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RESUME

Introduction: Le traitement par inhibiteur de I'aromatase (@&Huit le risque de rechute du
cancer du sein mais peut induire des douleurs nusquelettiques (MSK) conduisant a
une mauvaise observance thérapeutique. Plusiawiesbnt montré la survenue précoce
de cet effet indésirable, mais aucune n'a recheehdéacteurs associés a ces douleurs
aprés une utilisation prolongée des Al. L'objedtf notre travail était de déterminer la
prévalence des douleurs MSK et didentifier lestefacs cliniques, biométriques et
biologiques associés a leur chronicité chez lesrfesiaménopausées traitées par Al depuis

3 ans._Patients et méthodeaks’agissait d’'une étude monocentrique, transake, incluant

381 femmes ménopausées traitées par Al pour urecaucsein. Toutes les patientes ont
rempli un auto-questionnaire collectant des infdrams sur la fréequence, la localisation, le
retentissement et les conséquences des doulewdlt®Re 83,7% des femmes avaient des
rachialgies et 74% avaient des arthralgies. Lesemas avec rachialgies chroniques
avaient significativement plus d'arthralgies chgoes, pratiquaient moins d'activité
physigue et étaient moins satisfaites de leur m@irseharge médicale. Les patientes avec
des douleurs articulaires chroniques avaient udspet une masse grasse significativement
plus importants et significativement plus de ralghs chroniques._Conclusionla
prévalence des douleurs MSK est élevée chez lemésniraitées depuis 3 ans par Al.
Certains facteurs associés aux douleurs MSK chuesigcomme le surpoids et une faible
activité physique, sont aussi des facteurs de eisdg@ cancer du sein. Des mesures

hygiéno-diététiques pourraient étre conseilléémididtion du traitement par Al.
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ABSTRACT

Introduction the aromatase inhibitors (Al) treatment redudes ttisk of breast cancer
recurrence but is responsible to musculoskelet@KMpains leading to a discontinuation
of Al. Previous studies have reported early MSKnpaassociated with Al treatment but
none of them assessed factors associated with MBi€ @after a prolonged use of Al. The
aim of our study was to identify the prevalenceaM8K pains and the clinical, biometric
parameters and the biological factors associateth whronic MSK pains in post
menopausal women with ER+ breast cancer after BsyeAl treatment, Patients and
Methods we conducted a monocentric, cross-sectional stutyjuding 381 post-
menopausal women with non-metastatic ER+ breastecdreated by Al for 3 years. Each
patient answered to a self-reported pain questiomrn@llected information on MSK
symptoms comprising the location, the frequency, fiseling and the consequences of
pains. Results83.7% of patients had back pain and 74% had agiar. Patients with
chronic back pain had significantly more chronithealgia, had less physical activity and
were less satisfied with the medical care. Patiertts chronic arthralgia had a significant
higher weight and body fat mass on bone densitgnatd had more chronic back pain.
Conclusion: the prevalence of MSK pains is high in women tgkichronically Al
treatment. Some factors associated with chronic N3&is, such as low walking activity
and higher weight, are also implicated as riskdiafdr breast cancer recurrence. Weight

management and physical activity should be advisedach women treated with Al.
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INTRODUCTION

Aromatase inhibitor (Al) treatment has become thendard of care for the adjuvant
endocrine treatment of hormone receptor-positiiR+{Eearly-stage breast cancer in post -
menopausal women. Its effectiveness has been priovearms of disease-free survival,
time to recurrence, life expectancy and inciderfaspatralateral breast cancer

Al treatment leads to a total estrogen deprivati@t can induce side effects such as joint
symptoms, vaginal dryness, bone loss and ostedpdrattures > *

The musculoskeletal (MSK) pains occur in 30 to 506ases > > °The pain affects the
hands/wrists in more than 60% of cdsesd less frequently the other joints and the
spiné 1% 1 The pain can be associated with morning stiffndesreased grip strength
and with a detrimental effect on daily activitiesthritis and tenosynovitis have also
been described leading to carpal tunnel syndfotfid® The median time of occurrence
of MSK pains is one to 3 months after the starAbftreatment and the pain tends to
reach its peak intensity during th® frst monttf **

