Palliative Case Conference | £«

A 65-year-old female diagnosed with advanced stomach cancer with peritoneal metastasis.
While continue chemotherapy, she developed gastric perforation required total gastrectomy
and closed esophageal stump. Later her feeding jejunostomy dislodged and could not be

replaced. The family asked for continuing TPN, while the patient wanted to go back home.

What is your decision making? How would you manage?
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Patient identification &
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Patient history S

Known case

*%* Advance CA stomach (T4N1M1) with lung and peritoneal metastasis

*%* presented with epigastric pain, weight loss 10 kg and vomiting for 2 months

s CTWA + EGD (3/11/64): linitis plastica

*%* S/P Laparoscopic diagnosis + peritoneal lavage for CY + feeding jejunostomy (8/11/64)
*%* Patho: poorly differentiated adenocarcinoma at pylorus, signet ring cell type

% HER-2: Neg, PD-L1 CPS < 1%

s S/P FOLFOX6 x7 cycles last 24/3/65

*%* Pulmonary embolism on Enoxaparin



Acute epigastric + LUQ pain |

Film AAS: seen free air under dome of both diaphragm

Dx: acute hollow viscus organ perforation DDx perforated CA stomach
Retained NG tfube, NPO
CT WA E: Suggested gastric perforation at body of stomach with

adjacent fluid collection and marked pneumoperitoneum. Diffuse ascites.

1" OR: EL + Palliative gastrectomy +

Jejunostomy Fy
close esophageal stump

Consult Sx Usziiu
y L v,

Imp: perforated advance CA stomach

*  FOLFOX 6
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Step feeding via

jejunostomy

- unadviuey vasad dl4

- R/0O intraabdominal collection

- CTWA: rim enhancing fluid collection with internal turbid content overlying
duodenal stump with connecting to surgical mid anterior abdominal wall
defect and extending to greater sac; suggested early abscess formation
- a1d FM Jusunss 25/4/65

- wnuedlgUasuavgrdsaldianudaifisadu ACP /

2" OR: Abdominal toilet, DB anterior

- AT
- Total stitch off

[ Consult PC for ACP ]

abdominal wall, retention suture

Dx: Surgical site infection (deep

17/4/65 18/4/65

incisional infection) /

\.
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- T¥inaiden re-op/ conservative -> qduazgiagiden conservative

Plan: NPO, 1Ua feeding tube decompression, i parenteral nutrition, continue Meropenem iv

- Sx AR11H Biliary leakage ©1nA9% drainage DDx 911 duodenal stump or small bowel fistula

PC Family meeting fUsy6l

LINANIUNNSILAZDINISHUI8UAY re-operation

vy v . .. 1 ad a 1
LINLIDIAITDIUNT ﬁumsfﬂ,mﬂu PN sagiNatay feeding jejunostfomy neaunsoly
915U veueilliidu morphine iv PCA agluonvaxdovasuguuuunislvien

Prognosis BAZlUININNISINBI6LHaY S185d111595U CMT la dauni1ssu CMT 6o

A wIIevavyig: guigaginsudseniunieidan
n1sSnwaeoudl: full med, accept ETT/CMT
KEnd of life care: comfort care, no ETT, no CPR, POD: home
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How would you manage?

- C-line
- Start TPN via C-line

Feeding jejunostomy dislodge
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Gastric cancer &

*%* Gasiric cancer is the 5th most common cancers, contributing fo 5.7%

of all cancer diagnoses.

*%* The incidence of gasiric cancer is higher in East Asia, Eastern Europe,

and Central and South America.

* |IS prognosis is poor because most cases are already metastatic when

diagnosed.

** Major risk factors include Helicobacter pylori infection, gastric ulcer,

GERD, obesity, and cigarette smoking.

1. Wong MCS, et al. JAMA Netw Open. 2021;4(7):e2118457.
2. Bray F, et al. Global cancer statistics 2018. CA Cancer J Clin. 2018;68(6):394—424.



