Palliative Case Conference 132311051 27 N3n7)1AN 2565

A 62 year-old man presented with bowel
obstruction and peritoneal carcinomatosis

How would you manage?
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PATIENT PROFILE

Wihemae a1g 62 1
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® Visit date at AE: 29/6/2565

* PPS naw Admit 50%

®* PPS 2te Admit 40%

Reduced

Mainly sit/lie

Mainly in bed
Bed bound
Bed bound
Bed bound
Death

Can’t do hobbies or housework
Significant disease

Can’t do any work

Extensive disease

As above

As above

As above

As above

Occasional assistance needed

Considerable assistance
needed

Mainly assistance

Total care

As above

As above
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PRESENT ILLNESS
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13/6 19/6
31 opd sx LUWNBY ATIFINU ascites VWINAN T
13NEN8Y >> narrow SAAG lymphocyte predominate - ADA = 6.4 -> {inD4 carcinomatosis peritonii
Cyto neg, PCR TB neg - fihefidywiauiuias wal tap release 1.5 L 81113
review CT: no mass, no peritoneal nodule ﬂvdvl,ajﬁ"ﬁu AnN9N peritoneal disease
ddx TB peritonitis - plan peritoneal scope ¢ biopsy c 18 PCD >> peritoneal
consult Gl med nodule + omental mass dx carcinomatosis peritonii

—

13/6

Gl med @afl9 Ascites 910 peritoneal disease
590379 ascites LAY

-if ADA > 39 plan start tx TB peritonitis

-if ADA < 39 plan evaluate EGD+colonoscope
work up cause of carcinomatosis peritoneii

if endoscope negative plan peritoneal biopsy



PATHOLOGY — OMENTAL AND PERITONEAL BIOPSY

® Omental metastatic adenocarcinoma

® Pathological Report 29/6/65 Liae 3/7/65

Positive : CDX-2 (focal), AE1/AE3, CK20 (Diffuse), CD19 (Diffuse)
Negative : TTF-1, WT-1, Calretinin, PSA

IHC study is suggestive of metastatic poorly-differentiated Adenocarcinoma

Possible primary sites include lower Gl tract and liver or Metastatic bile duct cancer
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15/6/65 Film abdomen —multiple air fluid level ,seen air in rectum
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PHYSICAL EXAMINATION:

GA : A Thai male, good consciousness, well co-operative,

V/S BT 37.2, RR 20 PR 96 BP 146/93

HEENT: not pale conjunctiva, anicteric sclerae, Lymph node can’t be palpated

CVS: normal S1 S2, no murmur, regular rate

Lungs: no stridor, no accessory muscle use, normal breath sound, no adventitious sound

Abdomen: seen peritoneal drainage catheter at Right site of abdomen, moderate abdominal
distention, no hepatosplenomegaly, hypoactive bowel sound

Ext: edema 1+ both legs, no rash, no petechiae, no ecchymosis.

PR: normal sphincter tone, soft yellow feces
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PERCEPTION
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PERCEPTION
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29/6/65 Film abdomen — seen fecal content in ascending colon, seen air in rectum
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4. Ascitess/pPCD

Usziin ESAS
pain 9/10
constipation 6/10

anorexia 9/10
N/V 0/10
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-+ Spironolactone (25) 1x2

I '.f

'9° Furosemlde (40) 0. 5x1 po pc

Senokot (7.5) 2 tab po het N | ) m

e Lactulose 30 ml po hs ' '






29-30/6/65
U1a1na3 ﬁadﬁdﬂ

PCD aan 100-500 mi/day

Off &NLAY

SSE rectal suppo 3 d
Consult oncomed
Evacuate feces at ward
IV hydration

Ensure (1:1) 150 ml x 4 feed

Fentanyl (10:1) 1 ml per hr

Fentanyl 12.5 mcg iv prn for pain q 1 hr
Dexamethasone 8 mg iv od t7"
Lactulose 15 ml po hs

Buscopan 20 mg iv prn for pain q 8 hr




1-2/7/65

NN bA hyperactive BS
a1n17ua PS 2-3/10
el 1 059

PCD aan 20-80 mi/day
Cr 1.91 >> 0.96

SSE x 1 dose

Film abdomen

Morphine syrup 2mg/ml 2 ml po prn q 2 hr
Haloperidol 0.5 mg iv/sc prn q 4 hr for n/v
Fentanyl patch 12.5 mcg/hr 1 patch q 72 hr
Fentanyl (10:1) 0.5 ml per hr >> off ®aJuile
WHW 12 T4,