MSK pain is responsible to a discontinuation oftAdatment in 11 to 20% of cadés®
Despite conflicting results, obesity (BMI >306§, prior hormonal treatment for
menopausé® neoadjuvant chemotherdfyprevious history of arthralgia’, menopause
occurring less than five years agand low concentration of 25(OH) vitamin D, seem to
be associated with Al-induced MSK pains. On theepthand, a prior tamoxifen therapy
could be associated with lower risk of MSK pain

Previous studies have assessed factors associdkepbiwt pains but only in the first year
of treatment. The aim of our study was to identifg prevalence of MSK pains and the
clinical and biological factors associated with afic MSK pains in post-menopausal

women with a prolonged use of Al treatment (atti@agears).
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PATIENTS AND METHODS

Patients

We firstly conducted a prospective and longitudisaldy between January 2006 and
January 2009 including 497 post-menopausal womeh BR+ breast cancer to assess
bone consequences of Al treatment. These dataliemrealready publishéd®

After 3 years of Al treatment, 381 of these womemenincluded in a cross-sectional study
to assess arthralgia and back pain with a selfrteg@ain questionnaire.

The inclusion criteria were:

- ER+ breast cancer without bone or visceral matast

- Al treatment initiated and taken for at leasteans

- A good knowledge of the French to read and undedsthe questionnaire

- A signed consent to participate in this study

- The absence of psychiatric disorders or dementia

Outcome assessment

Clinical assessment

An extensive medical history and a physical exationawere obtained for each subject

including age, age at onset of menopause, weigghty body mass index (BMI), cancer

characteristics (size, nodal status, tumour gradenone receptors), treatment of cancer
(surgery, radiotherapy, chemotherapy, tamoxifedgplreol and tobacco use, physical

activity, calcium and vitamin D supplementation.

Pain questionnaire

The pain questionnaire was a self-reported quewstioe collecting data on MSK
symptoms. The questionnaire was divided in thretspa

The first part concerned back pain, the secondconeerned peripheral joint pains and the
third one explored the patient satisfaction level.

The first two parts of the questionnaire explored:

1-The presence or the absence of pain

2- The detailed location of pain including neclgréicic and lumbar spine, but also fingers,
wrists, shoulders, elbows, toes, ankles, kneeshgd

3- The pain frequency: each day, once a week, amzenth, or less
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4- The pain feeling: “my pain has quickly disap@er “I have pains but | can bear them”
or as “I have pain and they are ruining my life”.

5-The consequences of pain in terms of care comgumnalgesics and nonsteroidal anti-
inflammatory drugs (NSAIDs) use, medical imagingl asits to doctors, physiotherapists
or osteopaths.

Finally the third part of the questionnaire exptbrihe patient satisfaction level with

respect to medical care comprising four items nagdiom 0-5each. The final score was 0-

20, 20 being the best score. It evaluated:

the global satisfaction with respect to rheumatal@gre (score from 0-5)

the satisfaction with the schedule, the locatiod #re duration of the appointment
(score from 0-5)

the satisfaction with the information given by theumatologist (score from 0-5)

the satisfaction with the achievement of medicsist¢score from 0-5)

Bone assessment

Fasting serum samples were assayed for calciumspplate, albumin, creatinine, 25-
hydroxy vitamin D [25(OH)D], parathyroid hormoneT{R), bone formation markers
(osteocalcin and bone alkaline phosphatase) anel tesorption marker (C-telopeptide).
Bone mineral densitometry (BMD) measurement has liescribed previous(§; Briefly

it was measured using dual energy X-ray absorptigm@®XA) operating in fan-beam
mode (Hologic QDR 4500A densitometer, Hologic Ind/altham, MA). Lumbar spine
BMD (LS BMD) was assessed from L2 to L4, in thetposanterior view incidence and
fractured vertebrae were excluded from analysigalTlmip BMD was measured at upper
left femur. As usually, the results were expresseabsolute values (g/cm2) and using the
T-score [standard deviation (SD)]. Furthermore,libdy composition divided in fat mass,
and lean soft tissue mass was provided by wholg-bodn on DXA.

Anteroposterior and lateral lumbar and thoracimalbpradiographs were taken the same

day as DXA to diagnose the presence, the numbethe&ngrade of vertebral fractures.

