INTERESTING CASE

Dr.Thawalrat Ratanasiri
(Palliative Fellow at Karunruk KKU)
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. ‘ Past History ’ .

e Known case CA endometrium stage lla (endometrioid grade 1)
S/P TAH with BSO with partial omentectomy with pelvic LN '
dissection with brachytherapy 3 AS9 7 aW.FB9 T 2556
then loss followed up

e G2P2002, Normal labour last 40 years

o ﬂﬁLNﬁﬂﬁg%ﬁﬁN@q’ﬁq,guuﬁ% Consult Palliative

o UHEFUSTTIRUNYN,UNBIMNT ‘ for controlled pain &

~ & & 1 ¥ ~ advanced care plan
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. ’ PC Assessment
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Physical examination ¢

General Appearance: an elderly woman, good consciousness

HEENT: no pale, anicteric sclera, impalpable lymph node

Heart and Lungs: within normal limit

Abdomen: old midline surgical scar, moderate tenderness at LLQ, palpable, pelvic mass,
normoactive bowel sound

PV: vaginal stump intact, no discharge, pelvic mass above vaginal stump,

firm, tender

RV: mass, firm, tender between rectovaginal, mucous bloody feces and impacted feces



. ) PC Assessment ’ .

1. Severe abdominal pain

L1150 U5 IDYIaINae Uaasiaamaal Pain score 7/10

2. Constipation
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. ) CT Whole Abdomen

11/06/63

e,

Lobulated heterogenous enhancing lesion at pelvic cavity, about 9.5x9.7x8.2 cm. The lesion encase
rectum, sigmoid colon and left distal ureter, causing left hydronephrosis and hydroureter. Multiple

metastatic lymphnode and peritoneal seeding metastasis
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Medication

15/06/63 Nawlane1 PC

MST (30) 1 tab po g 12 hr

MOIR (10) 1 tab po prn for pain g 2 hr
Air X 1x3 po pc

Resolor (1) 1 tab po pc %

Gasmotin (5) 1x3 po ac

Amitiza (24) 1x2 po with meal
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Diagnosis & Management l

e o Recurrent CA endometrium at vaginal stump S/P Palliative
CMT (Paclitaxel,Carboplatin) 13/06/63



» 21/06/63 dum
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PE: Abdomen: marked distened abdomen, old midline

surgical scar, generalized tender, absent bowel sound



21/06/63

Flim AAS : multiple air-fluid level with different height in the same loop, large

bowel dilatation
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__ ’ Diagnosis : ‘

. o Complete colonic obstruction
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_ ) Management : ‘

e o Complete colonic obstruction S/P right loop transverse
colostomy 21/06/63



__ ’ Summary 'ﬂ

e Recurrent CA endometrium at vaginal stump S/P Palliative CMT .
(Paclitaxel,Carboplatin) 13/06/63

e Complete colonic obstruction S/P right loop transverse colostomy 21/06/63

e Right lung atelectasis with minimal pleural effusion —> Breathing exercise

e Fever unknown source —> ATB then improve

e Electrolyte imbalance —> Correct electrolyte
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Family Meeting

Advanced care plan : Full med, no tube, no CPR
Place of care: Home

Place of death: Hospital {1l9g15391A579N18



. ’ Medication ¢ ‘

15/06/63 nauUansl PC 6/07/63 Home medication
o
[
MST (30) 1 tab po g 12 hr MST (30) 1tab poq 8 hr
MOIR (10) 1 tab po prn for pain g 2 hr MOIR (10) 2 tabs po prn for pain q 2 hr
Air x 1x3 po pc Senokot 2 tabs po hs

Resolor (1) 1 tab po pc %
Gasmotin (5) 1x3 po ac

Amitiza (24) 1x2 po with medl



Admission 2nd
15.27/12/63 E i




y o ﬂ
CC: Unavinsnnnii 2 dlansfriausnlsanenuna
o Pl: 2 dUaninaunnlsmenua Uandinsdiastinsdadts Uaanntsu
Bag q nuguiianlift Tl drageenszni colos ssidiu
Sutlszvmueving (8 Tiraula Tianden il dansanndasnann
Futliaanantu Sursenuamms dasas Fannlsemenung
PPS 50-60