Prognostication égg‘.v
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Review

The Burden of Peritoneal Metastases from Gastric Cancer: A
Systematic Review on the Incidence, Risk Factors and Survival

Anouk Rijken L2 Robin J. Lurvink 2, Misha D. P. Luyer 1@, Grard A. P. Nieuwenhuijzen 1 Felice N. van Erning 2
Johanna W. van Sandick 3 and Ignace H. J. T. de Hingh 1-24*

Rijken A, Lurvink RJ, Luyer MDP, et al. The Burden of Peritoneal Metastases from Gastric Cancer:
A Systematic Review on the Incidence, Risk Factors and Survival. J Clin Med. 2021;10(21):4882.
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Prognostication S o

** Systematic review, 38 studies
+** Potential risk factors for synchronous gastric peritoneal metastases

- Younger age - Non-cardia gastric cancer

Female sex - Signet ring cell carcinoma

Diffuse type histology or linitis plastica

T4 stage - Hispanic ethnicity

More than one metastatic location

Rijken A, Lurvink RJ, Luyer MDP, et al. The Burden of Peritoneal Metastases from Gastric Cancer:
A Systematic Review on the Incidence, Risk Factors and Survival. J Clin Med. 2021;10(21):4882.



Audnsmusny

Prognostication Sea

+** Median OS of 4.0 mo in patients with gastric peritoneal metastases
+** Survival of gastric peritoneal metastases by histological subtype

O Diffuse type gastric cancer -> 4.6 mo

O Intestinal type gastric cancer -> 5.1 mo

** Median OS in patients who did not receive systemic therapy were 2.1

mo versus 9.4 mo in pafients who received systemic therapy

Rijken A, Lurvink RJ, Luyer MDP, et al. The Burden of Peritoneal Metastases from Gastric Cancer:
A Systematic Review on the Incidence, Risk Factors and Survival. J Clin Med. 2021;10(21):4882.
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Prognostication

dy; 200 GC with PM from 2008-2017

World Journal of
// (]- q Gastrointestinal
Oncology

Submit a Manuscript: https:/ /www.f6publishing.com World ] Gastrointest Oncol 2020 May 15; 12(5): 569-581

DOI: 10.4251/ wjgo.v12.i5.569 ISSN 1948-5204 (online)

ORIGINAL ARTICLE

Retrospective Study

Gastric cancer with peritoneal metastases: Efficiency of standard
treatment methods

Roman Yarema, Myron Ohorchak, Petro Hyrya, Yuriy Kovalchuk, Victor Safiyan, Ivan Karelin,
Severyn Ferneza, Markiyan Fetsych, Myron Matusyak, Yuriy Oliynyk, Taras Fetsych

Yarema R, Ohorchak M, Hyrya P, et al. Gastric cancer with peritoneal metastases: Efficiency of
standard treatment methods. World J Gastrointest Oncol. 2020;12(5):569-581.



Table 3 Univariate analysis of prognostic factors for 200 intraperitoneally-disseminated gastric

cancer patients
n 1-yr survival, % Median survival in mo P value
Gender
Male 121 184 52 0.4
Female 79 185 6.5
Age
<60 100 211 65 0.26
60+ 100 154 5.0
Borrmann'’s type
I-II 22 343 6.8 0.13
IV 178 16.5 52
Ascites
Absence 113 29.5 6.9 <0.0001
Presence 87 17 4.0
Histology
Gl 5 0 3.6 0.64
G2 12 40 6.8
G3 54 13:5] 5.6
G4 98 21.2 B2
Signet ring 24 95 65
Mucinous 3 0 3.7
Extraperitoneal metastases
No 165 19.7 6.4 0.031
Yes 34 7.7 42
JGCA classification
PO (Cyt+) 4 0 4.0 <0.0001
P1 46 47.2 9.8
P2 40 18.8 67
123} 110 5.1 4.0
PCL
0(Cyt+) 4 0 4.0 <0.0001
1-6 64 39.8 85
7-12 25 67 42
13+ 104 5.5) 41
Lymph node dissection
DO, 1 35 314 7:5) 0.61
Di1+,2 9 50.0 89
Cytoreduction score
CC-0 9 222 7:5) 0.065
CC1 19 582 131
CC2 16 188 47

