Yes No Yes Yes Yes/no

a Example of mixed pain: bone metastases and Pancoast syndrome pain
b Example of overlapped pain: bone metastases and lumbago
c Example of combined pain: cancer and taxanes
d Example of associated pain: cancer and rheumatoid arthritis
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& Implementation of synergy between disciplines: tradition-
ally, pain medicine is associated with concepts that evolve.
From an initially multidisciplinary philosophy (first level:
consists in developing a plurality of disciplines that each
play a part in understanding the object), many authors
suggest switching to interdisciplinarity (second level: sit-
uation in which the different disciplines work together and
in which there are exchanges of methods and results be-
tween them), or even transdisciplinarity (third level: open-
ness to whatever is beyond and between the disciplines,
with regard to a given subject and through a concept of
plurality of levels of reality) [24–26]. Regardless, these
concepts convey the fact of bringing, through the comple-
mentarity of opinions and skills—without neglecting any
discipline in particular and promoting each one—a syner-
gy of reflection and action on behalf of the patient and
optimising his state of health. At our level, we retain the
concept of interdisciplinarity as the cornerstone of our
approach in the field of medicine in the broadest sense
of the term (Fig. 3); nevertheless, we shouldmove increas-
ingly towards transdisciplinarity.

& Early management: be it in curative or palliative situa-
tions, this is a key factor in the identification and success
of an analgesic project, as shown clearly in clinical trials
[18, 27–32].

& A targeted approach to management: constant attention to
detail, be it in terms of diagnosis or treatments, will make
it possible to adjust our approach to the different issues
with precision [15, 16].

& Personalised management: as highlighted clearly in the
table defining the multimorphic criteria of cancer pain
(Table 2), each clinical history is the comparison of the
different elements at a givenmoment, andwill thus require
a specific, differentiated approach from one patient to
another.

& A multimodal approach to treatment strategies: drug-
based treatments for pain act on specific, and different,
pathophysiological mechanisms. It is through this ap-
proach that some authors have even proposed an original
classification of drug-based treatments [27], starting with
the principle that a multimodal approach would take ad-
vantage of the synergy of the efficacy of these compounds,
through the complementarity of the mechanisms of action.
By extension, we believe that this multimodal philosophy
should not be limited solely to drug-based treatments.
Rather than a step-based approach, new interdisciplinary
evaluations must lead to a multimodal response, also as-
sociating interventional techniques [15, 19–22, 33] and
non-drug-based complementary approaches [15, 16,
33–37]. This multimodal scheme (Fig. 1) is in itself the

Table 2 Criteria defining the multimorphic nature of cancer pain

Disruptions Criteria defining the multimorphic nature of cancer pain

Factors influencing the
complexity of cancer
pain

Components of the pain:
• Nociceptive (includes inflammatory)
• Neuropathic
• Nociplastic*

Aetiopathogenic mechanisms:
• The cancer in itself
• Its treatments (chemotherapies,

targeted therapies, immunotherapies,
hormone therapy, radiotherapy, surgery)

• Other causes of pain

Presentation of the pain:
• Intensity
• Duration of the pain (chronic,

subacute, acute)
• Background
• Exacerbations/breakthrough

pain
• Pain emergencies

Intrinsic factors of
variability over time
concerning the cancer

Type of cancer and its
stage on diagnosis

Progression of the ‘chronic illness’ cancer:
• Cure
• Sequelae
• Relapse
• Metastases
• Palliative progression

Evolution in the treatments and
complications:

• Cancer treatments
• Supportive treatments
• Complications

Extrinsic factors of
variability over time
concerning the state of
health

Environmental factors:
• Ethno-demographic factors/cultural

and spiritual factors
• Socio-economic/earliness/level

of access to care/abandonment
factors

• Communication

Inter-individual factors:
• Genetics
• Variability factors of pain thresholds
• Immunity
•Metabolism

Intra-individual factors:
• Motivation
• Risk factors
• Comorbidities/multi-morbidities
• Intercurrent treatments
• Treatment compliance
• Treatment education

*The concept of nociplastic pain could be useful to explain complex syndromes in particular after cancer treatments, or when no link with the disease and
its treatments is obvious: pain that (1) arises from altered nociception despite no (2) clear evidence of actual or threatened tissue damage causing the
activation of peripheral nociceptors or (3) evidence for disease or lesion of the somatosensory system causing the pain (IASP Taxonomy 2017)
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best way of offering patients the solutions best adapted
and relevant to their pain.

