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Intestinal obsrruction i= o problem
sometimes encountered in patients
suffering from a malignant condi-
nion. The commonest prumnary can-
ceTs causing mitestmal obstruction
are of the ovary or large bowel,'
Traditional management includes
palliagive surgery, which carmes a
high morbidity and mortality, or
peolonged conservative treanmen
using intravenous fuids ood o
nasogasric be.

Not all patients can be offered
surgery, and in cases where surgery

i not appropriate, efective pallia-
mve care measures can be imple-
mented to control sympioms and
relieve distress.

Pathophysiology
Pathophyziolegies often co-exist
and moy mvolve several siies
{Table I3

The pathophysiology may be help-
ful in areving at o working diagno-
gis, which in turn will direct the
treanment plan,

Making a diagnosis

Climical features

The signs and symptoms will
depend on the level of obsoruction,
und mey be mtermittent. The cnset
may be aoube, but is usually inside-
s, developing over davs or weeks.
The key features, namely vomiting,
colic pain and distension, can be
used o differentate the difterent

levels of obstruction ( Table 110,

Invesiigations

Supine and erect abdominal radio-
graphs are required o differentate
berween severe consopation and
mtestinal obstruction, and also to
indicare the site and namre of the

bie I. Pathophysiology of intestinal obstruction

obstructon.” Barum enema, sie-
moidoscopy or colonoscopy may
provide sdditional information
Oirher iowvestigations of value are
electrolvies and serum calcium,
since both play a role n funcoonal
oostracien

Immediate measures

Assess the patieni:

* Reach a working diagnosis as o
the cause and level of the
ODSIrUCHON.

« Radiogruphs often confirm chini-
cal suspicion.

Start symptomatic treatment:

* A pasogasiric ube and sucnoon
should provide rmmediate rebiel,
but not all papents will toleriie a
tube, Some cases of inresnnal
obstructon will resolve and the
parient may pasy sieol sponts-
nEnusly

*« Keep nil per mowth to give the
obstruction o chance (o resolve,
Intravenous flnds may be given
ton prevent dehvdration; sdminis-
ter analgesics and anti-emencs as
required.

= BMausen and vomitng may be
controlled with evelizine (acrs on
the vomitmg cenire m the bram},

intraluminal Extraluminal Functional
Cauvsed by the cancer  Annular occlusion Compression of lumen by  Interferences with
Synchronous tumour at  tumour mass or nodes peristalsis by infiltration
a different site of intestinal muscle,
mesentery or coellac plexus
Cause related to the Inflammatory oedema Inflammatary oedema Faraneoplastic syndrome
CAancer caused by lung cancer
{pseudo-obstruction that
usually resolves
spontansoishy)
Cause unrelated to Constipating drugs Adhesions from previous  Autonomic dysfunction

the cancer

Surgery
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Signs and symptoms of intestinal obstruction
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Site Pain Yomiting Distension Bowel sounds

Dwodenum Local, upper Large amounis of Hone Succussion splash
gastrointestinal tract undigested food

Small bowel Upper — central Early, large Moderate Hyperactive and
abdominal colic amount, may e borborygmi

faecal

Large bowel Ceniral — lower Late Severe Borborygmi
abdominal colic

AtligAnd from Dovie # o)

or haloperidol — rectally or by
subcutaneous mfusion,
Dexamethasone may be used a5
an adjuvant anti-emetic, and also
to reduwce inflasnmation in the
abdomen

= Colic pain may be contralled
with a combination of morphine
and hyoscine burylhromide. The
latrer sots a% an anbspasmodic,
and reduces secretions, This may
be administersd vin tdtroted
miravenous mmfusion if the
panent already has venous
access, otherwise via subcuta-
neous infusion. A prokimenc such
as metoclopramide would not he
mndicated, and may worsen the
colic,

» Dharrhoea sometimes occurs
with subacute obstruction or
constpanon and overflow
Sumulant laxamves should be
avoided, although stool softeners
may be used if the obstruction
does not seem complere,

* Drrug caoses should be eliminat-
ed by reviewing current medica
non and discontinuing bulk-
forming or somulant laxatives,