JGCA: Japanese Gastric Cancer Association; PCI: Peritoneal cancer index; CC: Completeness of cytoreduction.

ate: 18.4%

Ascites
O Extraperitoneal metastases

U Stage of PM according to JGCA

O Peritoneal cancer index (PCI)

Yarema R, Ohorchak M, Hyrya P, et al. Gastric cancer with peritoneal metastases: Efficiency of
standard treatment methods. World J Gastrointest Oncol. 2020;12(5):569-581.



Peritoneal Cancer Index

Regions Lesion Size Score

0 Central 0 No Tumor

1 Right Upper 1 Tumors up to 0.5 cm
2 Epigastrium 2 Tumors up to 5 cm

3 Left Upper 3 Tumors greater than 5
4 Left Flank an

5 Left Lower

6 Pelvis

7 Right Lower

8 Right Flank

9 Upper Jejunum 1 ?
10 Lower Jejunum 12 10

11 Upper lleum
12 Lower lleum
X (PCI) scoring system. PCI is a diagnostic and prognostic tool that is a sum of

abdominal regions. Each receives a score of 0-3 based on the largest tumor size in each

ores range from O to 39. Higher scores indicate more widespread and/or larger tumors in the

Peritoneal carcinomatosis: Limits of diagnosis and the case for liquid biopsy - Scientific Figure on ResearchGate. Available from:
https://www.researchgate.net/figure/Peritoneal-Cancer-Index-PCl-scoring-system-PCl-is-a-diagnostic-and-prognostic-tool_fig1_315691686
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Prognostication o

Median OS 1-year survival

P1 9.8 mo 47.2 %

P2 6.7 mo 18.8 %

P3 4.0 mo 51 %

Yarema R, Ohorchak M, Hyrya P, et al. Gastric cancer with peritoneal metastases: Efficiency of
standard treatment methods. World J Gastrointest Oncol. 2020;12(5):569-581.
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Prognostication o

PCI Median OS 1-year survival

1-6 points 8.5 mo 39.8 %

/-12 points 4.2 mo 6.7 %

13+ points 41 mo 55 %

Yarema R, Ohorchak M, Hyrya P, et al. Gastric cancer with peritoneal metastases: Efficiency of
standard treatment methods. World J Gastrointest Oncol. 2020;12(5):569-581.
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In this case.. & Karumru

¢ Overall survival under standard treatment: 5.4 mo

** Median OS of 4.0 mo in patients with GC with PM

% CMT vs non-CMT: 9.4 vs 2.1 mo

** 1-year survival rate: 18.4%

** Factors: Ascites, extraperitoneal metastases, stage of PM according
to JGCA, peritoneal cancer index (PCI), female sex, non-cardia gastric
cancer (pylorus), signet ring cell carcinoma, linitis plastica, T4 stage,

more than one metastatic location



- Yrauuanes iiu PS 6/10 Uaaninaewinuea uwazadudn 4 MO fuag 2 asq
- YU MO (1:1) iv drip rate 0.5 mi/hr
- MO 2 mg iv prn g 2 hr for pain

V1 v a o ) v a 1 v a a g 1 a v @
C-line - Q‘U’Jﬁlgaﬂ’mﬂﬂ\‘nﬂ NBDLLN Lﬁuaﬂﬁuqﬂﬂua\imLﬂuaﬂumﬂuu EgﬂVliuﬂuLLﬂaL’%UU’m

- Start TPN via C-line

% %

fmaidedlsa fesnaguiug deliosnndutumwsizunadilivng dandulng
Wunselvign ladesnn refer luswlnddu dudenlaldesnldaisamsmiadu