Off dexamethasone + fentanyl prn
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2/7/65 Film abdomen — multiple air fluid level, seen air in rectum, seen fecal content in large bowel




3/7/65
- X
2adu gunuw PS 4-7/10

anspwduing vaeda
laiane lumnsaw
hyperactive BS

PCD aan 70 ml

NPO
Morphine 2 mg iv stat
Retain ng >> irrigate 16 bile

IV hydration

Off fentanyl patch

Morphine (1:1) drip 0.6 ml per hr
Morphine 2 mg iv prn

Buscopan 20 mg iv prn for colicky pain
octreotide 200 mcg iv in 24 hr
omeprazole 40 mg iv od

+Dexamethasone 8 mg iv LT 8
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3/7/65 Film abdomen —seen air in rectum, seen fecal content in large bowel
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4-5/7/65 Off NG Liquid diet
ak o
a1N5UIA0 TN WNNuaN e Unison enema rectal suppo Off buscopan

-V :3 . d v
NDIDAAYH Notify sx 13849 PCD aaniag sx  Off omeprazole

fnenflusi 10 446 31 milk 81819
PS 3-4/10

NG 210-220 cc bile

PR impact feces

PCD aan 20-25 ml per day




6/7/65 -Lactulose 300 ml + NSS up to
NEAN b Be LA aNtaunadaI 1000 ml rectal suppo

99913 w4 PS 2-3/10

Hyperactive BS
PCD aan 500 ml

Dexamethasone 8 mg iv od
soft diet

Fentanyl patch 12.5 mcg/hr 1
patch q 72 hr

Off morphine drip

lactulose 30 ml po hs



7-11/7/65

NBANDENILAED B8 laUN9I
VRIFIN WHHYIDY 99913
ke il uanlng nasone
NN TUIbE T

U101 2InaI81% lactulose

& buscopan prn SN 9

PCD aan 20-100 ml/day
LHNRIAU PCD #1 leak
28NN

Lactulose 300 ml + nss up to
1000 ml suppo rectal

Retain ng content DONNIIUR
200-240 ml aNnsUudUHaIATH
'I6% off NG T4l 10

Oncomed plan 19 palliative CMT
LG8 improve nutrition Naw (Alb
2.8)

IV hydration

Notify sx

Dexamethasone 4 mg iv od
Off octreotide
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9/7/65 Film abdomen —seen air in rectum, seen fecal content in large bowel




12/7/65
v & A < o
ﬂ’)@]‘}’]a\‘l"llull"l "gliﬂe] 11 G]‘VI’J‘Y]Q{'I

PS 8-9/10 @@ Morphine 2 mg iv
09// Q |dg
orn 3 A9 89 LA

hyperactive BS

NPO

Retain NG >> coffee ground >>
irrigate clear >> consult sx
Aan stress ulcer plan
conservative with PPI

Film abdomen

IV hydration

octreotide 100 mcg iv in 24 hr
Pantoprazole 40 mg ivq 12 hr
Fentanyl inj 25 mcg SL naw
evacuate feces 10-15 min

Off dexamethasone
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12/7/65 Film abdomen — seen air in rectum, seen fecal content in descending colon, large bowel dilate



13-20/7/65

NG bile + food content 8aNIWAL
100-150 cc

82 unison LuA399 drwoand

Hyperactive BS ‘Qﬂf%
a1mythaauldd PS 2-3/10
WNAIBU PCD WAIARAY off PCD
AaunauL Cr 0.88

IV hydration

Step diet HaWNALULNY beibD
soft diet

Retain NG nauin

sx b off PCD WWIZLHATN
LRz ascites asNn Laylw
tapping Juasaly

Oncomed antsziiudasin
laisunsolw oMt 16 Wiiasan
Tmeriheldniaw

- Octreotide 300 mcg + NSS up
to 22 ml SC drip via
Thalapump 3 ml/hr

- Fentanyl patch (12.5 mcg) 1
patch apply q72h

- Morphine 2 mg SC prn for BT
pain and dyspnea g2hr

- Lactulose 30 ml po hs

- Pantoprazole (40) 1x1 po ac
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19/7/65 Film abdomen —normal bowel gas pattern , minimal air fluid level seen