3. The third cornerstone is the identification of potential dis-
ruptive elements, including in advance, throughout the
care pathway by means of an exhaustive approach to all
the factors that have an influence on pain. This third stage
is the ‘core of the reactor’ in the model-based programme
for managing multimorphic cancer pain that we propose:
identifying and, when possible, correcting or modulating
the disruptive factors of pain (Table 2).

4. Certain authors have developed a model-based type of
approach to the cancer care pathway in palliative situa-
tions which can absolutely be transposed into the manage-
ment of cancer pain: the search for comfort and safety
through a realistic and anticipated attitude throughout
the care pathway is one of the factors in the success of a
healthcare project [38, 39]. Our approach highlights the
need to identify disruptive elements which could poten-
tially provoke, intensify or modify cancer pain and thus
break with the objective for balance throughout the care
pathway. It is a potentially fragile balance that
characterises control of cancer pain: destabilisation or lack
of control of one or more factors of potential disruption

(Table 2) and that can result in insufficient analgesia and
its harmful effects in terms of quality of life [40] or co-
morbidities, such as depression [41]. This in turn leads to
considering cancer and its consequences as elements of a
whole—a chronic condition—from which they cannot be
dissociated.

5. Finally, the fourth stage in our model is considering the
strategy described above as being integrated into a
broader concept of early supportive care implemented as
soon as the cancer diagnosis has been made.

6. It is this more systemic approach that we will focus on in
the second part of this article, as an extrinsic means of
improving cancer pain management within the public
health system (Figs. 2 and 3).

The concept of multimorphic cancer pain:
the cornerstone of early supportive care to be
integrated into public health policy

Definition of supportive care and palliative care

It appears relevant to us to integrate this concept of
multimorphic cancer pain as one of the key elements in the
healthcare system, giving access to early supportive care. As
soon as the diagnosis of cancer has been made, and not solely
after the diagnosis of metastatic progression, and thus even in
a period of remission, supportive care must be envisaged as
pain can be present independently of the progression of cancer
for the reasons mentioned above. Nevertheless, the gap be-
tween cancer patients’ needs and supportive care received is
evolving and growing worldwide [42, 43].

Terminology is of the greatest importance when proposing
an innovative model of cancer pain management [44], since
the beginning of the 1990s, several definitions of supportive
care, palliative care and other associated care concepts have
been used and are still debated [45]. In particular, the terms
‘supportive care’ and ‘palliative care’ are often assimilated or
confused.

For supportive care, we retain the definition given as early
as 1994 by Page: ‘the provision of the necessary services for
those living with or affected by cancer to meet their informa-
tional, emotional, spiritual, social, or physical needs during
their diagnostic, treatment, or follow-up phases encompassing
issues of health promotion and prevention, survivorship, pal-
liation, and bereavement. In other words, supportive care is
anything one does for the patient that is not aimed directly at
curing his disease but rather is focused at helping the patient
and family get through the illness in the best possible condi-
tion’ [45]. Supportive care in cancer is thus the prevention and
management of the adverse effects of cancer and its treatment
(including rehabilitation and secondary cancer prevention)

Multimorphic
Cancer Pain

Specific Cancer 
Treatments

Cancer Care 
Course 

from Diagnosis

Dynamic Multimodal 
Personalised
Management

of Cancer Pain

Concomitant 

Treatments

Comorbidities 

and 

ComplicationsEnvironment Associated

Disease Pain

Fig. 1 Disruption key elements in the dynamic, multimodal, targeted,
personalised management of multimorphic cancer pain
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from diagnosis, through survivorship, and to end-of-life care
[46].