Treatment options

In all cases symproms have 1o be
controlled and psychosocial and
sparitual 1=sues addressed,
Additional aprions will depend on
each individual patient, and are as
folliws;

fable Ill. Factors influencing the appropriateness of

surgery”

Fatient’s wishes

Performance status

Presence of distant secondaries
Easily reversible cause likely or not

Life expectancy

Length of symptom-free time
Large bowel v, small bowel

Presence of intra-abdominal masses or ascites
Previous radiation to abdomen or pelvis

Mumber of surgical events in the previous year

Conservative freatrteni

* If surgery 15 not an option, it
should be explained 1o the
patient and family and a joint
decision reached on where the
patient should be nursed.

* Dnee 1t becomes apporent that
the obstruction is complete and
persistent, the patient can be
kept comfortable by subeuta-
neously infusing a cocktail (mos-
phine, hyoscine burvibromade
angd haloperidol} via a syringe
driver.

= Ocrreotide 15 an expensive, svn-
thetic analogue of somutostatin
that reduces intestinal secretions,
providing reliel from nausea and
vorminng.' Ocrreotide is usually
administered subcutaneowsly,
either in the cockeail, or by injec-
oon cwice daily,

Surgery
It surgery 15 an option, admt and
prepare the patient and family for

CME May 2003 val 21

referral and possible surgery. To
decide of surgery 15 appropriate cer-
tain factors have o be considered

¢ Thhle T3,

izease-modifving treatment
Further chemotherapy, radiothers-
py or hormone reatment may be
indicated, depending on the find-
ingrs ot surgery, and should be dis-
cuszed with the patient, family and
omcologist,

General measures

Explanation

* Expluining the diagnosis and
plan wall alleviare some of the
anxiety experienced by the
patient and famaly,

» If surgery is offered it is impor-
tant to discuss the diagnosis, the
possible findings at laparotomy,
and the implicarions po patien
and relatives. Patients and their
fumilies struggle to grasp the
concept of palliative surgery and
tend 1o think that surgery 1s &
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cure, The high morbidity and
mortality associated with this
ype of surgery should be dis-
cussed.

* Even in cases where no surgery
is affered the obsrruction mey
resolve, However, the patient
and family should be prepared
for the fact that the obstrisction
iwariahly recurs, and symprom
control may become difficule
towards the end of life.

Non=pharmacological measures

+ Murrition becomes important if
the obstructon is resolved, and
nauses and vomiting are reason-
ably controlled. The patiznt
shiould be able o consume small
amounts of fuids and small low-
volume meals, The family should
be encouraged not o make an
issue of food, and o experiment
with different rexiures and tastes,

+ Realistic aims should be set in

terms of recovery and retorming
homme. Resuming masks and roles
ab home, recurrent symproms
and further treatment options ane
issues that should be explored.

Family conference
= It would be appropriste to con-

vene a familv conference 1o
address emotonal, spiritual and
socinl fEsues,

The purpose would be to anseer
questions, offer supporr, and cre-
ate o space for the fumily o vent
their feelings, reassure them of
the normality of their response 1w
the crisis, and identify specific
s5UES,

Preparation for the future s

impartant since the obstrucion
could recur.

Counselling should be offered o
the patent and family,
Spirttuality has o different defini-

tion for cach person, and the
patient should be given the
opporiuniry o explore spiritual
isstes, whintever form they taks
in his‘her life.

¢ The wmsk of the health care team
is to srrive for @ halance berween
encouraging hopefulness, being
honest, and assistng with the
tasks of grieving. Antcipatory
grief is an exrremely powerful
process that prepares and
empowers both patient and rela-
tives, and should be encouraged
by open communication regard-
ing the implications of the dis-
CASE PrOression.