Statistical analysis
Statistical analysis was performed using the soBw&tatistical Package for the Social
Sciences (SPSS Version 15.0). Baseline charadtsrit patients were expressed in mean

+ one standard deviation.
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To analyze factors associated with pain, we decigedssess only chronic pain. We
defined “chronic arthralgia” as having arthralgiane than once per month since 3 years.
“Chronic back pain” was defined as having back paore than once per month since 3
years.

The comparison of groups was performed for contisuariables by analysis of variance
(ANOVA) and for binary variables by the PearsonZtast. Univariate logistic regression
was performed to analyze factors associated witbnoh arthralgia and chronic back pain.
Studied factors were: age (in years), weight (exl€rkg), height (in cm), BMI (in kg/f),
body fat mass (every 10 kg), lean fat mass (everkd), age of menopause (in years),
physical activity (in hours of walking per weekpbticco consumption (any vs. none),
alcohol consumption (any vs. none and by glasswesk), diary products consumption
(number per day), calcium supplementation (anynesie), vitamin D supplementation
(any vs. none), radiotherapy for breast cancer (aBy none), use of adjuvant
chemotherapy (any vs. none), use of tamoxifen fher@ny vs. none), duration of
tamoxifen therapy (in years), type of Al (anastiezes. exemestane vs. letrozole), tumor
size (T1 vs. T2 vs. T3+T4), nodal involvement (pi@si vs. negative), progesterone
receptor status (positive vs. negative), HER stgbositive vs. negative), tumor grade (1
vs. 2 vs. 3), PTH concentration (pg/ml), 25(OH)awmiin D concentration (in nmol/l and
[25 OH D] >75 nmol/l vs. [25 OH D] <25 nmol/l vs5Zmol/l > [25 OH D] < 75 nmol/l),
level of creatinine (in umol/L), calcemia (mmol/lphosphatemia (mmol/L), osteocalcin
(ug/l), bone alkaline phosphatase (ng/ml), C-tgbvpe (ng/ml), Ilumbar spine BMD
(every 0.100 g/cf), hip BMD (every 0.100 g/cfi, neck BMD (every 0.100 g/cth
chronic arthralgia (any vs. none), chronic baclhgany vs. none), vertebral fracture (any
vs. none). Finally, we compared patients who carsid that their pains were bearable “I
have pain but | can bear them” and patients whosidened that their pains were
excruciating “I have pain and it's ruining my life”

Differences were considered significant when pG50.
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RESULTS

Patients

The study population and cancer characteristicslaogn intable |. Briefly the mean age
was 66.0 +- 9.2 years, the mean age of menopausd®a +-13.5 years, the mean BMI
was 27.2 +- 5.6 kg/m2. 19 women (5%) had a typeabeales and one had a type 1
diabetes. Nobody had inflammatory chronic rheumatig2.5% were menopausal at the
time of the diagnosis of cancer. Before Al initiettj 98.4% of women have been treated by
surgery, 94.5% by radiotherapy and 58% by chemafher35.6% have been treated by
tamoxifen for a mean duration of 12.3 months. Amastle was administered in 71.9% of
the patients, exemestane in 16.0% and letrozol&2ia%. Among the 381 women, 18
(4.7%) changed the type of Al during the 3 yearfobbw-up. The mean 25(OH) vitamin
D concentration was 66.8 nmol/l +- 29.3, 33.5% lzad optimal 25(OH) vitamin D
concentration ([25 OH D]>75 nmol/l) and 1.6 % hadsevere 25(OH) vitamin D
concentration deficiency ([25 OH D] < 25 nmol/l).

Musculoskeletal pain location, frequency and consegnces

83.7% of the patients reported having suffered flaok pain in the previous three years.
The detail of back pain location and frequencyhsventable 1.

Among women having back pain, 43% consulted a dpci®b.7% consulted a
physiotherapist, 19.9% used analgesics or NSAIR1&N5% had spine CT scan or spine
MRI.

74% of the patients had arthralgia in the previttuse years. The detail of their location
and frequency is shownble Il1.

Among women having arthralgia, 46.6% consulted atalp 13.4% consulted a

physiotherapist, 25.5% used analgesics or NSAIDIS14n3% had joint X-rays.