To implement supportive care in patient-centred care [47,
48], communication is thus crucial and based on conversa-
tions in a longitudinal care relationship. The first step is a
comprehensive assessment of the different aspects of the pa-
tient’s life, including the physical, psychological, social and
spiritual aspects to master the challenges of communication
and decision-making [49, 50]. This care continues until the
end-of-life, nevertheless, when a cure is no longer possible, it
is then integrated into palliative care [51, 52], which we con-
sider to be a full entity within supportive cancer care.
Palliative care takes into account the conditions of the end-
of-life, including care for the bereaved (Fig. 3) [53]. Whilst
being aware that certain studies have shown the rather nega-
tive impact of the term ‘palliative’ on a number of aspects [52,
54, 55], unlike the term ‘supportive’.

Pain within supportive care

It appears relevant to us to integrate this concept of
multimorphic cancer pain as one of the main elements in a
healthcare system, capable of obtaining access to early sup-
portive care, at the time of cancer diagnosis, as pain can be
present independently of the progression of the condition for
the reasons mentioned above.

In France, pain management—throughout the pathway, in-
cluding in the post-cancer period—has been identified as one
of the four types of supportive care forming the common core,
and two analgesic techniques have been integrated into com-
plementary supportive care: intrathecal analgesia and
hypnoanalgesia [56]. Management of cancer pain is thus stat-
ed as being a priority within the supportive care on offer. But
we believe that without significant change to the approach to
pain management, and without the accompaniment of real
structuring in our healthcare systems, it is unlikely that cancer
pain management will improve, as shown in the studies of the
last 50 years on the proportion of patients with pain linked to
cancer [57, 58].

The advantages of early supportive care

In terms of cancer, the implementation of interdisciplinary
supportive care should be carried out as early as possible, as
soon as the diagnosis has been made and this, in a systematic
manner [38, 59]. The creation of early palliative care since the
first foundation study by Temel et al. is now largely relayed by
wide-ranging clinical trials exploring the different models of
early palliative care, even including those outside the cancer
field and instead in the chronic illness field [28, 29].
Depending on the trials, the benefits observed from the imple-
mentation of early supportive care are improved quality of

Four key points to manage multimorphic cancer pain

1. Objective of an optimal and adaptive analgesic balance throughout the care pathway:

- Reasonable (consider potential side effects of pain treatments), exhaustive (consider all kinds of

approaches) and ambitious (consider the latest therapies available)

- Adjusted to each patient (support for self-management)

- Adjusted to each clinical history (stage of the cancer and its treatments, comorbidities)

2. Management: 

- Interdisciplinary (synergies between disciplines)

- Early (from the diagnosis to palliative situations)

- Targeted (constant attention to details)

- Personalized (adjusted to each patient)

- Multimodal (drug based, complementary and interventional approaches)

3. Identification, including in advance, of potential disruptive elements throughout the care 

pathway, using an exhaustive approach to all the factors that have an influence on pain: 

- Factors influencing complexity of cancer pain 

- Intrinsic factors of variability over time concerning the cancer

- Extrinsic factors of variability over time concerning the state of health

4. Development of this pain management concept within systemic early supportive care model 

integrated into oncological management as soon as the diagnosis is made

- Supported by evidences

- Associated with education and training of healthcare professionals

- Integrated to strong and sustainable healthcare policies

Fig. 2 The multimorphic nature
of cancer pain requires to
incorporate four key points in
cancer patient management in
order to provide an optimal
persistent control of pain
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life, patient satisfaction, the drawing up of advance directives,
decreased hospitalisations, reduced healthcare costs, increased
end-of-life care levels at home, increased overall survival or
decreased incidence of depression and refractory symptoms
(including pain) or a persistent decrease in the exhaustion of
carers [30, 60]. Early implementation of this type of care sup-
poses that there is a full assessment of the patient, understand-
ing of the illness and its prognosis and identifying the objec-
tives of the care so as to reduce the number of transitions in
care between hospitalisation, consultations and care [61, 62].