PE: Abdomen: old midline surgical scar, mild tender at LLQ, palpable

pelvic mass, normoactive bowel sound , seen colostomy on Rt.side
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15/12/6% Admit

Medication

MST (30) 2 tabs po g 12 hr

MST (10) 1 tab po q 12 hr

MOIR (10) 2 tabs po pr for pain q 2 hr
Ferrous Fumarate 1x2 po pc

Vit. B 1-6-12 1x3 po pc

Omeprazole (20) 1x2 po ac

Antacid 30 ml po pc qid

Onsia (8) 1x3 po pc

Senokot 2 tabs po hs —> hold




15/12/63

Flim AAS : multiple air-fluid level with different height in the same loop,

generalized bowel dilatation, air in rectum
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l Diagnosis | l

o o Partial gut obstruction
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Management % %
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O Primary order
. | Do [ ordrloronedsy | orderforcontioten |
15/12/63 Soft diet

Observe abdominal sign

A9¢#1 ambulation

16/12/63 | Dimenhydrinate 50 mg iv prn g 8 hr for NV Air-x 1x3 po pc

17/12/63 | Lactulose 30 ml po stat Senokot 2 tabs po hs
Cyproheptidine 1x1 po pc

18/12/63 | Plasil 10 mq iv stat for NV
Dimenhydrinate 50 mqg iv prn q 8 hr for NV
Unison enema 9119 colostomy

Notify palliative care




{ 18/12/63 | Off unison enema %119 colostomy NPO, usin (4

Observe abdominal sign

Retained NG

Off morphine oral AN

Morphine 40 mg + plasil 40 mg + NSS up to 24 ml iv/sc drip rate 1 mi/hr
Morphine 6 mg iv prn g 2 hr for pain

Ranitidine 200 mg + NSS up to 24 ml iv/sc drip rate 1 ml/hr

19/12/63 NG content flu bile = 330 ml Off morphine,plasil,ranitidine iv/sc A
uneaLENTine Trdne ademn 1 A Morphine 40 mg + plasil 60 mg + NSS up to 24 ml iv/sc drip rate 1 mi/hr
TSI N Ranitidine 300 mg + NSS up to 24 ml iv/sc drip rate 1 ml/r

normoactive bowel sound

Tsda® morphine pm
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Flim AAS : multiple air-fluid level with different height in the same loop,

generalized bowel dilatation, air in rectum



20/12/63 NG content {44 bile = 520 ml Off morphine,plasil,ranitidine iv/sc LAN
nneasLAndas (dne pauldandan | Morphine 40 mg + plasil 80 mg + NSS up to 24 ml iv/sc drip rate 1 mi/hr

IRESE N Ranitidine 400 mg + NSS up to 24 ml iv/sc drip rate 1 mi/hr
hypoactive bowel sound

Tsia® morphine pr

2112/63 NG content {1 bile = 30 ml Morphine 40 mg + plasil 80 mg + NSS up to 24 ml iv/sc drip rate 1 ml/hr
ueimsLAndies Tdne Tinaul&anden | Ranitidine 400 mg + NSS up to 24 ml iv/sc drip rate 1 mi/hr

WHWYIBY

hypoactive bowel sound

Tsia® morphine pr




22/12/63 T3l NG content Off morphine,plasil AN
NERNLANTRY (Hens Morphine 40 mg + plasil 100 mg + NSS up to 24 ml iv/sc drip rate 1 ml/hr
TrinauldanEen wining Ranitidine 400 mg + NSS up to 24 ml iv/sc drip rate 1 ml/hr
hypoactive bowel sound Dexamethasone 8 mg iv od L1