CLINICAL COURSE SUMMARY

1. Cancer of unknown primary with carcinomatosis peritonii >> plan BSC
2. AKI >> improved with hydration >> Cr 0.88 before discharge

3. Bowel obstruction >> constipation >> partially resolved

4. Ascites >> off PCD >> plan tapping as needed

5. UGIB from stress ulcer >> on oral PPI

6. Constipation >> improved by lactulose + feces evacuation + unison rectal suppo



Vol. 45 No. 1 July 2014 ournal of Pain and Symptom Management

Review Article

Recommendations for Bowel Obstruction
With Peritoneal Carcinomatosis
Guillemette Laval, MD, Blandine Marcelin-Benazech, MD,

The recommendation are related to bowel obstruction with advanced peritoneal
carcinomatosis for which complete cytoreductive surgery and intraperitoneal
hyperthermic chemoperfusion are no longer relevant




Clinical Signs Depending on the Level of

Obstruction

Enteral Bowel

Symptoms Obstruction

Colic Bowel
Obstruction

Vomiting Bilious, aqueous Small volume

Abundant

No or not very
foul-smelling

Early sign

Periumbilical

Brief colicky

Sometimes
absent
Always

Abdominal
distension
Anorexia

Esophagus
. . 7
Sometimes absent Right crus of D
. . diaphragm { Aorta
Foul-smelling, even ki vk ; | .
s g - uspensory
fecaloid / ligament of Treitz
Late sign -
. Uodeno-
Localized jejunal flexure

Colicky pain with
sometimes long periods
between episodes

Present

Sometimes absent




Differential Diagnosis of Bowel Obstruction in Patients With Peritoneal Carcinomatosis

Lesion

Etiology

Associated Conditions/Symptoms

Mechanical
Extrinsic

Intrinsic or endoluminal

Functional
Intramural
Drug induced

Adynamic (paralytic) ileus

Peritoneal carcinomatosis
Adhesions
Hernia incarceration

Sclerosing mesenteritis

SMA syndrome

Volvulus
Large/small bowel neaplasms

Anastomaotic 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

NOTE. Adapted from Osteen et al.”

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 carcinomna (linitis plastica)




INTRODUCTION

* Peritoneal carcinomatosis results from tumor cells in the peritoneal
cavity.
* Tumor cells may come from a primary tumor in the peritoneum but in

most cases come from the metastasis of abdominal and pelvic
malignancies.

« Bowel obstruction can be either mechanical or functional.

e It can result from the compression of the digestive lumen by a primary
cancerous mass or metastasis (mesenteric or epiploic), radiation-
induced fibrosis, or abdominal or pelvic adhesions.



Secondary extraperitoneal origin

Lung cancer
Breast cancer
Kidney cancer

Malignant melanoma

Secondary intraperitoneal origin

Cholangiocarcinoma
Gastric cancer
Pancreatic cancer

Colorectal cancer

Small bowel cancer

Peritoneal —— Ovarian cancer
cavity

Endometrial cancer

Primary peritoneal origin

Peritoneal mesothelioma Appendiceal cancer

Primary peritoneal cancer _ Sarcoma

Fig. 1| Tumours causing peritoneal surface malignancies. Peritoneal surface malignancies are a heterogeneous group
of malignancies that can arise from primary tumours of the peritoneum or disseminate secondarily as peritoneal
metastases from tumours of intraperitoneal origin and from tumours of extraperitoneal origin.

Nat Rev Dis Primers. 2021 Dec 16;7(1):92.



e CT scan is the gold standard for diagnosis as it has a specificity and
sensitivity of more than 90%.

e CT scanning has four main objectives:

* 1. Diagnose carcinomatosis

e 2. Confirm the mechanical obstruction

e 3. Identify a surgical emergency: Complications include perforation, volvulus,
or strangulation, which need surgery even in palliative care

e 4. Search for a nonmalignant cause of the obstruction: Non-neoplastic
obstructions occur in 15% of patients with an identified carcinomatosis



SURGICAL MANAGEMENT

* |n patients with ovarian cancer, carcinomatosis is found initially in 50% of cases, and
the immediate prognosis is far better than in gastrointestinal carcinomatosis and
supports surgical interventions

e Surgery generally is indicated for patients with an obvious obstacle seen on CT scan,
inaccessible for endoscopic prosthesis, with a localized peritoneal infiltration and
no massive infiltration of the root of the mesentery or mesocolon, extended pelvic
carcinomatosis and massive ascites

e Patients who received venting gastrostomy had the lowest complication rate (5%)
and good quality of life