Parameters associated with chronic back pain

Firstly, we compared the different parameters betwie 2 groups, patients with chronic
back pain (N = 126) and patients without chronickbgain (N = 222). Patients with
chronic back pain had significantly less physicetivaty (1.5+1.3 hours of walking per

week vs. 1.8+1.1 hours of walking per week; p=0)04&re significantly less satisfied
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with the medical care (satisfaction score 13.54%&114.0£1.5; p=0.020) and had more
often chronic arthralgia (79.8%0.4 vs. 27.5+£0.50%40.001).

The cancer characteristics (tumour size, nodaustaumour grade, presence or not of
progesterone hormone receptor, HER expression)ndidinfluence chronic back pain.
Others parameters such as age, weight, bone midensity, type of Al and biological
factors were not statistically different betweene tl2 groups. 25(OH)vitamin D
concentration did not influence chronic back pdin.is important to note that the
prevalence, the number and the grade of vertetareiure were not different between the 2
groups.

Univariate logistic regression analysis showed ttaibnic back pain was associated with
the presence of chronic arthralgia (HR=10.42; 95%6-17.91; p=0.00), a lower
satisfaction score (HR=1.18; 95%CI 1.02-1.35; p20)0and a lower walking activity
(HR=1.22; 95%CI 1.01-1.49; p=0.049).

Among patients with chronic back pain, we finallgngpared patients with excruciating
back pain and patients with bearable back painle V). Patients with excruciating back
pain were significantly more health care consumisk more drugs, had more medical
imaging and consulted more doctors, physiothersistl osteopaths. All other parameters

were not statistically different.

Parameters associated with chronic arthralgia

Firstly, we compared the different parameters betwthe 2 groups patients with chronic
arthralgia (N = 159) and patients without chronrthialgia (N = 188). Patients with
chronic arthralgia had a significant higher weid8.8+13.1 kg vs. 65.6£12.9 kg;
p=0.030), a higher body fat mass on bone densityn(27.78+89.61 kg vs. 25.63+80.26
kg; p=0.020), a higher LS BMD (0.876+0.1 g/cm2 ®£34+0.1 g/cm2 p=0.001) and more
chronic back pain (62.5+0.5% vs. 13.8+£0.4%; p=0)0&¥en if there was no difference in
25(0OH) vitamin D concentration, patients withoutaric arthralgia received significantly
more calcium (37.2%+0.4 vs. 25.2+0.5%; p=0.01) anthmin D supplementation
(39.4+0.5% vs. 28.3%=0.5; p=0.03). The cancer aharstics (tumour size, nodal status,
tumour grade, presence or not of progesterone hoemeceptor, HER expression) did not
influence chronic arthralgia.

Univariate logistic regression analysis showed dmaionic arthralgia were associated with
a higher weight (HR=1.18; 95% CI 1.01-1.40; p=0)028higher body fat mass (HR=1.34
[95%CI 1.03-1.73]; p=0.027), a higher lumbar spBMD (HR=1.32 every 0.100 g/cn
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95% CI 1.12-1.55; p=0.001) and the presence ofrtbrarthralgia (HR 10.42; 95% CI
6.06-17.91; p=0.00)t¢ble \). Calcium supplementation (HR=0.57; 95% CI 0.3800.
p=0.017) and vitamin D supplementation (HR=0.61%9€1 0.39-0.96; p=0.031) were
significantly associated with less chronic arthialgln multiple logistic regression
including the weight, lumbar spine BMD remainedngfigantly associated with chronic
arthralgia. 25(OH)vitamin D concentration did naffuence chronic arthralgia.

Among patients with chronic arthralgia, we finatgmpared patients with excruciating
arthralgia and patients with bearable arthralgieblé VI). Patients with excruciating
arthralgia were significantly more health care econers for MSK pain, they took more
drugs, had more medical imaging and consulted nuwetors, physiotherapists and
osteopaths. All other parameters were not stagisgidifferent.
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DISCUSSION

This original study assessed the prevalence ofagih and back pain in postmenopausal
women with ER+ breast cancer treated with Al siteears. The population was
homogeneous and the cancer characteristics wese thsually found in terms of size,
nodal status, hormonal status and gratevious studies have reported early MSK pain
occurring during the first year of Al treatméhf' *** *° To our knowledge, this is the first
study assessing MSK pains in patients treated dalby with Al. Furthermore, we
analyzed separately joint pain and back pain, §pegitheir location, their frequency, the
feeling of pain and the consequences in terms atiheare.