Aoa penlinagniniasInn

- Onco plan tJu BSC 58 plan 3709149 Sx /

Feeding jejunostomy dislodge
Sx: Re-operative; risk > benefit, plan BSC

29/4/65 1/5/65 2/5/65 3/5/65
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¢ In palliative setting
+* |dentify the opportunity of a nutritional intervention
O Precise nutritional assessment + Good definition of oncologic programs
O Correct balance between risks and expected benefit on QoL and survival
s* ESPEN guidelines; we can hypothesize an advantage from nutritional
therapy in the palliative setting as long as the patient is at higher risk of an
earlier death due to malnutrition rather than cancer

O Nutritional care -> better QoL and alleviating symptoms

Mulazzani, G., Corti, F., Della Valle, S., & Di Bartolomeo, M. (2021). Nutritional Support Indications in Gastroesophageal Cancer Patients:
From Perioperative to Palliative Systemic Therapy. A Comprehensive Review of the Last Decade. Nutrients, 13(8), 2766.
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Nutritional support in Gastric cancer patient =g

8 &
.“"““«\é

** Guidelines always recommend a gradual transition from the less invasive to
the more invasive nutritional intervention
+¢ Initial intervention -> Enteral nutrition (EN)
O Gl tract is functional and life expectancy of several weeks to months
O Dietary counseling -> eat as tolerate, ONS
O Jejunostomy in case of gastric obstruction/dysmotility
O NG or NJ tube -> short-term EN
¢ Impaired gastro-intestinal function -> Parenteral nutrition (PN)

O Complete bowel obstruction

Mulazzani, G., Corti, F., Della Valle, S., & Di Bartolomeo, M. (2021). Nutritional Support Indications in Gastroesophageal Cancer Patients:
From Perioperative to Palliative Systemic Therapy. A Comprehensive Review of the Last Decade. Nutrients, 13(8), 2766.
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Parenteral nutrition (PN) S harum

** ESPEN 2009 and 2020 guidelines; PN should be considered for patients

with expected prognosis between 1 and 3 months
O Prevent death from starvation and dehydration

O Improvement on QoL and prolong survival

+* PN is not recommended in the case of severe organ dysfunction or
uncontrolled symptoms, Karnofsky Performance Status (KPS) < 50, short-

estimated life expectancy (less than 1-3 months), and patient’s refusal

Mulazzani, G., Corti, F., Della Valle, S., & Di Bartolomeo, M. (2021). Nutritional Support Indications in Gastroesophageal Cancer Patients:
From Perioperative to Palliative Systemic Therapy. A Comprehensive Review of the Last Decade. Nutrients, 13(8), 2766.
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Home Parenteral nutrition (HPN) i

»* Cotfogni et al. idenfified from a large cohort of HPN cancer patients KPS > 50,
albumin level > 3.5 g/dL, and BMI > 20.5 as predictive factors for better survival.

»* Culine ef al. observed a significant improvement in QoL and nufritional status in

cancer patients with metastatic diseases after 4 weeks of HPN.

** The observational study by Senesse et al. described a benefit in QoL and KPS after
1, 2, or 3 months of HPN administration, with the more relevant improvement in

patients receiving HPN for 3 months

»* Cotogni et al. confirmed in a longitudinal study that Qol, physical, role, and emotional

function take advantage of HPN in advanced cancer patients

Mulazzani, G., Corti, F., Della Valle, S., & Di Bartolomeo, M. (2021). Nutritional Support Indications in Gastroesophageal Cancer Patients:
From Perioperative to Palliative Systemic Therapy. A Comprehensive Review of the Last Decade. Nutrients, 13(8), 2766.



Advanced Cancer Patients Needing
Nutritional Support

Indications:
The patient:
-Exhibits malnutrition and/or

-Presents with oral intake <60% of estimated energy expenditure that is
anticipated for >10d.

Considerations:
Does the patient have impaired gastro-intestinal function or access?