Integrating supportive care into the overall management
of patients with/or who have had cancer

Several studies based on the addition of palliative care to
standard care in different contexts have shown that this addi-
tion led to significant improvements for patients [60]:

Inpatient palliative care model A study of this model in ad-
vanced chronic pathologies (in particular cancerology, 1/3 of
patients had cancer) revealed a positive impact on patient
communication, patient satisfaction, the overall cost of the
hospital isat ion and the number of deaths during
hospitalisation [63]. On the other hand, no effect was observed

on quality of life (including the symptoms) or overall survival,
probably because of the late introduction of palliative care.

Home-based palliative care model This model has been stud-
ied in patients with a prognosis of less than 1 year (including
40% of cancer patients) [64]. Although a positive impact was
observed on emergency hospitalisations, the duration of
hospitalisation and its cost, there were more deaths at home.

Outpatient clinic palliative care model Integrating palliative
interventions throughout the follow-up and treatment of can-
cer by a nurse, with telephone follow-up, made it possible to
improve quality of life and depression scores, management of
symptoms and the tendency to extend the median duration of
overall survival (14 months vs 8.5, not significant) without
increasing costs [31, 65]. In addition, the improvement in
the median for overall survival depended on the earliness of
the supportive care intervention (on diagnosis 18.3 months vs
11.8 at 3 months from diagnosis, risk of the death hazard ratio
of 0.72 at 1 year, p = 0.003).

Inpatient and outpatient palliative care model Temel et al.
monitored for 3 months the patients with metastatic non-
small-cell lung cancer (mNSCLC) [32]. The addition of a
monthly supportive care consultation to standard cancer care

Fig. 3 Interdisciplinary strategy
for a global multimodal cancer
pain approach within supportive
care
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improved quality of life, with less depression and thymic dis-
orders, increased median overall survival (11.6 with interven-
tion vs 8.9 months without intervention) and decreased
healthcare costs.

Overall palliative care model (outpatient clinic, inpatient and
home settings) Follow-up of 393 patients with advanced can-
cer, all sub-groups of patients with early interventions present-
ed significant differences in relation to management without
palliative care for all the parameters studied, resulting in a
better quality of life, and improved symptoms and care satis-
faction [66]. Another study in such patients showed that early
palliative care increased satisfaction with care in caregivers
[67].

Thus, in addition to the advantages of early intervention,
there is also the impact of an interdisciplinary inpatient palli-
ative team as a complement to the standard care provided by
the specialist teams for the pathology. Progression towards
these optimised interdisciplinary collaborations requires edu-
cation and training programmes, such as those implemented
by the Oncology Provider Pain Training program (OPPT) to
accompany it [68]. Innovative models of palliative care have
been experienced in several countries like Canada, United
Kingdom, New Zealand or Australia, defining the key condi-
tions for success in terms of organisation, tools, culture, roles
to play within interdisciplinary caregivers community or train-
ing through a comprehensive approach [69].

Integrating acute and long-term care has been
experimented and implemented for people with disabilities
and chronic illnesses [70]. From the outset, the word integra-
tion has covered a wide variety of concepts. The so-called
integrative oncology, which makes possible a permanent ex-
change between oncology teams and the interdisciplinary
teams of supportive care as soon as the diagnosis has been
made and throughout the care pathway, has been implemented
differently depending on local organisations and the means
implemented [27, 30, 53, 60]. Patients can thus benefit from
experts in supportive care—and thus in pain—as soon as it
becomes necessary and from teams that are not external to the
management protocol. In addition, it has been observed that
this type of organisation, quite logically, makes it possible to
gain a considerable amount of time on a day-to-day basis
(170mins/day) for oncologists, allowing them to devote them-
selves to their specialisation and the treatment of cancer [27].

