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A 61-year-old Caucasian male with

advanced bladder cancer. He had ongoing
hematuria

How to provide care and make decision
for foreign patient?
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Patient Profile
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» Ambutation Evidence of Disease Self-Care
100 Full Normal Full

No disease

20 Full Normal Full
Some disease

80 Full Normal with effort Full
Some disease

70 Reduced Can’t do normal job or work Full
Some disease

60 Reduced Can’t do hobbies or housework Occasional assistance needed
Significant disease

50 Mainly sit/lie Can’t do any work Considerable assistance
Extensive disease needed

40 Mainly in bed As above Mainly assistance

30 Bed bound As above Total care

20 Bed bound As above As above

10 Bed bound As above As above

0 Death — -




Past history

CA Bladder with lung metastasis

o Nﬂwmmﬂmmiﬂam's sidulfaauLazlUaa10 LLaum@LﬂumommaLmﬂmyﬂ w.a. 2564 leluvin U/s 7
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Tusufi 9/3/2565

®* CTWA 9/3/2565:
® 4.4 cm urinary bladder tumor at left posterior wall, causing obstruction of left collecting system.

® Suspected of skip lesion of tumor (7.7 x 5.8 cm) at lower pole of right kidney.
® About 3.9 cm necrotic metastasis left pelvic lymph node is suspected.

® Few pulmonary nodules in both lungs, Pulmonary metastasis is likely



Past history

® CXR 29/3/2565 official result >> No
cardiomegaly , Plate like atelectasis at
Lt.lower lung field , No pleural effusion,
Unremarkable bony thorax

® s/p TURBT 30/3/65 >> high grade urothelial

carcinoma




Past history

* LLaINKA pathology N Lymphovascular invasion + CT IINRINE lung metastasis luanaan
;&”ﬂ’a Elvlﬁgﬂﬁ'{]v[‘ﬂ SIIULNUNEN yjmmmﬁaLﬁav‘\imimﬂﬁawm systemic therapy bt@a 4/2565
FONIMILNNELT VDS 1 be&d¥in CT chest 29/4/2565 \Na1l5iiiu staging fa

® CT chest WU Multiple solid pulmonary nodules with feeding vessels sign at peripheral region of

both lungs; size from 4-17 mm in diameter; pulmonary metastasis is suggested.



Past history
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bladder stage V NIWINNELTIVB FIAININTIMN LA first line palliative chemotherapy gemcitabine +

cisplatin plan 4-6 cycles
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1. Alteration of consciousness due to sepsis with

AKI and hyperkalemia + sepsis suspected from UTI

* 15/8/65 WINIL E1VIM4, BT 37 C, PR 98 bpm,
BP 82/48 mmHg, RR 32/min

H OS p |ta | ® Management: ETT -> E4VTMG6, on PCV Pi 14,

course nau PC

PEEP 5, FiO2 0.4

® Foley’s catheter -> fresh blood with blood clot

atte f d | N g 100 ml -> irrigate 500 ml -> clear

® Management: empirical antibiotic
piperacillin/tazobactam, norepinephrine (4:250) 10
mL/hr, titrate g 30 min




Investigation

CBC: Hb 6.2, Hct 20, MCV 74, PIt 169,000, WBC 8450 (N87 L10)
PT 13.2 ,PTT 22.7 ,INR 1.20

Blood chemistry : BUN 160 ,Cr. 8.7 (baseline 2.3), eGFR 5.91

Na 128 K 6.1 (non hemolysis), HCO3 12, CI 90 Ca 7.3 P 9.3 Mg 1.7
LFT : TB 2.5, DB 0.6, Alb 3.9, Glob 2.5, ALT 23, AST 19, ALP 95
UA : Sp.gr 1.015 WBC 30-50 , RBC > 100 Epi 0-1

U/C — mixed organism, H/C x 2 : no growth

CXR 1 15/8 THUINTL : increase multiple lung metastases, ETT in place
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® CT brain with contrast emergency (15/8/65): \

® No evidence of acute intracranial hemorrhage.

H OS p |ta | ® A small hypodense lesion at right cerebral
peduncle; possible lacunar infarction.

course nau PC
atte N d | N g ® Minimal right mastoid effusion.

® Aging brain atrophy.




Hospital

course nau PC
attending

P 4
1. Alteration of consciousness due to sepsis with

AKI and hyperkalemia + sepsis suspected from
UTI

* AAUWNAULNURAI G IV fluid LAt hyperK ,
acidosis @8 IV + 816149 Hiluauinauiin
off ETT 1@ bInan

¢ L%’I‘a\‘l UTI 14%89@ wean off levophed & off tazocin
switch to cefixime (100) 2x2 opc 28 T4 nau )
MWNL

* NaunNauL BUN 51 Cr 4.95 Na 134 K 3.6
HCO321Ca75P9

N\



1/65 3/65 4/65 8/65

Deny palliative CMT
+ loss f/u

Lr';‘ﬂ‘lﬂ"'l

niaqan CA

Admit/consult

oncomed dx
CA bladder
with lung
NEESENS

PC team

bladder

2. CA bladder with lung metastasis s/p TUR-BT 30/3/65 >>
uroSx no further plan >> consult PC ‘

Hospital course
. . 3. moderate to severe anemia due to chronic blood loss
nou PC atte N d | ng and sepsis >> Initial lab: Hct 14% Management: PRC 2 ,

units Hct >> 25%
L)
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PC assessment