Yes No

Parenteral nutrition Enteral nutrition

Route of administration:

Peripheral vein for: Central vein for:

-Short treatment duration -Long treatment duration
-Contraindications to placement -High osmolality of nutrient
of central venous catheter solution

Goals:

-Preventing and treating malnutrition/cachexia
-Improving compliance with anti-cancer treatments
-Reducing side effects of anti-cancer therapies
-Enhancing quality of life




AsfuEUIBd1NLEeN:

- fthevanidesiisewansiSos ACP

- liidoen1sly TPN wazlidewnis drip sc ndutiu

- 91N feeding jejunostomy il

- lausenuguagilidunsanilamusiuuzinves Sx
- gtheliosnnduluswlndtiau sendulufidhuas

- gRaniazAeudrudelafiudnisenldsu

- plan WaRefUAISed home care SnASa

3/5/65




FM fiuasauaAs? LINE Video call

- asauAdidaensigUaoegfisw.aSuasunseo dounnsliasonvnsee

- uswAsauASIlUsuSTvanunsalgUisimdanandudnidou winlifinnizunsntdou
- asouasIAnInaNssouzgUesudng suldldvnazliduaandudiu
-Muddlinndsunsuinanusaagsw.aSuasunsaeldiioseszinamilaniiu

3-4 Yuaz@od refer ndusw.lnatu yrdsunsiu

Puweneudeansivgihe guieglivelauazldesnsuilludeiiuezdoans

dlaweneudagevisaiAuiuniEined wsligiavzuaniiunisiSoeiogiidy

Plan Apffundwseil 7/5/65
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FM filuasauAs, ANuwng Onco med, ward wag PC
- WIIANIUNISIETISY bldmsalieaTv TR
AsouASIlidownns refer nausw. Inadu voasfisw.ASunsunsuazli TPN o
uenaidengneluvegiedseAulszaag n1.7/1

[y @ ¥ LY 1 Y] 11 1 & 1y [
AsauAsITiugratunseell n1.7/1 sansurinlilave liduals 1ilv Inotrope

wansiugUrsd1ades guagldinarlunisdndulae

quhedaduladraluredis
UseAudszAnd N3.7/1

10/5/65 11/5/65






Transfer to Palliative Ward
11 May 2022
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How will you handle with the patient

and her family?



Kubler-Ross Grief Cycle

Acceptance
Exploring options
New plan in place
Moving on

Denial
Avoidance
Confusion

Elation
Shock
Fear Anger

Depression
Overwhelmed

N

Frustration Helplessness
Irritation Hostility
Anxiety Flight

Bargaining
Struggling to find meaning
Reaching out to others

Telling one’s story

Information and Emotional Guidance and
Communication Support Direction

https://www.psycom.net/depression.central.grief.html



COMPONENTS OF A DIFFICULT CLINICAL ENCOUNTER

Situational

Physician

issues characteristics

* Language and literacy issues * Angry or defensive physicians
* Multiple people in the exam room * Fatigued or harried physicians
* Breaking bad news * Dogmatic or arrogant physicians

* Environmental issues

* Angry, defensive, frightened
or resistant patients

* Manipulative patients

* Somatizing patients

¢ Grieving patients

* “Frequent fliers”

Patient
characteristics

Source: Adams J, Murray R. The general
approach to the difficult patient. Emerg
Med Clin North Am. 1998;16:68%-700.
Adapted with permissian from Elsevier Inc.

Emerg Med Clin North Am. 1998;16:689—-700
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Dealing with Difficult Patient &

= Stay calm and professional

= Verbalize the difficulty

= Consider alternative explanations for the patient’'s behaviors
= Support the patient (Empathy)

= Set boundaries where appropriate

" Find some common ground

" Focus on finding solutions rather than areas of disagreement

BMJ 2013; 347 doi: https://doi.org/10.1136/bmj.f4673
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Sympfoms

Pain

Pain score 3/10

Dry mouth

Nausea and vomiting

Cancer
Surgical wound

Intra-abdominal infection

Not taken by mouth
Dehydration

Esophageal stump
Cancer

Intra-abdominal infection

Morphine(1:1) IV drip rate 0.5 mi/h
Morphine 2 mg IV PRN for
pain/dyspnea q 2 h

UL USpaNINUIUUINUBY 9
wugthauteuliindsasen
Vitamin C(100) 1 tab 84 tid

Metoclopramide 10 mg IV g 6 h
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Psychological Assessment &
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Hope in The End of Life &%