Summary of management
Inrestinal obstructon can wswally
be anticipated and reamment nego-
tiated with the patient and relatives
and planned in advance.” The key
deciding factor is whether surgery
will benefit the padent or not, If
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surgery is planned then, in addi
00N to sSYmpiomatic restment,
nasogastric intubation, inravenous
rehydration and appropriste inves-
bgatons are performed. If no
surgery 15 planned, the patent’s
wishes determine whether heishe is
admitted to hospital for conservi-
tve management and symprom
control, or managed ar home,
Excellent symptom control can be
provided with appropriate medica-
ton via 8 syringe driver, and only
i @ smill number of patents with
refracrory symptoms will additional
measures such as a venting gastros-
LOMY OF PErMAanent Nasogasteic
intubation be required.”
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Dwspnoea is dederibed as an
unpleasant awarencss of difficulty
in breathing, It is 8 complex symp-
toim to assess because it is subjec-
tive and mulndimensional. Severs
dyvspnoes can be a frightening
experience for the patient and dis-
tressing for the caregiver and fami-
Iy to observe. Effective pallintive
care interventons can relieve the
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distress of dyspnoen and improve
the comfort of the parienr,

Dwspnoea must not be confused
with tachypnoea, hvperpnoes or
hyperventlation,

Prevalence

The prevalence of dvspnoen is
greater in Jung concer paticnts,
T0% of whom complain of this
symptom. Twenty-nine o seventy-
four per cent of all cancer patients
suffer from dyspaoen in the last six
weeks of life.

Causes

The causes of dyspooes are listed
in Table 1.

Management

Dwspiioea 18 managed best by a
mulitdisciplinary team, and ilso
invalves o pharmacological and
non-pharmacological approach.
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Causes of d}f:pllﬂl’:ﬂ

Causad by cancer

Meural effusionis)

Obstructions of main bronchus
Replacement of lung by cancer
Lymphangitis carcinomatosa
Medlastinal obstruction
Pericardial effusion

Massive ascites

Abdominal distension

Caused by treatment

Radiation-induced fibrosis

Chemotherapy, e.g. bleomycin, doxorubicin

Related w cancer and/or debility

Anaemia
Atelectasis

Pulmonary embolism

Preumaonia
Empyema

Cachexia-anorexla syndrome

Weakness

Concurrent Causes

Chronic obstructive pulmonary disease (COPD)

Asthma
Heart failure
Acidosis

Firstly, a thorough history hos o
be taken, e.g. when or how it start-
ed, rapidity of onser, and of it =
present at rest, on climbing stairs
or during social interacrion, Also
one should azsess how dvspnoca
affects the patient, sech as iminng
his outings and climbing of stairs,
and the effect on his speech or
appetite. The patent’s fears and
amxieties have to be discussed —
he has to he reassured regarding
unrealistic fears, and management
of realistic fiears has o be planned,
This would be sn opportune tme
1o talk o a family member regard-
ing the family's feelings about the
patent’s dyspnoea. Are they also
afraid and do they panic? Do they
understand his illness? Do they
know the simple methods of reas-
suring and relaxing the patienc?
Can they cope with the breathless-
nEss?

O examining the patient, one
should look for cachexia, signs of
superior vens cava syndrome,
enlarged glands, hepatomegaly,
ascibes or fractured ribs:

Investganons may include ches
radiographs or an BCG, blood tests
for haemoglobin, pomssium or glu-
cose, and g sputum test for tuber-
culosis,

¥aol.21 Mo 5

General principles

General principles for treating dys-

pooes gre the same os for any

other aspect of intervention in pal-
liative care:

* o determine and treat the undes-
Iing cause of dyspnoea wherever
possible and reasonable for the
patient {e.g. to drain @ new
pleural effusion)

= o peliove dysprioea witlyour
adding new problems (e.g. side-
cifects, social or financial bue-
dden)

= to consider whether a speoific
treatment will be worthwhile for
the pattent and his family (beor-
ing in mind the prognosis,
adverse effects, social and finan-
cial cost, need for ravel from
hame)

+ to discuss all reasonable mear-
ment options (including non-
mnterventon) with the patent
and fumily, allowing them 1o
make the final decision (if possi-
ble).

Treatment

The subjective element of dysp-
noes can be essed by explanstion,
with reassurance that the patent
will not suffocare. It can also be
eiused by increased air movement
across the face and chest (open

windows, fan} or by relaxarion
techniques, Some patients may be
more comforiable in a soft cheir
and prefer sleeping in this posimon.
An occupational therapist could
ndvise on increasing the patent’™s
mobility with appropoiate adjust
ments, e.g. to the toilet sear, or
handles on stairs.