Physical examination

General appearance: a Caucasian male, mild agitate, restrained

e V/S: BT37.2 C, PR 78 bpm, RR 12/min, BP 110/70 mmHg

 HEENT: pale conjunctivae, anicteric sclerae, on foley catheter

 CVS: normal s1s2, no murmur

* Lung: clear, no adventitious sound

 Abdomen: Soft, not tender, no palpable mass, mild tender at suprapubic on palpation
e Extremities: no edema, no rash, no petechiae

* Neuro: EAV5M6, pupil 2 mm RTLBE



IlIness assessment
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Social assessment
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Social assessment
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Spiritual Status

* H : Source of hope = AA1unI9znau lUlxdIalanaan agnnavuldganibnisaw vou
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* P : personal spirituality and practices = Aainaz l5aziNaneana b laHaRaNUNIZLIININGD

* E : effect on medical care and end-of-life issue = Lsam’ﬂiﬂﬂu"lm“’[uamnﬂﬂmﬂsmuﬂ‘ums
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Problems list

Biological

* 1. CA bladder with multiple lung metastasis s/p TURBT 3/2565 denied
palliative CMT with intermittent gross hematuria

* 2. Hypertension

3. Chronic Kidney Disease stage 5

e 4, Chronic anemia

Psychological

* 1. Anxiety mood due to loss of functional capacity and financial concern

Social
* 1. Financial problem 2. Family distant

Spiritual — Don’t want to be a burden in family

ESAS
 anxiety 4/10
* pain 3/10




What will you do for each problem??




1. CA bladder with multiple lung metastasis s/p TURBT 3/2565
denied palliative CMT with intermittent gross hematuria

® 7173 primary plan BSC Lﬁa\‘iﬁnﬂ

T 5-year relative survival rates for bladder cancer
progressive disease

o Based on people diagnosed with bladder cancer between 2011 and 2017.
* N0 4 palliative chemotherapy

Eﬂ@]j gemcitabine/cisplatin 4-6 SEER Stage 5-year Relative Survival Rate

cycles b@ response rate agjﬁ

In situ alone 96%
Uszanah 10-20% e banslassiy
Uszants 150000-200000 LN L6 rocalized 10%
Athoiduridrendldaanm Regional 38%
dnlauszddynialgang Cetant o

All SEER stages combined 77%



1. CA bladder with multiple lung metastasis s/p TURBT 3/2565 denied

palliative CMT with intermittent gross hematuria

¢ a"'msl,w,‘%faa pain Eﬁ/ﬂ’wlﬁ” pain score L@ 1-3/10 ‘ﬁ bladder Lﬂumaﬂ%nawﬁuﬁmmq
19'la377 10 bwn i uanwaewas visceral nociceptive incident pain 3711 CA bladder
ﬂizﬂauﬁmjﬂwﬁﬂfym CKD 349laWa1sa % morphine syrup (2mg/ml) 1 ml po prn for
pain/dyspnea q 2 hr NaULW bN%

¢ uaﬂﬁﬂﬂﬁﬁgﬂwmﬁ]ﬁ anticipatory symptoms 1584 dyspnea 31N progressive lung
metastasis N34 morphine TIYAADINNT dyspnea &

® + Senokot 2 tabs po prn hs for constipation q 3 days



aths bsnaugtagaiidami ongoing hematuria 37N
CA bladder L& laUSAHINUNNLAN LTIV MLLaY

Wi181ui389289M133NH1N172 ongoing hematuria 11

{299 uABN13YIN continuous bladder irrigation (CBI) f
ﬁmLﬁao@‘T’a91‘7?@"11*’35”63"1ﬂﬁaﬂqmmzﬁwa*’ﬁ’wLﬁmﬁfaﬂ

‘VI\‘]N‘]J’JEIEIE]@JS?JLL%’JY]’Nﬂ’]iﬁﬂ‘J&V]&I%EImJYI’] CBI ‘Y]‘]J’WL

Vl@l,mwu’mawaa anticipatory symptoms Lia\‘i anemia
21N ongoing blood loss E‘U’Jﬂ&luﬂaw on foley’s cath 3
wanauiuiari CBI




1. CA bladder with multiple lung metastasis s/p TURBT 3/2565 denied

palliative CMT with intermittent gross hematuria

® UAINTIULHNUVEY primary 138907 LTALE? ﬁavlﬁmuqﬂ ACP @@
¢® ACP : full comfort, no Re-ETT, no CPR
®* POD : home

* {1 o L@ NALLIWIUD AN






2. Chronic Kidney Disease stage 5

* S : AAULTITN. muuwﬂmﬁamaﬂ@mwﬂﬂ@ NUgazduiaoaunas amaamﬂumomn vLEJlJ
ﬂﬁ%’]ﬁ@d@]’)‘].l’)ll vL&I?JﬂE]J%’]L?E]GL%%E]EI mmmﬂﬁmaunmmﬂiwmaﬂ@mwﬂﬂ@1 TIRRI 1-2
mmﬂﬂaumsw N‘]J’)&lLL‘ﬂG’J’W]%LE]G&JﬂE]J%’]ﬂﬁﬁTJ g1 ﬂam’aﬂmaﬂaamﬂumama