Back pain and arthralgia were frequent in this wtuthe design of our study did not
permit to obtain pain description before Al treatmeso that we cannot specify what is the
specific influence of Al treatment on the pain.rPs common in the general population,
especially in menopausal women, independently ofréatment. According to previous
studies, more than half women around the time of menopause (45/8&rs) have
arthralgid® ** and the prevalence of chronic back pain in theeg@rpopulation of post-
menopausal women could reach 20 to 4%

In our study, 83.7% of the patients reported baaik.pgNo previous study had specifically
assessed the risk factors associated with chr@uk pain in a population of Al treatment.
In our study, patients with chronic back pain hatesser walking activity. Sedentary
lifestyle is a well-known risk factor for low bagkain and it has been shown that the
practice of physical activity during leisure timeepents low back pain occurefitelt is
important to note that physical activity has alsef shown to increase survival after
breast cancér 2% 2" 28

We observed that 74% of women reported chronicragta, which were significantly
associated with higher weight and body fat m#tskas been similarly demonstrated in a
cohort of 292 postmenopausal women that higher Bbte associated with joint painin
general population, MSK pain occurs more frequeintlgbese subjects compared to non-
obesé” * It is well illustrated in case of bariatric surgewith a significant decrease of
MSK pains after surgety.The link between MSK pain and obesity could bel@red by
biomechanical stress but also by an inflammatorgutaiing effect of adipokines within
synovial jointd* ** ** Similarly to physical activity, losing weight hakown itsefficacy

in terms of survival in breast canter® 37 38
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In our study, higher LS BMD was strongly associatgth chronic arthralgia. Overweight
is known to be associated with an increased LS BM@hich could explain the link
between LS BMD and chronic arthralgia. However wultiple logistic regression LS BMD
remained independently associated with chroniaagta. Women with a higher LS BMD
could have a higher estrogen concentration befdregeatment and have a huge drop in
this concentration after the beginning of Al treatthexplaining more arthralgia.

The patients of this study had a 25(OH) vitamin @aentration particularly "normal”
because they were followed by a rheumatologistbone assessment and thus were
supplemented with vitamin D. The effects of 25(Okwin D concentration on the
occurrence of MSK pain are debated. In our stu@{O®)vitamin D concentration did not
influence pain occurrence. It has been suggested & low 25(OH)vitamin D
concentration could play a role in the developnarearly MSK pain during Al ugé -

2 In a study, including fifty one patients, 25(Ofnin D concentration < 40 ng/ml was
associated with clinical tenosynovitis but not WitSK pairf>. Other studies concluded
that 25(OH)vitamin D concentration had no effecttba occurrence of arthralgid® **

In the IBIS-Il study, a multicenter randomized m@ho controlled trial with 416
participants, 25(OH)vitamin D concentration did pogdict arthralgia within the first year
of usé*. The effects of 25(0OH)vitamin D supplementation MBK pain relief are also
debated. A schedule of intense vitamin D3 suppléatem may reduce disability from Al-
induced arthralgi& ** But these studies were not randomized, compgses number of
patients and the pain assessment was done atittartonth. In our study even if there
was no difference in the final concentration inceahia and 25(OH) vitamin D
concentration, patients receiving calcium and vita® supplementation had less chronic
arthralgia.

Chronic back pain was more frequent in our patievit® were less satisfied with the
medical care. In the general population, dissati&fa is related to depressive disorders
These results are similar to a recent prospectiutticanter cohort study assessing risk
factors for estrogen deprivation pain syndromeateel to one year Al treatment, which
observed that personality traits may result in adpposition to chronic pain
developmertf. Menopause is also a period of change in whictienand depression are
more frequerf. In a systematic review, depression, psychologitsttess, passive coping
strategies and fear-avoidance beliefs were fourmbtlinked with chronic low back péin
Furthermore, we showed that patients suffering frohmonic back pain had more

frequently chronic arthralgia and inversely. Thssin line with previous studies, which
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have demonstrated that regional pain could devéhb@ chronic widespread pain if
psychological factors were associdfted > °*

Finally, our study showed a huge consumption ofltheaare related to MSK pain:
consultations, drugs consumption and imaging. E¥eMSK pains are insignificant
compared to the benefice of Al in terms of caneeurrence > MSK pain can result in

major consequences in term of health costs.