= Terminal iliness marked by debilitating symptoms, body image

distortions, and multiple losses

= Propels patients and their families onto a pathway of uncertainty,

fear, and, for some, despair

= 48% of advanced cancer patient reported at least some sense of

hopelessness

- External messages of “There IS no cure’” become internal

messages of “There is no hope”
Can J Psychiatry 2004,;49:350-357



Reality Hope Based
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ople may concurrently

0 opposing hopes, such Universal ¢ Uniue
S hope for a Cu re and hope for Unidimensional = ChenOnaNG » Multidimensional
f =1t death Tangible < nRNIDRY \tangible
= Itis important to listen to the

descriptive words that they Time-bound 4Py Timefee

(patients) attach to their hopes, cracctable o TROCRDINY L e

acknowledging the range (and el baced

depth) of their hopes VRIRO: = s
Realistic « Rty based » Unrealistic

Bruera Textbook of Palliative Medicine and Supportive Care; p485-89



Psychological Assessment

. uamﬁ%i’iﬂaha‘lmﬁamu@‘mm%ms@‘ua LAZNYIYIN

wﬁmﬁmmimﬂqﬂﬁaLLw%ﬂ"nig]LLa

o UAAIRWIINIIA LAZHARDFIIAILAINTUNII

Ui Qs ¥ qu" s
Eﬁﬂﬂ\‘l')ﬁ Naun dwiiag

Feeling about feeling

/

o Y1 & < v o 1 o o 1
O ‘su;saﬂtﬂu&lu‘sa‘swzqmn'm 3ﬂ33!"]13~|‘ﬁ"|ﬂ gnmﬂniuwwmﬁ'\‘m'ﬂmu
a v -~ a ¥ A ¥ A v
ﬁ']N']iﬂﬂ%ﬂ'l\‘lﬂ"lﬂlﬂLﬁNa%Lﬂ&l ﬂ']ﬂ%‘ﬂ"l\‘lll'lﬂvlﬂﬁ‘iaslﬁﬂ'liﬂ'lﬁ"l‘i

Perception

\

Expectation

/O

Yearning

1 1 (-] [} ‘3‘
mavlﬂmazm‘lﬁ'ﬁ%%maglé’mumnm%

a (Y -~ a [ a o 1 1

L Bil'lﬂﬂ%ﬂ']dﬂ']ﬂlﬂlﬁﬂdél%l,ﬂ&l unanatdning El\‘ll&lé)%l']ﬂ(ﬂ’lﬂ LL@ﬂ%
o 1 (< [ 1 1

wmzlﬁ mnuf'ﬂuammﬂumswmmauﬂ‘n 1NB£I'Iﬂ§J§LL‘iJ‘]J‘H‘5N’I%

Sel

oy



“Qulaladluleaudng” =2 “a1e”

Imp. Loss of dignity
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 Dignity therapy Is an evidence-
based and clinically effective
psychotherapeutic modality for
patients who are classified as
terminally ill

« That targets depression and
suffering along with enhancing
palliative patients' sense of
purpose, meaning, and will to live

Chochinov HM, Kristjanson L, Breitbart W, et al: Effect of dignity therapy on distress and end-of-life experience in terminally ill
patients: a randomised controlled trial. Lancet Oncol 2011; 12:753-762



Dignity Psychothera et
At Ry Sgi‘-v“

Question Protocol

Tell me a little about your life history; particularly the parts that you either remember most or think are the most important? When did you feel most
alive?

Are there specific things that you would want your family to know about you, and are there particular things you would want them to remember?

What are the most important roles you have played in life (family roles, vocational roles, community-service roles, etc)? Why were they so important to
you, and what do you think you accomplished in those roles?

What are your most important accomplishments, and what do you feel most proud of?
Are there particular things that you feel still need to be said to your loved ones or things that you would want to take the time to say once again?
What are your hopes and dreams for your loved ones?