® O: V/S stable BP 110/80 mmHg
Heart : normal S1S2, no murmur
Lung : clear

Ext : no edema

Blood chemistry : L3051 BUN 160 ,Cr. 8.7>> nawnavuil1w BUN 51 ,Cr 4.95, K 3.6, HCO3 21,
eGFR 11.7, Ca 7.3 P 9.2 1GuL¥a 3/2565 Cr 2.35 eGFR 28.9



2. Chronic Kidney Disease stage 5

¢ Iutﬂ’ﬂ’a fI318HANDY acute on top CKD lae acute cause N3N prerenal cause

® 8% chronic cause ¥137N intrarenal NSUY skip lesion at lower pole right
Kidney 3nnWa CT a"lf,j@ + postrenal cause 91N ca bladder

* L4=1i11589 adequate hydration

Y o o A A A A A A A :
¢ VL@LLuquI%G@]aq%'}Tﬂ@JWaﬁW\l@]g{i ‘ViﬂﬂLﬂUQQ’]%']?V]&II?JLL@]@L%E]&IQG@'N ‘)



Score Comorbid condition

1 Myocardial infarction (MI)
Congestive heart failure (CHF)
Cerebral vascular disease
Peripheral vascular disease
Dementia
o Chronic obstructive pulmonary
® Charlson Comorbidity Index 16 11 disease (COPD)
o Connective tissue disease
At Peptic ulcer disease (PUD)
Mild liver disease

® annual mortality rate 49%, 5-year @ Age®

survival rate 0 % Diabetes
Hemiplegia
Moderate/severe renal disease
Diabetes with end-organ damage
Any solid tumor
Leukemia
Lymphoma
Moderate/severe liver disease
Metastatic solid tumor
Acquired immunodeficiency
syndrome (AIDS)

¢ For each decade after 40 years, a pojnttsadded-Cl point for age group
41-50, 2 points for age group 51-6043 points for 61-70, 4 points for 71 or
older).




Factor Associated with Poor
Prognosis in ESRD

Advanced age = 80
@O
2/4

O “Surprise Question”

Modified Charlson Comorbidity Index = 8 is
associated with a 50% 1- year mortality

O Karnofsky performance scale < 40

Poor nutritional status: low serum albumin < 2.5
g/dL is associated with a 50% 1-year mortality

AUEINISIUSNY Sara Davison and David Hui. Kidney Palliative Care.
Karunruk Oxford American Handbook of Hospice and Palliative Medicine and Supportive Care, 2016

Q 9 Pa_lﬁath_._fe



3. Chronic Anemia

° tﬂuﬂ’a ﬂﬁﬁtym chronic blood loss 97N persistent hematuria 323N anemia of chronic
disease

* 1%;@3 11518839 16 folic 5 mg 1 tab po od + ferrous fumarate 3 tab po tid pc lums
NWLEIY

° VL@LL%”%’]LW&IL@I&JE]GI%N?J’JUIiﬂvL@lLﬁaiﬁ‘“il Nﬂwmﬂmmaa@mawm@mmummu
LLavwmsmﬁLLa’n’mﬁ"meaa@uum‘L%mﬂwa@mﬂmmmaﬂ 4 fatigue from
anemia 9211 anticipatory symptoms amauwaagm eitluamag



* 1agiLilu hypertension sBP 150-160 mmHg @886 NUgUAALAS LA WLILWNE
udnaIndIw. seunudE s ddymianuaudde ldnyas

e 1191130100 Lagk WIS RITD LUV WILTI LRTeN
* liinodgaelnuiiu 130/80 mmHg Jaiudruvgan |y

. Q’ﬂ'aymwé’u@iam‘haalmauﬁmﬂm’az ongoing blood loss + sepsis 374A7¢



4. Anxiety mood mnn@u,a mhmmammmiumawaamkﬂ
amaaﬁnﬂm @]aG@LLaﬂ%ﬂdVLG@]?JVL‘]J SUWININE10819 Lsia L
AN IR I TS I ens a9 L S uinadsn e we L a

- ld¥ family meeting bedside AuLulutdTUN 15/8/2565
L3I 1306139 LU ATIN IATUNTILEDIWANI DR TINUN LN Y
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Psychosocial

0o b ‘ em - VL?J‘]JS"’&’]%‘Y]&ILEIEI&JU’]%L?E]GT]’]S@LLQ&’]EI foley N13¥i1 CBI 1

‘]_I’]‘Lla vL@LL%“’%’WLiE]Gﬂ’]TY]’]%EI’]@’]G ¢ NNINIANBA NI1IFANY
LEIEIEJ‘]J’]‘LI» immmaamm@@ama ‘)
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L33J3JQ’Wﬂﬂiﬂd’)aU’lﬂ’J%%a%vlﬂJﬂaEI%E\]U’&]GVL@LWN Lorazepam
(0.5) 1 tab po prn hs for insomnia Tédnnenuanaud




Psychosocial
oroblem

5. Financial problem A3aua322851]7 afiTywisasealdang
Alisunsnsparshsweuale @09791UIAUIINNIAN
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To Whom it may concern

_ellow of Karunruk Center, Srinagarind Hospital. I'm a member of the palliative patient care team of Mr.
N, /hor has responsibility in symptoms control

(such as pain or breathing difficulties), planning of living will and coordination with palliative care team in other region.