In conclusion, we showed in this original studymgoising 381 postmenopausal women
with ER+ breast cancer treated with Al since 3 gedhat back pain and arthralgia
occurred respectively in 83.7% and 74% of womemé&dactors associated with chronic
MSK pains, such as low walking activity and highegight, are also implicated as risk
factor for breast cancer recurrence. Weight managerand physical activity should be

advised for each women treated with Al for a breasicer to improve the tolerance.
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TABLES

Table I: Study population and cancer characteristics

Variables Value'
Age (years) 66.0+9.2
BMI (kg/m2) 27.2+5.6
Age of menopause (years) 49.5+4.6
Physical activity (hours of walking per week) 1.721
Current smokers 13.1%
Alcohol consumers 24.1%
Tumour size

T1 72%

T2 20.5

T3 and T4 7.5%
Nodal status

Negative 49.2%

Positive 50.8%
Tumour grade

Gradel Well differentiated 25.1%

Grade 2 Moderately differentiated 50.8%

Grade 3 Poorly differentiated 24.1
Estrogen hormone receptor positive 100%
Progesterone hormone receptor

Negative 15.4%

Positive 84.6%
HER expression

Negative 93.4%

Positive 6.6%
Previous treatment for breast cancer

Surgery 98.4%

Radiotherapy 94.5%

Chemotherapy 58.0%

Tamoxifen 35.6%
Type of AP (%)

Anastrozole 71.9%

Exemestane 16.0%

Letrozole 12.1%

*Values are given as mean = SD or as %

2Alcohol consumers were defined as drinking at léagiass of alcohol per week

3 Al at the time of the questionnaire

BMI: Body Mass Index ;HER: Human epigermal growletbr receptor Al: Aromatase inhibitor
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Table II: Back pain location and frequency

Every Every Oncea Lessthan TOTAL

day week month once a (N)

(N) (N) (N) month (N)
Neck (N) 29 12 19 33 93
Thoracic (N) 23 8 7 27 65
Lumbar (N) 60 22 22 68 172
TOTAL (N) 112 42 48 128 330
Table Ill: Arthralgia location and frequency

Every Every Oncea Lessthan TOTAL

day week month once a (N)

(N) (N) (N) month (N)
Fingers (N) 52 13 19 27 111
Wrists (N) 35 10 10 27 82
Elbows (N) 18 4 4 6 32
Shoulders (N) 49 9 16 31 105
Toes (N) 21 7 5 8 41
Ankles (N) 25 3 7 8 43
Knees (N) 52 16 18 40 126
Hips (N) 8 11 19 69
TOTAL (N) 70 90 166 609

Table 1V: Comparisons of parameters in patients with excruating back pain and

bearable back pain

Variables (%)

Health care consumption for chronic back pa

Medical consultations
Pain killers use

Physiotherapist and Osteopathic consultations
Spine CT scan or spine MRI

Health care consumption for arthralgia

Medical consultations
Pain killers use
NSAIDs use

Joints X-rays

Excruciating Bearable
chronic back

chronic
back pain
(n=33)

90.9+0.3

51.5+0.5

Y4 Vi
42.4+0.5

80.7+0.4
63.6+0.5
21.2+0.4
12.1+0.3

pain

(n=108) p Value
71.7+0.5 0.001
28.7+0.5 0.090

11.940.3 0.010
24.8+0.4 0.030
64.5+0.5 0.001
26.9+0.4 0.070
8.3+0.3 0.001
16.7+0.4 0.190

NSAIDs: nonsteroidal anti-inflammatorydrugs

Page28 sur30



Table V: Univariate logistic regression for factors signifiantly associated with chronic
arthralgia

Variables HR 95% IC p Value
Weight (kg) 1.18 1.01to0 1.40 0.038
Body fat mass (kg) 1.34 1.03t01.73 0.027
Lumbar spine BMD (g/cm2) 1.32 1.12to 1.55 0.001
Calcium supplementation (%) 0.57 0.36 to 0.90 0.017
Vitamin D supplementation (%) 0.61 0.391t0 0.96 30.0
Chronic back pain (%) 10.42 6.061t0 17.91 0.001

BMD, bone mineral density

Table VI: Comparisons of parameters in patients with excruating arthralgia and
patients with bearable arthralgia