What have you learned about life that you would want to pass along to others? What advice or words of guidance would you wish to pass along to your
(son, daughter, husband, wife, parents, other[s])?

Are there words or perhaps even instructions that you would like to offer your family to help prepare them for the future?
In creating this permanent record, are there other things that you would like included?

Chochinov et al. J Clin Oncol 2005, 23:5520-5525



Dignity Categories

MAJOR DIGNITY CATEGORIES, THEMES AND SUB-THEMES

lliness Related Concerns

Dignity Conserving Repertoire

Social Dignity Inventory

Level of Independence

Cognitive Acuity ]

( Functional Capacity )

Symptom Distress

Physical Distress )

Psychological Distress)

e medical uncertain
e |death anxiety

Dignity Conserving )
Perspectives )

o continuity of self
ol role preservation
e generativity/legacy

. .
autonomy / control

e acceptance
e resilience / fighting spirit

[ Dignity Conservingj

Practices

e living "in the moment"
e maintaining normalcy
e seeking spiritual comfort

(Privacy Boundaries )

( Social Support J
( Care Tenor J
1 Burden to Others I

(Aftermath Concerns)

Chochinov HM, Hack T, McClement S, Kristjanson L, Harlos M. Dignity in the terminally ill: a developing empirical model. Soc Sci Med. 2002;54:433—
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Self and Meaning of Life £
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Patient’s Concerns & i
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Subcutaneous Infusion of Fluid g".“

B Subcutaneous infusion or hypodermoclysis

= A technique whereby fluids are infused into the
subcutaneous space via small gauge needles that
are typically inserted into the thighs, abdomen,

back, or arms

JPEN J Parenter Enteral Nutr. 2018;42:296-307
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Palliative
Care Center

= Intravenous (IV) fluids are administered in multiple clinical settings to

provide hydration and/or nutrition

" |f IV access is not always possible or feasible

= For example, in patients with fragile veins, those who are
uncooperative, agitated, confused, or demented or in situations (e.g.,

palliative care)

= Two potential alternatives are subcutaneous infusion and

infraosseous infusion

JPEN J Parenter Enteral Nutr. 2018;42:296-307
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Evidence Based S

Leandro Cerchietti, Alfredo Navigante, Alvaro Sauri, Felipe Palazzo

= Terminally ill patients with cancer who received a 1000-mL subcutaneous infusion of 5%

dextrose (with 140 mEg/L NaCl) at 42 mL/h or no subcutaneous infusion

= After 48 hours, significant (p=0.027) improvement in nausea was maintained only in the

subcutaneous group

®  Only 1 patient in the subcutaneous group had a local adverse reaction of infusion site

erythema and pain Int J Palliat Nurs. 2000,6:370-374.
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Evidence Based S harum

=  Patients with cancer who received 500 mL of 5% dextrose and normal
saline with/without hyaluronidase by subcutaneous infusion - no

significant differences between the groups in local reactions

Bruera E et al. Ann Oncol. 1999;10:1255-1258.

=  Pgatients received a subcutaneous infusion of dexitrose and saline or
= 5% dextrose at a rate of 1500 mL/d for 1-22 days

= |Local reactions were generally infrequent - No patients developed
infection

Yap LK, Tan SH, Koo WH. Singapore Med J. 2001;42:526-529.
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Subcutaneous Infusion of Fluid K

" The available evidence suggests that subcutaneous
infusion can be an effective technique for the
adminisiration of fluids for hydration or nutrition, with

minimal complications

= Subcutaneous infusion has typically been used for

short-term (510 days) delivery of hydration/nutrition

JPEN J Parenter Enteral Nutr. 2018;42:296-307
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Indications for subcutaneous &

infusion

= Mild to moderate dehydration or mild to moderate malnutrition when

oral/enteral intake is insufficient
= When placement of an IV catheter is not possible
= At risk of dehydration when oral intake is not tolerated
=  Patients with difficult IV access
= Patients with catheter related bloodstream infection