On the other hand, Hui et al. have reviewed the pros and
cons of four major conceptual models of integration [27]: (I)
the time-based integration model governed by chronological
criteria; (II) the provider-based model with an increase in
specialised palliative care; (III) the issue-based model based
on either solo practice, congress (oncologist-driven
multidisciplinary management) or integrated care (oncology/
supportive/palliative care interdisciplinary management with
multidisciplinary specialised support) approaches and (IV) the

system-based model governed by the onset of clinical events.
As a result, none of these models could be promoted in a
global context because of tremendous heterogeneity in
healthcare systems, patient populations, resource availability,
clinician training and the perception of palliative care [27].

To counteract this conclusion, the model of integration
must define the core of the integrated care system and the
specialised satellites. Because of the need for early implemen-
tation of supportive care, variants of the time-, provider- and
system-based models must be avoided as they postpone the
full intervention of supportive care. The issue-based model
may be the settlement of a new model of integration but it
has to be fully integrated into a wider vision of the disease
course. In this context, and considering the importance of
communication, assessments and education, we propose an
integrated care system model offering the supportive environ-
ment and personalised relationship, with specialised satellites
which are cancer related but also related to the main chronic
pathology as a whole. Unfortunately, non-cancer patients with
a chronic pathology are often more subject to cancer than
patients with non-chronic pathologies and vice versa. This
type ofmodel must be simple to implement, and it must satisfy
local organisational constraints.

The concept of supportive medicine (Fig. 4)

Previous studies, like the different models proposed in inte-
grative oncology, are based on adding supportive care to the
standard curative care, at different times in the illness. By
extension, and given the clinical proof observed through the
implementation of supportive oncological care, for us, sup-
portive medicine is an operational response to the
hyperspecialisation, which makes medicine so efficient now-
adays, but which modifies the different roles played by the
different actors along the disease course.

We believe that in parallel to the specific management of
cancer or chronic conditions, an exhaustivemodel focusing on
specialised, advance management of the symptoms with a
sometimes major impact in the care pathway (pain, fatigue,
depression, malnutrition, etc.), and other support activities
(dietary, psychological and physical well-being, socio-
environmental aspects, etc.) could be set up without major
upheaval to healthcare structures. With this comprehensive,
transdisciplinary and exhaustive approach, as soon as a chron-
ic condition is diagnosed in a specialised centre, the interven-
tion of an interdisciplinary supportive care team as part of the
continued relations between those taking part should make it
possible to optimise the healthcare pathway and the preven-
tion of avoidable complications, all whilst also avoiding ex-
tended hospitalizations and encouraging a significant level of
in-home care (Fig. 4). This approach also makes it possible to
establish a functional and synergic link between specialists of
the disease in question, organ specialists and the teams
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intervening in-home, preventing management from being di-
vided between specialists. On discharge from the establish-
ment, this follow-up can persist through the supportive care
team by means of regular contacts with the private practice
care networks, with benefits for the patient in terms of quality
of care, and in the use of resources [71].

One of the examples of the benefits of this follow-up is
given, in terms of communication with the patients and edu-
cation about their illness and its overall management, through
the integration of clinical pharmacy into the care pathway—as
was shown from the outset in English-speaking countries [72].
This specialisation has developed in other countries with the
same benefits in terms of clinically relevant and well-accepted
optimization of medicine use [73, 74], leading to it being
recognised in new countries [75–77].