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 22 complications

56.1% readmission, 35.0% re-obstruction and 8.8% hospital mortality

Median overall survival was 119 days (IQR 48-420)

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)



POOR PROGNOSTIC FACTORS FOR SURGICAL TREATMENT OF BOWEL OBSTRUCTION

- Advanced age
- Poor performance status
- Poor nutritional state

- Extent of the malignan[ disease: diffuse pcrimncal
carcinomatosis, ascites, palpable masses, multiple
obstacles on the small bowel...

- Obstruction of the small bowel rather than colic
obstruction
- Previous abdominal or pu:-.h-'ic raf.li-:'_rthcrap}-'




THE ROLE OF STENTS

Few studies focus on the role of endoscopic prosthesis in the palliative management of obstruction
with peritoneal carcinomatosis

Carcinomatosis is not a contraindication to stent placement in patients with a single-point
obstruction

Endoscopic procedures should be preferred to surgery as they have lower morbi-mortality rates

Complications are rare: migration (8.5% - 12.4%), obstruction (0.5% - 10%), and perforation (0.5% -
4%).




THE ROLE OF NGTS AND VENTING GASTROSTOMY?

Nasogastric Tubes. This procedure is considered for patients who suffer from
intractable vomiting and/or gastric distention. Moreover, a distended stomach can no
longer empty itself. Placing an NGT allows time to determine if medical treatments will

work (usually 48 hours)

Venting gastrostomy must be considered for patients no longer responding to medical
treatments or in whom the NGT cannot be removed.

The removal of the NGT must not be considered if more than 1 L is secreted

Venting gastrostomy is a rare indication and should be considered as a last resort
indicated in the presence of a high obstruction resistant to medical treatment,
accompanied by intractable vomiting.




STEROID MANAGEMENT

Have anti-edematous effects by decreasing the edema around the tumor

Have central antiemetic effect and indirect analgesic effects by reducing bowel
distension and inflammation.

The number needed to treat is 6

Methylprednisolone and dexamethasone are prescribed at the moment of the
diagnosis

Mean dose is 1-4 mg/kg/d for methylprednisolone and 0.25- 1 mg/kg/d of
dexamethasone

Administration in short courses (5-10 days), IV or SC

Continuation or discontinuation of treatment depends on the evolution of
obstruction (resolution or not) and management of symptoms




ANTISECRETORY DRUG MANAGEMENT

1. Anticholinergic Antisecretory

e Scopolamine and butylscopolamine (also known as hyoscine butylbromide)
have antispasmodic, antiemetic (vestibular center), and antisecretory effects
and reduce the volume of gastrointestinal secretions

* 40 to 80 mg/d administered IV or SC; the dose can be increased to 120 mg/d
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X om0

Omeprazole

Injection

2. Gastric Antisecretory Drugs 1 e

The use of gastric antisecretory drugs, proton-pump inhibitors (PPIs), and histamine

antagonists has not been evaluated in bowel obstruction with peritoneal
carcinomatosis.

Ranitidine proved to be the most effective as it induces a rapid effect

PPls must be administered once a day before the first meal of the day to induce the
best antisecretory effect

As the occurrence of peptic ulcers does not increase when patients receive steroids.



!
(') NOVARTIS
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octreotide acetate
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3. Somatostatin Analogues

50 meg/ml ovwm

Fer Suboutisssss (i peton

It decreases splanchnic and portal blood flow and small intestine secretions and
gastrointestinal motility and increases the gastrointestinal reabsorption of water and

electrolyte

Synthetic analogues of natural somatostatin such as octreotide and lanreotide have a
longlasting effect

Octreotide was superior to scopolamine derivatives (hyoscine butylbromide) in reducing
digestive secretions ,nausea ,vomiting, and removal of NGTs

The initial dose of octreotide is usually 300 or 600 mg/ sometimes up to 900 mg

Some side effects have recently been reported: diarrhea and abdominal pain, change in
blood sugar levels, and risk of gallstones



3. Somatostatin Analogues

* Assessment should be done on Day 3 (in case of inefficacy, doses can be increased)
and on Day 5