= Multiple settings, including emergency department, hospital, outpatient
clinic, nursing home, long term care, hospice, and home

JPEN J Parenter Enteral Nutr. 2018;42:296-307
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Contraindications for @

subcutaneous infusion

= Severe dehydration or malnutrition, shock, or any condition

requiring rapid or large-volume administration of fluids
= Severe electrolyte disturbances
= Decreased tissue perfusion
= Compromised skin integrity or evidence of skin infection;
= Bleeding or coagulation disorders

" Generalized edema

JPEN J Parenter Enteral Nutr. 2018;42:296-307
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= After the skin is cleaned, a cannula (22-

to 24-gauge needle) is inserted at a 45°

angle into the subcutaneous space and

aimed toward the head/thorax

" The most common insertion sites are the
lateral aspect of the abdomen, thighs

(inner/outer aspect), pectoral region in

men, outer surface of the forearmS/upper Figure 1. Photograph illustrating the insertion of a cannula in
the abdomen for subcutaneous infusion. The cannula is
arms)’ or the in'l'erscapuk_'"' region inserted at a 45° angle into the subcutaneous space and aimed

toward the central compartment.

JPEN J Parenter Enteral Nutr. 2018;42:296-307
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Technique Sa

= Can be delivered by gravity or infusion pump

= Gravity infusion may help prevent local edema because the
infusion rate naturally slows when pressure in the subcutaneous

space increases

= Fluid is typically infused continuously over 24 hours at a rate of
62 mL/h (approximately 1500 mL in total) for an average-size
adult

JPEN J Parenter Enteral Nutr. 2018;42:296-307
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choices?

Advantage
» | HSUANSEIVINISNINYABALEDAAINA LN
= Survival time Usgusy 1-2 160U
Disadvantage

Continue PN »  doaueulswweunaldises 9 luldndudu
= Central line related blood stream infection

= Central line dduunanadaaunaidulu

= wdeanndua



What are the patient Cam
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Advantage
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" Survival time: few weeks
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= A number of factors need to be considered when
making decisions to initiate, withhold or withdraw

treatments

" The outcome of the decision-making process is
determined primarily by the patient’'s unique needs and

values and the goals of care

The Pallium Palliative Pocketbook: a peer-reviewed, referenced resource. 2nd Cdn ed. Ottawa, Canada: Pallium Canada; 2020.
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- Palliative
Care Center

making decisions

=  What are the goals of care?

=  What are the patient’'s and family’s wishes?

=  What is the current quality of life (QOL)

=  How will the treatment potentially impact QOL?

=  What is the patient’'s estimated life expectancy and iliness trajectory?

= |s this an “acute reversible event” or is it a “terminal irreversible event”?

=  What is the ratio of the potential benefits versus burdens of the proposed treatment?

=  What is the preferred setting of care?

The Pallium Palliative Pocketbook: a peer-reviewed, referenced resource. 2nd Cdn ed. Oftawa, Canada: Pallium Canada; 2020.
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Ethical Decision-Making 4%

) Medical Patient (and
= Beneficence (do good) > family) factors and
. indications S
= Non-maleficence (do no harm)
" Autonomy Quality of Contextual
= Justice life features

The Pallium Palliative Pocketbook: a peer-reviewed, referenced resource. 2nd Cdn ed. Ottawa, Canada: Pallium Canada; 2020.



Family Meeting at PC Ward

Palliative Care Team
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Goal of Care

— # { 5 :

el

ACP: Comfort care, no ETT, no CPR, no inotrope, withdraw PN,

no subcutaneous fluid infusion, POD at home



Progression and Follow Up & i

= Notify surgery: off Radivac drain and stitch off
= Discharge 23/5/65

= dusaLASa918 PC sw. lnavnu

= Symptom management

= Morphine 15 mg + Metoclopramide 40 mg + NSS up to 15
ml CSCI via syringe driver drip rate 2 mm/h

= Morphine 2 mg SC PRN for pain/dyspnea q 2 h
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