Mr. Christopher has been diagnosed with urinary bladder cancer with metastasis to lungs in March, 2022, and has undergone surgery
in March but deny receiving further chemotherapy due to financial problem. He has been admitted to Srinagarind Hospital since 15th
August, 2022 due to alteration of consciousness {reduced alertness and awareness to surroundings). Surgeon and Urologist were in
charge of him and suspect sepsis (severe infection) as the cause of his alteration of consciousness. He also has anemia, acute kidney
injury, myocardial injury (heart cell injury). He was resuscitated with fluid, blood and intubation. He also given antibiotics. Today, his
breathing was improved and his respiratory support, inotrope was removed successfully.

His conscious was diminished from chronic blood loss via urine due to his cancer. After the resuscitation, receiving blood and fluid, he
regains his conscious. In this case, his health going to be slowly decline from his underlying diseases in months from ongoing anemia.

Upcon admission, we asked him about his own preference of medical treatments.At the end of his life or in the future, he denied
receiving further resuscitation and life supports (such as performing CPR, intubation, inotropes, renal replacement therapy) except for
blood transfusion. And now he was discharged from the hospital.

Our team had been discussed with specialists. As his condition will be decline from ongaing blood loss from hematuria, he will have
months and months to live. The best present way to stop his hematuria is to do palliative radiotherapy for about 5-6 weeks at the
haospital which required some expenses {approx. 30000-50000 baht). But Mr.Christopher cannot afford this expense. So our team try fc
contact with his family member via his facebook messenger but no any response from them except his cousins whom cannot be
responsible of the expenses. We asked him so we know that Mr.Christopher was retired soldier and got some pension from his
organization but he still cannot afford this. It would be really helpful if the embassy could contact his family members directly to
address them about his condition or finding some foundation\organization which can help him with the expense for treating his
condition and impraved his quality of life in his end stage disease.

We are please to answer any question about Mr. Christopher medical condition you may have and looking forward for any supports
from embassy and any family members.

Best regards

iative Center, Srinagarind Hospital
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® 1. Cefixime (100) 2x2 opc x 28 days
® 2. Folic (5) 1x1 opc
® 3. Ferrous fumarate 1x3 opc

® 4. Morphine syrup (2mg/ml) 1 ml po prn for
pain/dyspnea q 2 hr

® 5. Lorazepam (0.5) 1 tab po prn hs for insomnia
® 6. Senokot 2 tabs po prn hs for constipation q 3 days
® 7. NSS 1000 ml §1%A3U¥I1 CBI 10 274




What will you
do with
persistent
hematuria ??




Hematuria in
advanced CHRONIC

»|  Radiotherapy
bladder cancer
i i Chemoperfusion
Table 1 Treatment of intractable hematuria > mop
{mitoxantrone)
. ] . . . Oral epsilon-
Orally administered: Epsilon-aminocaproic Imigation |« Additionally | aminocaproic
acid , | acid | Urinary diversion
. .. , , ersistent or ' ” -
Intravesical irrigation: Formalin ecurrent with cystectomy
Alum : TUR-B
. -Bnot
Prostaglandin Transurethral | ssible Cystectomy
. Nnot possinle
Hydrostatic pressure J g
. . . Persistent or
Urinary diversion recurrent
Hypofractionated radiotherapy U”"i;‘i’tﬁg’lftrs'o”
Interventional radiology: Embolization/arterial Renal cystectomy
. insufficiency
occlusion
. 5 Y v
Chemoperfusmn with Alum Prostaglandin Persistent or
mitoxantrone recurrent
Persistent or
recurrent
Embolization/ | ¥
arterial occlusion| ™ Formalin

International Journal of Urology (2013) 20, 651-660
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Palliative Radiation Therapy for Macroscopic
Hematuria Caused by Urothelial Cancer

Haigin Zhang, MD,' > Hidehiro Hojo, MD, PhD,*" Vijay Parshuram Raturi, MD,” Naoki Nakamura, MD, PhD,?
Masaki Nakamura, MD,? Masayuki Okumura, MD,? Yasuhiro Hirano, MD,? Atsushi Motegi, MD, PhD,
Shun-Ichiro Kageyama, MD, PhD,? Sadamoto Zenda, MD, PhD,? and Tetsuo Akimoto, MD, PhD?

Abstract

Background: To assess the efficacy and toxicity profiles of palliative radiation therapy (RT) for macroscopic he-
maturia (MH) caused by urothelial cancer.

Methods: A total of 25 urothelial cancer patients with MH who underwent palliative RT between 2008 and 2018
were analyzed in this retrospective study. The hematuria-free survival (HFS) time was defined as the period from
complete resolution of MH to the recurrence of MH, death, or the last follow-up examination. Adverse events
were classified according to the Common Terminology Criteria for Adverse Events version 4.0.