Tsia® morphine pm

23/12/63 NG content i1 bile = 40 ml -> off NG | Lactulose 30 ml po hs

HIEAN T189997192 Trimaul&en@sn | Off NPO, step diet

WHHVIANAARY Morphine 40 mg + plasil 100 mg + NSS up to 24 ml iv/sc drip rate 1 ml/hr
normoactive bowel sound Ranitidine 400 mg + NSS up to 24 ml iv/sc drip rate 1 ml/hr

Tolan morphine prn Dexamethasone 8 mg iv od %1
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Flim AAS: normal bowel gas pattern



24/12/63 | WpaN tegaa1sy HWadWlEaEEN | Off lactulose,morphine,plasil 1

wnTiRaRnNTia A step diet Off ranitidine
normoactive bowel sound Lactulose 30 ml po bid, senokot 2 tabs po hs
Taloe morphine prn Vit. B1-6-12 1x3 po pc

Lorazepam (0.5) 1 tab po prn hs
Morphine 40 mg + plasil 80 mg + NSS up to 24 ml iv/sc drip rate 1 mi/hr

Dexamethasone 8 mg iv od L1

25/12/63 | wizan fegeensy Heauldendew | Usuen uguuuy 8a sndlu guo winudy uazdudsenim
WHWBIAAAY
normoactive bowel sound

Tsd2® morphine prn




. ’ Medication

15/12/63 Admit

MST (30) 2 tabs po g 12 hr

MST (10) 1 tab po g 12 hr

MOIR (10) 2 tabs po prn for pain g 2 hr
Ferrous Fumarate 1x2 po pc

Vit. B 1-6-12 1x3 po pc

Omeprazole (20) 1x2 po ac

Antacid 30 ml po pc qgid

Onsia (8) 1x3 po pc

Senokot 2 tabs po hs

27/12/63 Home medication

Fentanyl patch (25 mcg/hr) 2 patches uJ’Zi‘iluv;ﬂ 72 hr
MOIR (10) 2 tabs po prn for pain g 2 hr

Plasil (10) 1x3 po ac

Air-x 1x3 po pc

Lactulose 30 ml po bid

Senokot 2 tabs po hs

Vit. B1-6-12 1x3 po pc

Lorazepam (0.5) 1 tab po prn hs
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Admission 3+d
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PPS 40-50

PE: Abdomen: old midline surgical scar, marked distened abdomen, mild

tender, hyperactive bowel sound , seen colostomy on Rt.side



15/01/64

Flim AAS : multiple air-fluid level with different height in the same loop, large

bowel dilatation, no air in rectum



l Diagnosis ) l

o o Complete gut obstruction
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Management % %
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15/01/64 NPO, AUM axmnus

Retain NG

Fentanyl patch (25mcg/patch) 1 patch Lﬂﬁiﬂuvgﬂ 72 13"'0‘[340
Fentanyl 25 mcg iv prnq 2 hr

Dexamethasone 8 mg iv OD

Ranitidine 200 mg + NSS up to 24 ml iv/sc drip rate 1 ml/hr
Buscopan 20 mg iv q 8 hr

16/01/64 | T8l content T NG
Trimwan Tidegaanse
TpAuldanasn wiuiasanas

hyperactive bowel sound

Tslam fentanyl pm




17/01/64 | (d# content %4 NG Off fentanyl/ranitidine/buscopan iv LA
Talean Tldagaanse Fentany! (10:1) iv/sc drip rate 5 ml/hr
TripauldonAon wiwing Fentanyl 50 mcg iv prn g 2 hr
hyperactive bowel sound Ranitidine 300 mg + buscopan 80 mg + NSS up to 24 ml iv/sc drip rate 1 mi/hr
28 fentanyl prn 5 ﬁ%
18/01/64 | T3if content T NG Off NG, step diet
weian tene91as inRuldenden | Off ranitidine/buscopan iv
UWHHVIBIAAR Plasil 10 mgiv q 8 hr
normoactive bowel sound Fentanyl (10:1) iv/sc drip rate 5 mi/hr