Integrating clinical pharmacists into clinical departments
allows them to work with clinicians, healthcare teams and
patients, as well as their friends and family. This integration
has played a part in fluidifying the healthcare pathway, to the
satisfaction of patients, thus strengthening the private practice-
hospital link, as well as reducing expenditure [78], with the
activities of clinical pharmacy not being limited solely to drug
conciliations [79–82]. This model, developed in supportive
care units as part of their interdisciplinarity, is seen as a source
of efficiency, with the clinical pharmacist intervening, for ex-
ample by telephone for the follow-up and adjustment of pa-
tients who have had a major modification to their analgesic
treatment, thus avoiding consultations and journeys for pa-
tients for titrations, for example [82]. This breaks with the
more centralised models for deployment from hospital phar-
macies, becoming a means of offering adaptability and per-
sonalization of the classic clinical pharmacy offer, as well as
developing communication with the patients (the treatment of

symptoms being a much-appreciated point of entry) as their
education, throughout the healthcare pathway.

Dividing up supportive medicine in this way can also bring
about collaboration and synergies, in addition to the general
practitioners, between local specialists in complementary ther-
apies and nurses, and community pharmacists as a means of
reinforcing home-based supportive care, and creating a full
home care team to set up local proactive care management
with an obviously more flexible relationship than between
institution teams. Several studies have thus shown the effec-
tiveness of integrating community pharmacists into chronic
disease management programmes and health promotion
[83]. In order to provide a rapid and effective response in
home-based supportive care, telemedicine is also an opportu-
nity that should not be neglected when developing supportive
care, as networks have been set up in several countries
[84–88]. Telemedicine facilitates good quality, fast advisory
opinions based on questioning and examining the patient (via
more detailed questions and visual support), without remov-
ing the need for a face-to-face consultation as soon as possible,
if necessary.

Implementing this transversal supportive medicine-type
model, bringing together different specialists in the manage-
ment of symptoms (algology, psychology, nutrition, re-educa-
tion, other complementary therapies, etc.) in patients with
chronic conditions could be progressive. The setup is complet-
ed with the time to cover exhaustively the department’s ser-
vices in order to respond to the different expectations of pa-
tients, as much within establishments as not [89].

This type of supportive medicine model is a relevant re-
sponse to the constant development in the levels of over-
specialisation in the management of chronic conditions such
as cancer and makes it possible to provide the right expertise,

Fig. 4 Integrative model of supportive medicine for the management of
severe chronic disease of in- or out-patients. Specialised pathology teams
may include, for example for cancer patients, surgery, radiotherapy,
oncology and other specific system and organ teams. The
interdisciplinary supportive care team may include supportive/palliative
care specialists (specialised clinicians and nurses, clinical pharmacist) and

a resident or on an as-needed basis intervention specialists (such as an
intrathecal drug delivery system specialist or neurosurgeon),
psychologist/psychiatrist and complementary integrative therapy
specialist (e.g. nutritionist, acupuncturist). The home care team may
include the patient’s general practitioner, community pharmacist, local
nurse and other caregivers
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to the right patient, by the right teams and at the right time. In
addition, this type of structure makes it possible to implement
new information and communication technologies for the
follow-up of patients with serious chronic conditions in their
homes, however, distant and inaccessible they may be.

The supportive care department in relation to the
specialised chronic disease team provides a simple integrative
model of chronic disease care relying on an interdisciplinary
relationship. The development of supportive medicine can
lead to an intra-transdisciplinary relationship, all for the ben-
efit of patients.

Conclusions

Given the difficulties still present in the management of cancer
pain, increasingly considered as a chronic condition, the con-
cept of multimorphic pain is an innovating approach enhanc-
ing new dimensions to optimise cancer pain comprehension
and management, including in the most complex situations. It
provides the essential steps to better understand this specific
entity, and the essential tools to better manage all kind of
situations through each patient’s cancer care course.

However, this concept of multimorphic pain cannot be
solely and exclusively developed on its own: it has to be
strengthened and carried out by a strong determination to de-
velop new and sustainable strategies in diseases management.
We believe that integrating supportive medicine to cancer and
serious chronic diseases pathway can be a key operational
response, in parallel to the constant hyperspecialisation of
medicine. The large benefits of such an approach will posi-
tively impact patients, caregivers and beyond healthcare
systems.
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