Excruciating Bearable

chronic chronic

arthralgia arthralgia
Variables (%) (n=40) (n=154) p Value
Health care consumption for chronic arthralgi
Medical consultations 94.7+0.2 64.1+0.5 0.001
Pain killers use 65.0+0.5 24.0+0.4 0.016
NSAIDs use 22.5+0.4 8.4+0.3 0.001
Joints X-rays 27.5£0.5 14.310.4 0.001
Health care consumption for chronic back pa
Medical consultations 79.0£0.4 49.4+0.5 0.001
Pain killers use 38.5+0.5 21.1+0.4 0.001
Physiotherapist and Osteopathic consultations 64+  10.5%+0.3 0.098
Spine CT scan or spine MRI 30.8+0.5 16.3+0.4 0.001

NSAIDs, nonsteroidal anti-inflammatory drugs
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DESLANDES Aurélie

PREVALENCE ET FACTEURS ASSOCIES AUX DOULEURS ARTICU LAIRES ET
RACHIDIENNES DANS UNE POPULATION DE 381 FEMMES TRAI TEES PAR
INHIBITEURS DE L'AROMATASE DEPUIS TROIS ANS.

Résumé :Introduction: Le traitement par inhibiteur de I'aromatase (&uit le risque de
rechute du cancer du sein mais peut induire delediaumusculo-squelettiques (MSK) conduisant
a une mauvaise observance thérapeutique. Plugtudses ont montré la survenue précoce de cet
effet indésirable, mais aucune n'a recherché letedes associés a ces douleurs aprés une
utilisation prolongée des Al. L'objectif de notmavail était de déterminer la prévalence des
douleurs MSK et d'identifier les facteurs cliniguésométriques et biologiques associés a leur
chronicité chez les femmes ménopausées traitéedlpdepuis 3 ans. Patients et méthodds
s'agissait d’'une étude monocentrique, transvergadéjant 381 femmes ménopausées traitées par
Al pour un cancer du sein. Toutes les patientesremipli un auto-questionnaire collectant des
informations sur la fréquence, la localisationydéentissement et les conséquences des douleurs.
Résultats 83,7% des femmes avaient des rachialgies etaient des arthralgies. Les patientes
avec rachialgies chroniques avaient significativeimaus d'arthralgies chroniques, pratiquaient
moins d'activité physique et étaient moins satisaile leur prise en charge médicale. Les patientes
avec des douleurs articulaires chroniques avaieraids et une masse grasse significativement
plus importants et significativement plus de ralgfés chroniques. Conclusiona prévalence des
douleurs MSK est €élevée chez les femmes traitéesisi® ans par Al. Certains facteurs associés
aux douleurs MSK chroniques, comme le surpoidsnet faible activité physique, sont aussi des
facteurs de risque de cancer du sein. Des mesygésnio-diététiques pourraient étre conseillées a
l'initiation du traitement par Al.

Abstract: : Introduction the aromatase inhibitors (Al) treatment redutesrisk of breast
cancer recurrence but is responsible to musculesk€dMSK) pains leading to a discontinuation of
Al. Previous studies have reported early MSK passociated with Al treatment but none of them
assessed factors associated with MSK pains afteolanged use of Al. The aim of our study was
to identify the prevalence of MSK pains and theichl, biometric parameters and the biological
factors associated with chronic MSK pains in posihapausal women with ER+ breast cancer
after 3 years of Al treatment. Patients and Metheags conducted a monocentric, cross-sectional
study including 381 post-menopausal women with matastatic ER+ breast cancer treated by Al
for 3 years. Each patient answered to a self-redgptin questionnaire collected information on
MSK symptoms comprising the location, the frequertiog feeling and the consequences of pains.
Results 83.7% of patients had back pain and 74% hadagilar Patients with chronic back pain
had significantly more chronic arthralgia, had Iphgsical activity and were less satisfied with the
medical care. Patients with chronic arthralgia &agnificant higher weight and body fat mass on
bone densitometry and had more chronic back p&@onclusion:the prevalence of MSK pains is
high in women taking chronically Al treatment. Sofaetors associated with chronic MSK pains,
such as low walking activity and higher weight, atgo implicated as risk factor for breast cancer
recurrence. Weight management and physical actbhtyuld be advised for each women treated
with Al
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