28 fentanyl prn 1 ﬂ%y/\‘i Fentanyl 50 mcg iv prn g 2 hr




19/01/64

Flim AAS: normal bowel gas pattern



19/01/64
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Medication

26/01/64 Home medication

MST (60) 1 tab po q 12 hr
MOIR (10) 2 tabs po prn g 2 hr
Air-x 1x3 po pc

Lactulose 30 ml po bid

Senokot 2 tabs po hs

Vit. B1-6-12 1x3 po pc
Lorazepam (0.5) 1 tab po prn hs




» ’ Summary 'ﬂ

o o Complete gut obstruction —> Partial gut obstruction
o Bleeding tumor S/P palliative RT
o UTI with septicemia (E.Coli) —> ATB 14 days

o Electrolyte imbalance —> Correct electrolyte



° Summary Case (&

. . End of life care
Partial gut obstruction at provincial hospital

090

Recurrent CA endometrium Complete gut obstruction
at vaginal stump S/P CMT
S/P loop transverse colostomy

Resolve

Resolve
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Definition of MBO

®. Defined by the clinical protocol committee

® MBO as a syndrome characterized by the following:
¢ (a) clinical evidence of a bowel obstruction
(Via history/physical/radiographic examination)

(b) bowel obstruction beyond the licament of Treitz

(c) intra-abdominal primary cancer with incurable disease °

(d) non-intra- abdominal primary cancer with clear intraperitoneal

disease

Anthony T.(2007) Report of the clinical proto- col committee: development of randomized trials for
malignant bowel obstruction. J Pain Symptom Manag



Prevalence

Different types of primaries with the following frequencies:
ovary, 20-50%
colon-rectum 10-28.4%

stomach, 6-19%

pancreas, 6—13%

bladder, 3-10%; and endometrium, 3-11%
® Most commonly affects:

small bowel 61%

large bowel 33%

involve both small & large bowel simultaneously 20%

(2002) Palliative management of malignant bowel obstruction. Int J Gynecol Cancer
(2008) Management of ma- lignant bowel obstruction. Eur J Cancer
(2001) Clinical-practice recommendations for the management of bowel obstruction in patients with end-stage c‘er. Supp
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Table 1. Differential Diagnosis of Bowel Obstruction in Patients With Peritoneal Carcinomatosis

Lesion

Mechanical
Extrinsic

Intrinsic or endoluminal

Functional
Intramural
Drug induced

Adynamic (paralytic) ileus

Etiology

Peritoneal carcinomatosis
Adhesions
Hernia incarceration

Sclerosing mesenteritis

SMA syndrome

Volvulus
Large/small bowel neoplasms

Anastomotic stricture
Ischemic stricture
Radiation enteritis/fibrosis
Foreign body
Intussusception

Feces

Bowel wall infiltration with or without edema

Anticholinergics, analgesics (opioids), antispasmodics,
antihistamines, iron supplements, antiemetics (5-HT3
antagonists)

Paraneoplastic syndrome, mesenteric nerve infiltration,
postoperative ileus

Associated Conditions/Symptoms

Metastatic Gl or ovarian tumors
Prior surgery, peritonitis
Congenital or acquired

Prior surgery, malignancy (urogenital, Gl adenocarcinoma,
lymphoma)

Rapid weight loss

Chronic constipation, congenital aberrant attachments
CRC

Prior intestinal surgery

Prior colon resection, PAD

Prior abdominal or pelvic radiation

Medical device migration (PEG, jejunal tube)
Small bowel tumor

Chronic constipation, impaction

Gastric carcinoma (linitis plastica)

Franke et al. Management of
Malignant Bowel Obstruction
Associated With Gl Cancers.
J Oncol Pract.