Results: By the end of the median follow-up duration of 90 days (11-886 days), complete resolution of MH had
been achieved in 22 patients (88%), and the median interval between the start of RT and resolution of MH was 9
days (2-179 days). Of the 22 patients in whom the symptom resolved, 9 (41%) developed recurrent MH, and the
median time to relapse of MH was 129 days (30-692 days). The median RT dose was 30 Gy (20-40 Gy). Nine (36%)

Palliat Med Rep. 2020; 1(1): 201-207.
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CBC: Hb 8.5 (1@¥ 7.x) , Hct 29.5, MCV 77.6, Plt 465,000, WBC 8180 (N82 L9.4)
Blood chemistry : BUN 39.2 ,Cr. 2.35 (1@% 4.xx) , eGFR 28.79

Na 137 K 4.4 HCO3 20.3 CI 101
®* A : # CA bladder with lung metastasis s/p TUR-BT, deny CMT, further surgery with

ongoing hematuria on CBI with chronic anemia s/p palliative RT for hematuria d.4

# CKD stage V >> improved

# Family distant, financial problem
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® Pain >> background pain NMNIBRUAQRIRYIIN progressive ca bladder 3N CT
riaumml,aaﬂ%'amq@ >> start MST (10) 1 tab po q 12 hr + MO-IR (5) 0.5 tab po prn
for pain/dyspnea q 2 hr

q 1 g s> U o) o) o
* 589 CKD stage V ¢ Cr ﬁmu,magﬂa VNIN TN IS TN

dl . Qs o . ~ dﬁzj
® 19893 anemia mamummgo folic LLaZ ferrous fumarate NaLRAAVL
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® 1. MST (10) 1 tab po q 12 hr

¢ 2. MO-IR (5) 0.5 tab po prn for pain/dyspnea q 2 hr
® 3. Lorazepam (0.5) 1 tab po prn hs for insomnia

® 4. Senokot 2 tabs po hs

® 5. Folic (5) 1x1 opc

® 6. Ferrous fumarate 1x3 opc
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Proton pump inhibitors (PPIs) and antacids
Antibiotics

NSAID

NYAEN
NYAEN

7399933915¢11 Clostridium Difficile
weawazasulteindu

Diarrhea in PC settings

- Not common
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Diarrhea

* Post pelvic, abdomen radiation diarrhea

* Treat suspected cause
= Oral hydration solution

* Non specific therapy with Loperamide
(4mg stat followed by 2mg after every
unformed stools)

= Steroids in radiation enteritis
= Octreotide for refractory diarrhea



None of the patients developed grade 4 or grade 5
toxicities. The toxicities in the 25 patients included 1
(4%) patient with grade 1 urinary pain, 1 (4%) patient
with grade 1 dermatitis, 3 (12%) patients with grade 1
diarrhea, and 4 (16%) patients with grade 1 increased
urinary frequency. One patient each (4%) developed
grade 2 urinary pain and grade 3 diarrhea.

8-12 % may have diarrhea post pelvic radiation for hematuria

Palliat Med Rep. 2020; 1(1): 201-207.

Concurrent
Patient | Grade 2 adverse events | Sex Age | Primary tumor | Dose fractionation | chemotherapy Treatment volume Others
1 Acute diarrhea Male 72 Bladder cancer | 50 Gy/25 fr Intra-arterial chemo- Whole bladder

therapy with 5-FU

Intra-arterial chemo-
2 Acute diarrhea Male 66 Bladder cancer | 48 Gy/24 fr therapy with cisplatin and | Small pelvis

pirarubicin

. . The di inated t

3 Acute diarrhea Female |39 Ovarian cancer | 30 Gy/10 fr No e dlssenunated twmor
/ site of bladder invasion

4 Acute proctitis Male 75 Prostate cancer | 20 Gy/5 fr No Plrostate and th_e tumor I-_Ilstor:,-' of pelvic irradia-
/ site of bladder invasion tion

Table 3. The details of the grade 2 adverse events. Abbreviations: fr fraction.

: 0
4 from 52 patients (7.6%) Sci Rep. 2021; 11: 9533.


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8100132/

Recommended Guidelines for the Treatment of Cancer

Treatment-Induced Diarrhea

Al B. Benson 111, Jaffer A. Ajani, Robert B. Catalano, Constance Engelking, Steven M. Kornblau,
James A. Martenson Jr, Richard McCallum, Edith P. Mitchell, Thomas M. O’Dorisio, Everett E. Vokes,

and Scott Wadler
J Clin Oncol . 2004 Jul 15;22(14):2918-26.
Table 1. Common Toxicity Criteria (version 2.0) for Diarrhea
Grade
0 1 2 3 4
Patients without colostomy None Increase of < 4 stools/day Increase of 4-6 stools/ Increase of = 7 stools/day  Physiologic consequences
over pretreatment day, or nocturnal stools or incontinence; or requiring intensive care;
need for parenteral or hemodynamic
support for dehydration collapse
Patients with a colostomy None Mild increase In loose Moderate increase In Severe Increase in loose Physiologic consequences
watery colostomy loose watery watery colostomy requiring intensive care;
output compared with colostomy output output compared with or hemodynamic
pretreatment compared with pretreatment, collapse
pretreatment, but not interfering with normal
interfering with normal activity
activity
NOTE. Adapted from National Cancer Institute.'®




EVALUATE
» Obtain history of onset and duration of diarrhea
» Describe number of stools and stool compaosition
(eg, watery, blood in stool, nocturnal)