 When treatment does not prove effective in controlling symptoms, we recommend
discontinuation of octreotide analogues on Day 3 (or Day 6 depending on whether
initial doses were increased or not)

* When the obstruction is resolved, these drugs should be discontinued except in cases
of recurrent episodes

Lanreotide Injection

120 mg*/0.5 mL

For deep subcutaneous injection

Lanreotide Injecti



ANTIEMETIC MANAGEMENT

Advised Antiemetics in Bowel Obstruction

Neuroleptics
Metoclopramide (only incomplete obstruction) SC, IV:

* Antiemetics ensure a decrease in nausea and 30—60 mg/24 h
- . . Haloperidol SC: 5—15 mg/24 h
vomltlng induced by bowel obstruction Chlorpromazine SC, 1V: 12—50 mg/24 h
Droperidol SC, IV: 2.5—5 mg/24 h
5-HT3 receptor antagonists

* Metoclopramide is usually prescribed as a
first-line treatment in patients with Ondansetron IV: 4—8 mg/d, suppository 16—32 mg/d

incomplete obstruction (.'.}ran.isetrnn IV: E?»—Q mg"_Ll h
Tropisetron IV: 5 mg/24 h
Dolasetron IV: 100—200 mg/24 h
Steroids
Scopolamine or butylhyocine of scopolamine
Somatostatin analogues

SC = subcutaneous.




If clinical signs of bowel obstruction

Perform a CT scan : abdominal CT scan

Except if surgery or endoscopic intervention are not feasible

=» Confirm bowel obstruction with carcinomatosis
=» Specify level(s) of stenosis

= Specify the mechanism

= Rule out surgical emergency

1.1Is there an indication for surgery ?

=» Joint-Action Committee with physicians and surgeons

Yes

Non-neoplastic obstruction
Perforation, acute volvulus
Identified obstacle
inaccessible to endoscopic
prosthesis

No

As indication of stent dilatation
on single stenosis,
lesion accessible to endoscopy,
technical facilities available

No
Patient disagreement
Poor general health
Extensive carcinomatosis
Multiple levels of stenosis
Invasion of mesentery root

2. Medical intervention

Prognosis criteria:

~

Age and comorbidities
Nutritional status
History of radiotherapy
Level of obstruction
Probable subsequent
treatments




Decision Tree and Protocol for Symptomatic Medical Treatments of Bowel
Obstruction With Peritoneal Carcinomatosis

Bowel Obstruction Protocol, Stage 1

STAGE 1: Day 1 to Day 3

- Fasting patient + IV or SC rehydration
- Symptomatic treatments to be adapted to each case
1. Antiemetics
o Neuroleptics
o Metoclopramide contraindicated in complete obstruction
o Haloperidol SC 5—15 mg/24 h continuous or discontinuous/8—12 h
o Chlorpromazine IV or SC 12—50 mg/24 h continuous or discontinuous/8—12 h

o Droperidol IV or SC 2.5—5 mg/24 h continuous or disc/8—12 h second-line treatment: 5HT3 antagonist alone or
associated

. Anticholinergic antisecretory
m Butylscopolamine 40—120 mg/24 h SC or IV continuous or disc/6—8 h
. Antisecretory somatostatin analogue: Can be considered as a first-line treatment in cases of early recurrence in patient who

responded to somatostatin analogues in previous episodes (see Stage 2)
. Gastric antisecretory: PPI
m Continuous IV injection over 24 h or single injection
m SC is feasible for Omeprazole
. Steroids: Short courses 5—10 days, IV or SC route
m 1—4 mg/kg/24 h of methylprednisolone in one single injection
m or 0.25—1 mg/kg/24 h of dexamethasone in one single injection
. Analgesics: levels I—II or III, IV, or SC route
. Nasogastric tube, non systematic
m Often necessary if abundant vomiting and/or significant gastric distention

SC = subcutaneous; PPl = proton-pump inhibitor




Bowel Obstruction Protocol, Stage 2

STAGE 2: Reassessment on Day 4

- If the obstruction is resolved
Reduction until minimal effective dose (even
discontinuation) of steroids and anticholinergics
Reassessment of symptomatic treatment _
- If obstruction is not resolved and vomiting persist:
Introduction of somatostatin analogue:
Octreotide 600 pg/24 h IV continuous or SC
discontinuous/24 h
Or lanreotide PR 30 mg single injection IM/10/24 h
Other medical treatments should be continued depending
on clinical efficacy and patient tolerance
- If analogue is used as first-line treatment, see Stage 3

SC = subcutaneous; PR = prolonged release; IM = intramuscularly.