athophysiology

Partial or complete interruption

of transit of bowel contents

A
1 f luminal T Bowel T Bowel I ¢
ncrease of lumin e . TBowel |-oo-oo- > owel - . Antispasmodic
contents distension - contractions
t e s
v Lo | é
T Gut epithelial : i : i Comtimions '|
surface area R COEEtS T B O ) . <+—— Analgesics
! i abdominal pain
| - ¢ |
v P ; i
T Bowel secretion e A —— > ) [_)amagt_? of I e i
/ of H.O,Na*, I intestinal epithelium
° oo oes hypertensive state
Anticholinergic ! | in the lumen
Somatostatin analog ' i ! i
v I :
H2 antagonist ! ¥
Hyperhemia and Inflammatory response
PPI YP X
oedema in the e and production of

intestinal wall PG )
- Secretagogues (VIP) — Somatostatin analog

? f + Nociceptive
Prokinetic, Neuroleptic, Antihistamine, Corticosteroids Corticosteroids mediators Cherny NI et al.Oxford textbook

Fig. 14.3.1 Distension—secretion—motor activity causing gastrointestinal symptoms. PG, prostaglandins; VIP, vasoactive intestinal polypeptide. of Palliative Medicine. 5th (2015)
Reproduced courtesy of Carla Ripamonti.
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Clinical symptom

° Symptoms Gastric-proximal small bowel Distal small bowel or large bowel
Vomiting Bilious, watery, large volume, Particulate, small volume, foul smelling;
no or little odor may be absent
Pain Early symptom; peri-umbilical, Deep visceral; crampy; long intervals
short, intermittent pain between cramps
Abdominal | Not necessarity present Present
distention ®
Anorexia Always Not necessarity present

Uptodate : Palliative care of bowel obstruction in cancer patients




, o Radiological diagnosis

® —— Plain radiography

[] — Contrast Gl series using barium suspension

&y

'e) —— CT or MRI
-
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Management
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Treatment options ~

® Surgery- Resection, Bypass, Ostomy, Stents, PEG
® Medical, NGT, IVF, TPN
(1) anti-secretory/anti-motility agents
(eg, somatostatin analog, scopolamine, glycopyrrolate)
(2) anti-inflammatory (steroids)
(3) pain medications (eg, morphine)

(4) antiemetic therapy (eg, haloperidol, prochlorperazine, olanzapine)

Krouse RS. Malignant bowel obstruction. J Surg Oncol. 2019 Jul &‘
Franke AJ. Management of Malignant Bowel Obstruction Associated With GI Cancers. J Oncol Pract. 2017 Jul




. : Surgery

* An MBO from generalized carcinomatosis is a distinct entity that responds

poorly, or not at all, to surgical intervention. These obstructions are usually
partial, intermittent and do not involve strangulated or twisted bowel at risk of

perforation

* When such patients are taken to the operating room, the results are generally
poor, with a high 30-day mortality (21-40%) and a high

complication rate (20-40%) and, even more discouraging, most will re-

obstruct within a short period of time

Ripamonti CI, Easson AM, Gerdes H. Management of malignant
bowel obstruction. Eur J Cancer. 2008



Acute malignant obstruction in patients with peritoneal
carcinomatosis: The role of palliative surgery

148 patients who underwent palliative surgery for acute obstruction caused by peritoneal
carcinomatosis. (colorectal cancer, neuroendocrine tumor, ovarian cancer & other)

58.1% developed postoperative complications, 29.1% developed >2 complications

56.1% readmission, 35.0% re-obstruction and 8.8% hospital mortality
Median overall survival was 119 days (IQR 48-420)
NET had a significantly better overall survival (p<0.001)

Patients who developed an obstruction during or within 6 months after treatment with
chemotherapy had a worse overall survival (p < 0.001)

Conclusion: Palliative surgery is associated with high rates of complications and
readmission and re- obstruction are common. Comfort care is often a better option than
surgery, especially in patients with disease progression under recent treatment with

chemotherapy.