» Assess patient for fever, dizziness, abdominal pain/cramping, _

or weakness (ie, rule out risk for sepsis, bowel obstruction, dehydration)
» Medications profile (ie, to identify diarrheogenic agents)
« Dietary profile (ie, to identify diarrhea-enhancing foods)

Y

UNCOMPLICATED »

F
CTC grade 1-2 diarrhea ABLEDEE PV TEHS

L

with no complicating
signs or symptoms

MANAGEMENT
» Stop all lactose-containing products, alcohol, and high-osmolar supplements
= Drink 8 - 10 large glasses of clear liquids a day (eg, Gatorade or broth)
+ Eat frequent small meals (eg, bananas, rice, applesauce, toast, plain pasta)
« Instruct patient to record the number of stools and report sympltoms of
life-threatening sequelae (eg, fever or dizziness upon standing) _
= For grade 2 diarrhea, hold cytotoxic chemotherapy until symptoms resolve and consider

dose reduction
TREATMENT

« Administer standard dose of loperamide: initial dose 4 mg followed by 2 mg every 4 hours or
after every unformed stool
« Consider clinical trial

h 4

COMPLICATED
CTC grade 3 or 4 diarrhea
or grade 1 or 2 with one or
more of the following signs
ar symptoms
* Cramping
= Nausea/vomiting (= grade 2)
= Decreased performance status
* Faver
» Sepsis
= Neutropenia
= Frank bleeding
» Dehydration




Y

Progression to severe diarrhea

Reassess 12 - 24 hours later »| Diarrhea unresolved f———3 | (NCI grades 3 - 4 with or without
fever, dehydration, neutropenia,
¢ and/or blood in stool)
Diarrhea resolving Persistent diarrhea (NCl grades 1 - 2)
» Continue instructions for dietary modification + Administer loperamide 2 mg every 2 hours
+ Gradually add solid foods te diet ) » Start oral antibiotics
+ Discontinue loperamide after 12-hour diarrhea-free interval | |+ Observe patient for response
RT-induced: Continue loperamide RT-induced: Oral antibiotics not
generally recommended

v

¢ Reassess 12 - 24 hours later

Diarrhea resolved _ o
+« Continue instructions for dietary modification
» Gradually add solid foods to diet

* Discontinue loperamide after 12-hour diarrhea-free interval Diarrhea unresolved |3

RT-induced: Continue loperamide

A4

Persistent diarrhea (NCI grades 1 - 2)
(no fever, dehydration, neutropenia,
and/or blood in stool)

4

EVALUATE IN OFFICE/QUTPATIENT CENTER
= Check stool workup o .
(blood, fecal leukocytes, Clostridium difficile, Salmonella, Escherichia coli,
Campylobacter, infectious colitis)
« Check CBC and electrolytes
* Perform abdominal exam _
* Replace fluids and electrolytes as appropriate
#» Discontinue loperamide and begin second-line agent
- Octreotide (100 to 150 pg SC TID with dose escalation up to 500 pg TID)
— Other second-line agent (eg, tincture of opium)

RT-induced: Continue loperamide or other oral agent, no workup required

Progression to severe diarrhea
(NCI grades 3 - 4 with or without
tever, dehydration, neutropenia,

and/or blood in stool)
l Y Y

ADMIT TO HOSPITAL*

* Administer octreotide

(100 to 150 pg SC TID or IV [25-50 pg/hr]
if dehydration is severe with dose
escalation up to 500 pg TID)

« Slart intravenous fluids and antibiotics

as needed (eq, flucroguinolone)

+ Stool work-up, CBC, and electrolyte profile
* Discontinue cytotoxic chemotherapy until
all symptoms resolve; restart
chemotherapy at reduced dose
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O:V/S BT 36.1 PR 107 RR18 BP 102/60 mmHg

 HEENT : mild pale conjunctivae, no icteric sclerae

* Heart: no murmur

* Lungs : clear and equal breath sound

* abdomen : soft, mild tender at suprapubic, no guarding
* extremities : no edema, no tremor

* NS :grossly intact

BUN 160 Cr 2.35>8.70 Na 137>128 K 6.1 C| 90 HCO3 12.2
Ca7.3P2.8>9.3 Mg 1.8

I(_:l?(é:l) Hb 7.3, Hct 23, MCV 67.6, Plt 208,000, WBC 5560 (N87

CXR : increase size of multiple pulmonary metastasis




Table 1 | Frequent causes of persistent and intractable hiccups

Central nervous system

Vascular Infectious Structural Other
Ischaemic/haemorrhagic cerebrovascular insult Meningitis Brain injury Neuromyelitis optica . . .
Encephalitis Intracranial tumour Parkinson's Syndrome H|CCU_D in PC Settlngs

Epilepsy, Multiple Sclerosis

Peripheral nervous system (phrenic, vagal and sympathetic nerves)

Gastrointestinal Thoracic Ear, nose and throat
Gastro-oesophageal reflux disease Cardiovascular Herpes zoster

Hiatus hernia Myocardial ischaemia Rhinitis

Oesophagus cancer Pericarditis Otitis

Stomach distension Thoracic aneurysm Pharyngitis

Peptic ulceration Pulmonary Foreign body in nose or ear
Pancreatitis Bronchitis

Abdominal abscess Pneumonia

Abdominal tumours Asthma

Bowel obstruction Bronchial carcinoma
Tuberculosis

protracted hiccups > 48 hr

Intractable hiccups > 1 month

Other causes

Toxic metabolic Pharmacologic Surgical Psychosomatic
Hyponatremia Steroids Pharyngeal intubation Anxiety
Hypokalemia Dopamine agonists Anaesthetic agents Excitement
Hypocalcemia Chemotherapy (platinum based agents) Thoracic and upper abdominal surgical Stress
Hypocapnia Benzodiazepines Endoscopy Fear