Reversible caoses such as conges-
rve curdiac Matlure or infecton
should be treated, Strdor can be
caused by malignant obsmrocton of
the atrway, vocal cord paralbysts due
to mediasrinal tuwmour, or laryngeal
pedema due to superior vena civa
obstroction, This requires adminis-
tering corticosteroids 1o reduce
periamour oedema, nitally 146 -
24 mg introvenously, then 16 - 8
mg by mouth daily

Anxiery can be a major contribur-
ing factor in o dyspnoeic patent

important, but panic may be so
severe thar anxiolyric deugs may be
required, e.g. lomzepam 0.5 - | mg
by mouth/sublingually or midazo-
lam 2 - 10 mg by mouwth/per rec-
tum/intravenously. Repeated
episodes of panic may respond 1o
relaxarion or cognirve therapy



Dvspnoea caused by multple lung
metistases or lymphangins carci-
nomatoss may respond 1o high
doses of dexamethasone (16 mg
daily, reducing 1o the lowest dose
that will control symproms].
Pallwtive radiotherapy & worth
considering in mediastinal ym-
phadenopathy. Palliarive
chemotherapy may also be helpful,
especially in small cell carcinoma
of the lung, where there can be a
1% response rate. Hormone ther-
apy may also be helpful in breast
COTTInoITL,

Dhepnoes con cause secondary
problems such as anxieny, dryness
of the mouth and loss of appetite.
The family members should be
advised on how to handle hreath-
lessness at hoome, and thar they
should phone for advice and not
paTIC.

Uxygen 15 a nonspectfic reatment
for breathlessness, except in hyvpox-
1 or pulmonary hypertension.
Usually explanation, nonspecific
drugs, e.g- anxwlyncs, or the use of

a fan will be sufficient

With persistent dyvspnoea where
treatments may be unsuccessful,
morphine can be given. Morphine
can reduce the sensation of dysp
noca, Doses of 5 - 15 mg 4-hourly
can be used orally or 15 - 30 mg
by subcuraneous infusion. In some
patients no eatment will be suffi-
cienily effective — they remuoin
severely dyspnoeic ar rest, causing
fear and restlessness. It may then
be appropriate 1o consider sedanon
s that the patient 15 less aware of
his surroundings. This should be
done with the permission of the
patent and the family. Midarolam
1% the sedatve of chivee and can be
given intramuescularly or subcuta-
neously.

FURTHER KESLMM

TERMIMAL DEHVDRATION

ARE WE OVERTREATING
H ik HORSLEY
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Hydrapnon of patents in the fast
stages of their iliness s a difficulr
and emonve decision where good
palliative care, including omal care,
may be the most effecuve interven-
von. In this arncle artficial hydra-
tion in end-of-life care is divcussed,

Termnally ill patens, during their
last few days of life, are often too
frail 1o take oral Muids and nurri-
ton. This may be caused entirely
by the natural progression of the
disease, although there may be
many confounding or contributing
varables, ez,
= sedanve drugs, deemed necessary
for symprom concrol, resulting in
o decreased level of conscious-
ness and consequently a dimin-
tshed fuid inmke
* anusecretory, anbchohnergic and
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apaosd drugs, resulbing m a dry
mouth, often incorrectly atrib-
ured solely o debvdration

= oral mmfectons

« mouth breathing or non-humidi-
fied oxygen, resulting in a dry
mmiuth.