Nadine L et al. Acute malignant obstruction in patients with peritoneal carcinomatosis:
The role of palliative surgery. European journal of surgical oncology 45(2019)



Risk of surgery

®
Absolute Relative
Recurrent ascites after paracentesis Multiple sites of intraabdominal tumor
Diffuse palpable abdominal masses Low serum albumin (< 2.5 ¢/dL) ®
Multiple levels of bowel obstruction Previous radiation therapy (Abdominal)
Recent abdominal surgery demonstrating that | Poor nutritional status
corrective surgery is technically impossible
Previous surgery showing diffuse metastatic Liver or extraabdominal metastases, including
cancer pleural or pulmonary metastases producing
dyspnea

Involvement of proximal stomach Major renal or hepatic dysfunction ’

FCOG PS > 2 &<

Uptodate : Palliative care of bowel obstruction in cancer patients



Nutritional management o -

Nutrition :

The use of parenteral nutrition in unrelieved MBO from advanced cancer is o

therefore generally not recommended

® Avoid routine use TPN.
®  Selected patients:
KPS > 50 & life expectancy > 2 mo.

Patients who are candidates for chemotherapy, Surgery.

Ripamonti CI. Eur J Cancer. 2008 Cozzaglio L et al. J Parenteral #

Enteral Nutrition 1997;21:339-42. Hoda D, et al.Cancer D
2005;103:863—8. Bozzetti F, et al. Nutrition. 1996.



TPN

Summary of findings for the main comparison. Parenteral nutrition (PN) for inoperable malignant bowel obstruction

(MBO)

Patient or population: people with advanced cancer with inoperable malignant bowel obstruction (MBO)
Setting: outpatient/home care
Intervention: parenteral nutrition (PM)

o
QOutcomes Impact N2 of partici- Certainty of
pants the evidence
(studies) (GRADE)
Length of Sur- We are uncertain whether PN improves survival for patients with MBO re- 721 et
vival ceiving PN. It was not possible to combine data due to heterogeneity of can- VeryLow 12
cer diagnosis and differing starting points fer measuring survival. There was (13 observa-
a wide variation of survival lengths reported in the studies, with mediansur-  tional studies)
vival periods of 15 to 155 days (range 3 to 1278 days) and mean survival in-
tervals of 85 to 164 days (range 8 to 1004 days).
Quality of life We are very uncertain if PN proves quality of life for patients with MBO re- 188 e
ceiving PN. Three studies used validated questionnaires. One of these stud- Very Low 12
ies found an improvement over three menths for global quality of life. Two (3 observation-
studies had a mixed picture; one measuring well-being at one month and al studies)
one overall quality of life at two months. Around half of participants showed
no change, a quarter to a fifth deteriorated and a quarter to a third im-
proved.
Adverse events  We are very uncertain about the impact of PN on adverse events of pa- 280 et
tients in MBO as the quality of the evidence was very low. There is limited VeryLow 12 Sowerbutts AM. Home

evidence about adverse events. Although nine studies reported this out-
come, data for individual patients could be extracted from eight studies
and 32260 (12%) patients developed a central venous catheter infection or
were hospitalised for PN complications.

(9 observation-
al studies)

parenteral nutrition for people
with inoperable malignant
bowel obstruction. Cochrane
Database Syst Rev. 2018
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Fig. 1. Survival of patients with carcinosis on home parenteral nutrition.
Cluster +, KPS score of 40 or lower, serum albumin level lower than 3.0
g/dL, and presence of pain and vomiting; Cluster -, KPS score higher than
50, serum albumin level higher than 3.0 g/dL, and absence of pain and

vomiting. KPS, Karnofsky Performance Status.

Santarpia L. Predictive factors
of survival in patients with
peritoneal carcinomatosis on
home parenteral nutrition.
Nutrition. 2006



Medical management

Intestinal obstruction

Partial obstruction Complete obstruction

Prokinetic drug Convert to partial obs.
- Metochlopramide -> Steroid

(HESG)

Antispasmodic

Anti-secretory agents: (Buscopan®)
Octreotide®, Ranitidine Anti-secretory agents:
Octreotide®, Ranitidine