Renal impairment Opioids Placement of central venous catheter

Diabetes mellitus Barbiturate

Alcohol Antibiotics (e.g. macrolides)




Table 4 | Recommendations for treatment of persistent and intractable hiccups. Levels of evidence are based on
those proposed by the Oxford Centre for Evidence Based Medicine (cebm.net). Pharmacological agents in italic script

are noted as alternatives to more established medications

Pharmacological therapy Level of evidence

Recommended (typical dose/day)

Baclofen (3 x 5-20 mg/day) 2b

Gabapentin (3 x 300-600 mg/day) 4

Pregabalin (2 x 75-150 mg/day) 5
Second line

Metoclopramide (3 x 10 mg) 2b

Domperidone (3 x 10 mg) 5
Third line

Chlorpromazine up to 4 x 25-50 mg/day 4

Other choices
Carbamazepine, 3-4 x 100-300 mg/day 4
Valproate dose titration to 20 mg/kg/day 4
Phenytoin 3 x 100 mg/day 5
Nifedipine 60-180 mg/day 4
Amitriptylline initial 1 x 25-100 mg/night 5

Concerns

Common or important side effects and safety concerns
Sedation, renal impairment (in elderly patients

with pre-existing disease)
Sedation, visual disturbance, clumsiness/unsteadiness
Sedation (less often than gabapentin), breathing difficulties

Neurological and other side effects*
less often than chlorpromazine

Neurological side effects* less often than metoclopramide
Hyperprolactinemia, long QT syndrome/cardiac arrhythmia

Sedation, postural hypotension (common with iv dosing),
neurological and other side effects*

Blurred vision, neurological and mood disturbance
Weight gain, liver failure, neurological and mood disturbance
Weight gain, coarse facies, neurological and mood disturbance
Hypotension, headache, peripheral oedema, respiratory effects
Sedation, dry mouth, constipation, cardiac arrhythmia

in overdose consider if visceral hypersensitivity appears

to be causative factor

Nonpharmacological therapy Level of evidence

Hypnosis 5

Acupuncture (auricular, classic) 4

Nerve block (C3-C5, phrenic, vagal nerve) 5

Implantation of vagal nerve stimulator 5
or similar neuromodulation device

Safety concerns

None

Transmission of infection by use of unsterilised needles

Nerve damage, pneumothorax, diaphragmatic paresis

Risks of surgery, nerve damage, unwanted side effects of
vagal stimulation/dysfunction

* Neurological side effects (acute dystonia, akathisia, tardive dyskinesia), impaired glucose tolerance, weight gain, increased

mortality due to thrombotic and cardiovascular events.

&51 dose gN& A

- Clonazepam 0.25-1 mg po bid

- Haloperidol 0.5-5 mg po OD

- Metoclopramide 10 mg po tid

- Chlorpromazine 10-20 mg po hs
- Baclofen 5 mg po tid
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CA bladder with lung metastasis with ongoing hematuria >>
hold RT + BSC

Acute on top CKD stage V with multiple electrolyte imbalance
>> admit for iv

Chronic Anemia suspected from hematuria + RT side effect >>
olood transfusion

Persistent hiccup >> hyponatremia, hypocalcemia, uremia
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Progression
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O: at home visit BT 36.5 C BP 108/82 RR 12/min PR 80 bpm o2sat RA 97%

® General appearance: a cachexic caucasian male on foley cath, mild drowsy, good consciousness, clear

yellow urine
HEENT: pale conjunctivae, anicteric sclerae, on foley catheter
CVS: normal s1s2, no murmur

Lung: clear, no adventitious sound

Abdomen: Soft, not tender, no palpable mass, mild tender at suprapubic on palpation, no full bladder

Extremities: no edema, no rash, no petechiae

Neuro: mild drowsy, oriented to time, place, person




N1IAANNAIIN 5 LN ?J\‘iliﬂ’) IWRIDANAIINTN.

¢ N‘]J’JEILLEN E]J’]@]L%%@]')Elﬂﬂ‘l’]’]\‘]‘ﬂ&l ﬁ]x‘]LﬁﬁJi‘lﬁ 0.9% NSS 500 ml/day sc drip in 8 hr ‘Y]‘Vi%’]?l’](ﬂ'?%"]ﬂil
aaumml%mmaa @]@W]’]&lﬂ?ﬂ’ﬁﬂ'ﬁ&lﬂﬂ’]fﬂ‘ﬂlﬁ%’]Lﬂﬂﬂ%%’]"ll’? mmwmnmmmmmaaﬂ%
LedbRE




>
/N

specialist Palliative Care
Andir and Guldelines Group

SPAGG

Coversheet for Specialist Palliative Audit and Guideline Group Agreed Documentation

This sheet is to accompany all documentation agreed by SPAGG. This will assist maintenance of the
guidelines as well as demonstrating the governance process undertaken prior to members seeking
local approval in their areas of work.