Al times a patient’s disinchinanon
to ke uids or nutrton may be a
way of lething go or a desire to
regain control of his'her own dies-
Ly

The controversy surrounding rer-
minal dehydration has arsen
because some feel that dehydration
in the terminally ill results iIn unac-
ceprable sympromartclogy. The
term is emotionally charged and
may precipiiate the pracitice of
hydranng all dying patients by
invasive techniques, without any
scientific evidence o support this
npproach,

The proponents of artificial rehy-
dration believe thot dehvdration
results in a wide range of unpleas-
ant symptoms, including:

= dry mouth

* thirst

« apathy

« delirium

* dysuria

« headache

* MAUSSN,

Conversely, others have argued

thar dehydration can be beneficial

to the patient, &g it lepds 1o

+ a decrease in secretions and
therefore lesa sucnoning

+ g decrease in oedema around
LTS

» renal fallure with increasing uren,
which is sedarive and analgesic

= a decreased urine ourpur, resulr-

ing in less iIncontinence

Some have argued thar rehydration
may prolong the dying process, or
that a drp s invasive and arifical,
of may send flse messages o the
family that curntive treatment is
still in progress.
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Much of the debate regarding these
apposing views stems from the fac
that there 15 no conclusive evidence
in the literarure thar debydeation in
the terminully i1l patient 15 associat-
ed with mrolerable symproms, or
symprtoms that are oot amenable o
normal pallianve care protocols.
There are several reasons for this
UnCErtAiny:
= As much of the onginal work was
done on healthy volunteers, these
findings cannot be extrapolated
to the rerminally all whao, for vari-
fus reasons, have metabolic and
paransoplasic endocrine dys-
functir.
= Bymproms expericnced are not
always linked o debydramon ban
rather to the dying process.

VYol 21 Mo %

= Very few, if any, of these symp-
toms have been categorically
proven w be associated with
pathophysiological changes of
dehydration.

Dunphy e al! refer to the bin-
chemical effects of rerminal dehy-
dration and ask the guestion, *If all
the sympioms mentoned ane
indicative of dehydration, how
come most dying paticnts, who aré
obviously dehydrated, do not show
these symproms?”.

They also noted, surprisingly, that
50% of patents dying within 48
howrs, had normal blood biochem-
1stry, and that the remainder had
only moderately abnormal bio-
chemistry {urea, electrolyies, creats-
nine, serum osmolality), These
findings suggest o greater degree of
hinchemical noemalite than might
have been predicied.

Ellershaw of af.* found no associa-
tiom between biochemical markers
of dehydration and complainms of
thirst or dry mouth, Other workers
have come to similar conclusions,
which prompted Billings' to postu-
lare that a third form of salt and
water deficiency may occur. This
so-cilled terminal dehydration may
possibly be a pathophyvsiological
response o the process of dying
and may be less problematic in
rerms of sympromatclogy than
other forms of dehydration.

In light of the uncertainmy and
OREMNE controversy we must be
clear i what we are irving to
achieve for the patient (benefir «
burden], Le. will the instiganon of
artificial hydration restore some
form of meaningful, independent
life or will the interventdon only
peolopg a non-mesningiul biologi-
cal existence and possibly prolong
the dying process?

There = no clinicsl, moml or eth-
cal obligation for the physician and

fomily members 1o adhere 1o gn
escalating regimen of invasive tech-
niguees with diminishing returns.
Consequently, many palliative care
physicians find thar it is seldom
necessary o provide fuid aroficial-
Iy while maintaiming holistic, pallis-
owve care. Docasionally, circuin-
stances may dictate otherwise,

The purpose of rregrment in the
terminally ill = to provide maxi-
mum comfort, and T s possible
that dehydration may be ‘normal’
at the end of life — evidence sup-
portig this concept 15 accumulit=
ing slowly.

Decuions regarding hvdration in
the terminalky ill can only be
areived at by pracrical judgement at
the bedside of o unique patient
with a unigue set of circumstances,
It seems repsonable to suggest that
rehydranng panenes falling o mke
fluids in the terminal phase of their
liness, in the absence of any other
idenrifiable and porenally remedi-
ol couse of dehydrabion, is unhkely
to confer benefit. However, until
more definitive research i3 a1 hand,
we must be prepared o admic our
uncertumnty

Dhiscussion with the parient and
farmily promotes the understanding
that the decision not o insttume
artificial hydration does nol signify
the withdrawal of medical care.
Rather, the emphasis is more
directzd at pallisove and holistic
care, more effecrively addressing
the symptoms and concerns that
inevitably accompany this sad time
ot the end of a loved one’s life.
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