Medical management

Analgesics
according to WHO guidelines -

Anticholinergics
- Scopolamine butylbromide
- Scopolamine hydrobromide

>

Routes of
CONTINUOUS administration:
PAIN
« continuous subcutaneous
fintravenous infusion (CSI-CII)
COLICKY « transdermal
PAIN

Reduce the gastrointestinal secretions:

1. Anticholinergics
- Glycopyrrolate (0.1-0.2 mg tid, 5C or IV}
- Scopolamine butylbromide (40-120 mg/day)
- Scopolamine hydrobromide (0.8-2.0 mg/day

OR/AND 3. H2 antagonist :

2. Octreotide (Somatostatin analog) Ranitidine 200-600 mg/day

Antiemetics

- Metoclopramide {only patients with partial
obstruction and no colicky pain} (40-100 mg/day)

Neuroleptics:

¥ Haloperidal (5-15 mg/day C5I)

¥ Methotrimeprazine (50-150 mg/day CSI)

From 0.2 to 0.9 mg/day CIV or CSI 4_pp - Omeprazole 40-80 mg/da ¥ Prochlorperazine (25-75 mg/day rectal)*

Reduce peri-tumor inflammatory edema, analgesica, antiemetics

Corticosteroids : Dexamethasone 4-16 mg/day

Reproduced courtesy of Carla Ripamanti.

¥ Chlorpromazine (50-100 mg/& h rectal or 5C)*

Antistaminic drugs:

¥ Cyclizine (100-150 mg/day 5C or rectally)
¥ Dimenhydrinate (50-100 mg/day 5C)

MAUSEA
VOMITING * Skin irritation when administered SC

Flg. 14.3.3 Algorithm for assessing and managing a patient with malignant bowel obstruction. ClI, continuous intravenous infusion; CSl, continuous subcutaneous

Cherny Nl et al.
Oxford textbook of
Palliative Medicine.
5th (2015)



Octreotide INJ 100 mcg 196/vial

Ranitidine(Aciloc) INJ 50 mg/2 ml 5.5/amp *
Omeprazole(Zefxon) INJ 40 mg 75.5/vial

Hyoscine(GPO),Buscopan INJ 20 mg/ml 13.5/amp

Metoclopramide(GPO),Plasil INJ 10 mg/2 ml 4.25/amp

Haloperidol INJ 5 mg/ml 11/amp

Dexamethasone INJ 4 mg/ml 12.5/Vial (2 ml)

Morphine INJ 10 mg/ml 8.5/amp




\k.
\

Eastern Metropolitan Region
Palliative Care Consortium

Eastern Metropolitan Region Palliative Care Consortium (Victoria)

Syringe Driver Drug Compatibilities
— Guide to Palliative Care Practice
2016

3a2016




Haloperidol, Morphine, Metoclopramide

Haloperidol, Octreotide, Metoclopramide

Haloperidol, Ranitidine, Metoclopramide

Haloperidol, Morphine, Hyoscine Butylbromide

Haloperidol, Morphine, Octreotide

Midazolam, Morphine, Hyoscine Butylbromide

Morphine, Octreotide, Metoclopramide
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Patient presenting with
symptoms of bowel obstruction

Investigations

- Radiologic

Clinical Assessment assessment
o
¢
Patient Factors Disease Factors
- Age MBO - Extend of
- Performance status DECISION obstruction i.e,
M B O - Stage of cancer MAKING single vs. multilevel
S u m m a ry - Future anticancer - Site i.e, proximal vs.
treatment options distal bowel
- Malnutrition/ - - - Aetiology ie.
M x cachexia functional vs.
L4 - Concurrent mechanical
illnesses - Ascites
- Carcinomatosis
peritonei

Technical Factors
- Degree of invasiveness
a.) Interventional radiology
b.) Endoscopy
c.) Laparotomy/ laparoscopy

Ripamonti Cl, Easson AM, Gerdes - Anesthetic requirements

H. Management of malignant bowel
obstruction. Eur J Cancer. 2008




Any
Questions ?




Thanks

Do you have any questions?
your email@freepik.com
+91 620 421 838
yourcompany.com
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