Document Title

Guideline for the use of subcutaneous hydration
in palliative care

Document Date

September 2017

Document Purpose and
Intended Audience

To provide guidance to generalist/specialist healthcare professionals in the
use of subcutaneous hydration in palliative care




Guideline Statements

3

3.1

Patient Selection

Indications for use

d.

Dehydration contributing to poor renal clearance of opioids which are causing
symptoms of toxicity.
. Dehydration due to drowsiness due to reversible causes (e.g. infection).

. Inability to swallow e.g. advanced head and neck tumour, unsuitable for

gastrostomy or other artificial feeding tube.

. Symptoms due to dehydration that are not responding to other treatment (e.g.

intractable nausea or vomiting, severe dry mouth or thirst).

. To meet fluid requirements in the short term when oral intake is inadequate and

maintaining an intravenous line is difficult or inappropriate.
Strong patient (or carer where the patient lacks capacity) informed preference for

artificial hydration where there are no contraindications.




Cautions/ contraindications

Risk factors for fluid overload and existing ascites, heart failure or peripheral
oedema due to hypoalbuminaemia.

Severe renal or hepatic failure.

Severe dehydration, shock or any condition requiring the rapid administration of
fluids, in large volumes or when careful titration and monitoring of fluids is required

(these patients should be given intravenous fluids).

. Major bleeding or coagulation disorders.

. If the patient is imminently dying hydration will not improve survival or symptom
management and may increase the risk of distressing respiratory secretions.

. For medication induced dry mouth.

. Patient refusal including applicable advanced decision to refuse treatment or lack of
consent from an attorney named as lasting power of attorney for health and welfare.




The fluid of choice is sodium chloride 0.9% or dextrose saline (glucose 4% and sodium
chloride 0.18%), which can be given as an infusion or in boluses up to a maximum of 2

litres per 24 hour period (see below). Other fluids or medications should not be
administered via this route.

Infusion Regimen

Maximum continuous infusion rate: up to 100ml/hour

Maximum infusion volume: usually two litres over 24 hours with a

maximum of 1.5-2 litres at any one site1.6

Maximum bolus dose: 500mI! over one hour

The infusion may be given:
e Continuously
 Overnight
* In boluses of 500ml per hour, two to three times each day with or without
hyaluronidase




The abdomen, chest and lateral aspects of the upper arm or thigh are recommended
sites. The following should be avoided:

a. Lymphoedematous / oedematous tissue as absorption will be restricted and
problems with skin integrity could increase risk of infection

b. Bony prominences

c. Areas of skin with a rash, broken skin, areas of inflammation or infection

d. Sites of tumour

e. Peripheral limbs (distal to knees or elbows)

f. Recently irradiated skin sites

ANTERIOR POSTERIOR




Managing complications

Increasing oedema may prompt review of risk benefit analysis or slowing of the rate of
fluid infusion.

Where sodium chloride 0.9% is not being adequately absorbed hyaluronidase 1500

units may be given to improve absorption. It may be of benefit to patients in whom sites
become quickly oedematous. It should not be used routinely as it can cause local
irritation or systemic |a||ergic reactions. To use hyaluronidase, dissolve 1500 units in 1ml

water for injection or sodium chloride 0.9% and inject subcutaneously directly into the
site to be used, then commence the infusion. Administer daily before infusion starts.

If a site becomes inflamed or infected, change infusion site, device or dressing and
treat the inflammation/infection as appropriate to the patient’s condition.

Accidental bolus of infusions rarely occur and does not require further management,
however a delay in the commencement of the next bag of sodium chloride 0.9% (so as
not to go over the 2 litres in 24 hours) may be required.
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FACULTY OF MEDICINE
KHON KAEN UNIVERSITY

November 4 8, 2022
Ambassador, British Embassy

AlA Sathorn Tower, Floor 124
1111 South Sathorn Road,
Sathorn, Bangkok 10120, Thailand
Fax: +66 (0) 2 2565 9278

E-mail: i

Subject:

Your Excellency

| am writing to inform to you about the death of British citiz

rinagarind
2022, and
diagnosed with urinary bladder cancer with multiple lung metastasis and was given palliative care and end-of-life
care at his home. He passed away at his home on November 27, 2022, The suspected cause of death was
renal failure with multiple blood electrolytes imbalance.
Could you advise us of plans for the late Mr. WAY, and person formally authorized by the British

Embassy to co

person in Khon
passport numb
We also wish to share our condolences at his passing. Should you require any further information,

please do not hesitate to contact us, International Relations Office, MD, KKU, Email: duacha@kku.acth,
Telephone: +66-(0)43-363387.

Your cooperation on this matter will be very much appreciated.

Sincerely,

Acting for the Director of Srinagarind Hospital

Srinagarind Hospital, Khon Kaen University
Health Certificate
Out Patient Department

Date 28 Movember 2022

Position  General Praclitioner

| have examined health of

1960 at  Srinagarind Hospital

| have examined him and found that he

was diagnosad with bladder cancer with multiple lung metastasis. He was given palliative care and

end-of-life care at his home and was found death at his home on 27 November 2022, The suspected

“cause of death was renal failure with multiple blood electrolytes imbalance.

{Signature of pr{w' P
L
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Thank you very much
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