- To be initiated when Stage 1 fails to
resolve the obstruction and persistent
nausea/ vomiting continue

- It consists of the administration of a
somatostatin analogue if one has not
been initiated in Stage 1



STAGE 3: Reassessment on Day 7

Complete resolution of Partial resolution
RIV obstruction (incomplete obstruction or

or reccurrent episodes)

Nasogastric tube ¥ e
lting i No resolution but management
resulting in - Analogue and

: of s toms
> 1 liter /24h anticholinergic AL

discontinued (if ¥
maintained)
- Consider laxative drugs

Continuation of analogue
used and relay with LAR
if initial IR form

With lanreotide With octreotide

PR : stop 600pg = Octreotide LAR 30mg IM/28 d
|’ with simultaneous use of IR form

Possible increase up to during the first 6 days
900pg until D9 - Lanreotide PR IM 30mg/10 d

Management

Failure of IV
on IV

N

New history taking and
X y adaptation :
Discontinuation of analogue - Nasogastric tube
Consider venting gastrostomy - Hydration/nutrition
- Analgesia

- Antiemetics

- /

Fig. 2. Bowel Obstruction Protocol, Stage 3. RIV = resistant intractable vomiting; PR = prolonged release; LAR =
long-acting release; IR = immediate release; IM = intramuscular; IV = intractable vomiting.




HYDRATION

* The intensity of nausea was significantly lower in patients treated with more than 1
|/day of parenteral fluids

e High level of i.v. hydration may result in more bowel secretions, it is necessary to
keep a balance between the efficacy of the treatment and the adverse effects

 Hypodermoclysis (HDC) is a valid alternative with few problems and several potential
advantages over the i.v. route for patients who do not already have a central venous
catheter.

* Anticholinergic drugs cause dry mouth. Local measures, e.g. frequent sips of fluid,
sucking ice cubes or boiled sweets, chewing fresh pineapple, lip lubrication and
regular mouth care, are generally effective in relieving the symptom of dry mouth



TOTAL PARENTERAL NUTRITION

Less than 50% of terminally ill cancer patients experience hunger

TPN may prolong survival but can also lead to complications and make prolonged
hospitalization necessary

The role of total parenteral nutrition (TPN) in the management of patients with
inoperable bowel obstruction is controversial

if the expected length of survival is short, there is not enough time for a proper
TPN plan.

TPN should not be considered a routine part of a terminal care regimen but
should be used in selected patients (KPS > 50 & life expectancy > 2 mo, slow-
growing tumors or Patients who are candidates for chemotherapy, Surgery.)



SUMMARY FOR MX BOWEL OBSTRUCTION WITH
PERITONEAL CARCINOMATOSIS

Stage 1 Day 1-3 >> Fasting + rehydration + antiemetics + buscopan + PPI + steroids + analgesics + NG +-
octreotide

Stage 2 Day 4 >> obstruction resolved >> reduce doses if already use octreotide go to stage 3
>> obstruction not resolved >> add octreotide
Stage 3 Day 7 >> clinical not resolved >> NG more than 1 |/d >> off octreotide >> venting gastrostomy
>> Complete resolution >> off octreotide + buscopan + consider laxatives

>> Incomplete resolution >> continue octreotide for 1 month

J Pain Symptom Manage. 2014 Jul;48(1):75-91.
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Eastern Metropolitan Region
Palliative Care Consortium

Eastern Metropolitan Region Palliative Care Consortium (Victoria)

Haloperidol, Morphine, Metoclopramide

Haloperidol, Octrectide, Metoclopramide

Syringe Driver Drug Compatibilities
— Guide to Palliative Care Practice
2016 Haloperidol, Morphine, Hyoscine Butylbromide

Haloperidol, Ranitidine, Metoclopramide

31512016 Haloperidol, Morphine, Octrectide

Midazolam, Morphine, Hyoscine Butylbromide

Morphine, Octrectide, Metoclopramide

A5 Ranitidine 19 IERIMIIIEINISOYINALAA site reaction LAIDLAUWALST Wi (5







