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Malignant bowel obstruction:
Individualized treatment

near the end of life

B ABSTRACT

Malignant bowel obstruction requires a highly individual-
ized approach, tailored to the patient’s medical condi-
tion, prognosis, and goals of care. Surgery should not be
routinely done. Less-invasive approaches such as gastric
and colonic stenting are useful.

M KEY POINTS

Combinations of analgesics, antisecretory drugs, and
antiemetics can provide acceptable symptom relief.

A venting gastrostomy should be considered if drug
therapy fails to reduce nausea and vomiting to an accept-
able level.

A nasogastric tube should be used only as a temporizing

measure, until symptoms are controlled medically or a
venting gastrostomy is placed.

Total parenteral nutrition is beneficial only in patients
with intermediate life expectancy who may otherwise
die of starvation rather than the cancer itself.

doi:10.3949/ccjm.78a.10052

ALIGNANT BOWEL OBSTRUCTION OCCUTS
M in 5% to 51% of women with ovarian
cancer and in 10% to 28% of patients with
gastrointestinal cancer, predominantly in the
advanced stages.! Median survival after its on-
set ranges from 30 to 90 days.””

[ts symptoms are challenging to manage,
since nausea, vomiting, colic, and abdominal
pain, which are common, cause significant
physical distress and demoralization. The deci-
sion whether to correct it with surgery requires
an individualized approach and a clear under-
standing of the goals of care and expected sur-
vival in the individual patient.

This review focuses on the management of
inoperable malignant bowel obstruction and
includes discussion of hydration, nutrition,
and endoscopic palliative options.

B WHAT ARE THE DIFFERENT
TYPES OF OBSTRUCTION?

Bowel obstruction may be mechanical or func-

tional, partial or complete, and may occur at

one or at many sites. Tumors can impair bowel

function in several ways®®:

e Intraluminal tumors can occlude the lu-
men or act as a point of intussusception.

¢ Intramural tumors can extend to the mucosa
and obstruct the lumen or impair peristalsis.

e Mesenteric and omental masses or malig-
nant adhesions can kink or angulate the
bowel, creating an extramural obstruction.

e Tumors that infiltrate into the mesentery,
bowel muscle, or the enteric or celiac plex-
us can cause dysmotility.
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Cholangiocarcinoma, pancreatic carcino-
ma, and gallbladder carcinoma are the most
common tumors causing duodenal obstruc-
tion.” Distal obstruction is caused mainly by
colon and ovarian cancer.

Obstruction can be due to treatment
In a minority of patients, obstruction is unre-
lated to the cancer and is instead due to ad-
hesions arising from surgery, radiation therapy
(causing enteritis and strictures), desmoplas-
tic reactions to intraperitoneal chemotherapy,
torsion, or internal hernias.!®!2

In rare cases, a patient has intestinal pseu-
do-obstruction from paraneoplastic destruc-
tion of enteric neurons, or severe ileus from
anticholinergic or sympathomimetic drugs, as
seen with acute colonic pseudo-obstruction
(Ogilvie syndrome)."

Physiologic reactions to obstruction

Malignant bowel obstruction stimulates gas-
tric, biliary, pancreatic, and intestinal secre-
tions, decreases intraluminal sodium and
water reabsorption, and increases mucosal so-
dium and water secretion.®!* In response to the
obstruction, peristalsis increases, and prosta-
glandin, vasoactive intestinal peptide, and
nociceptive mediators are released. Vasoac-
tive intestinal polypeptide perpetuates a cycle
of secretion, distention, and contraction that
leads to intestinal hyperemia, bowel edema,
and accumulation of fluid in the lumen.31011.15

Signs and symptoms depend on the site
The site of obstruction determines the signs
and symptoms patients experience.”* Ob-
structions high in the gastrointestinal tract
are associated with greater symptoms but few-
er signs than colonic obstructions.! Patients
with proximal small-bowel obstruction have
more severe nausea and a greater number of
episodes of emesis, but they have relatively
normal plain radiographs of the abdomen,
which do not have the characteristic air-fluid
levels commonly seen with distal small-bowel
obstruction.

Most malignant obstructions remain par-
tial, but increasing abdominal distention,
worsening nausea, vomiting, abdominal pain,
and obstipation over 1 to 2 weeks! suggest pro-
gression to complete obstruction.
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B IMAGING TESTS
FOR MALIGNANT BOWEL OBSTRUCTION

What is the value of plain radiography?
Plain radiography of the abdomen (kid-
ney, ureter, bladder views) has only modest
specificity and sensitivity in detecting bowel
obstruction (FGURe 1). In a patient who has
symptoms of obstruction, overreliance on
plain radiography can lead to false reassuranc-
es that there is no obstruction. The absence
of air-fluid levels, dilated loops of bowel, or
thickened bowel loops does not exclude ma-
lignant bowel obstruction. The overall accu-
racy of kidney, ureter, bladder radiography is
reported to be as low as 50%, with more than
75% of plain films classified as nondiagnostic
or not helpful.!¢17

Despite these limitations, plain radiogra-
phy is useful in assessing constipation and its
severity as a potential cause of symptoms, and
thus it remains an important initial imaging
study in almost all patients with suspected ma-
lignant bowel obstruction.'”!® It is also used to
assess response to treatment.

When do you need
contrast radiographs?
Contrast radiography (barium swallow or bar-
ium or Gastrograffin enema) is helpful in
patients with symptoms of dysmotility from
suspected bowel obstruction. It defines the
site or sites of obstruction and the extent of
the obstruction with a fair degree of accu-
racy.”!? Single-contrast studies, if positive,
exclude opioid-induced bowel dysfunction or
pseudo-obstruction in 83% of patients, with
a sensitivity and specificity of 96% and 98%,
respectively.®?® Small-bowel follow-through
with barium is more appropriate for low-grade
obstructions or for symptomatic patients with
a normal kidney, ureter, bladder radiograph.'’
However, contrast radiography is limited
by the patient’s ability to swallow barium or
water-soluble contrast agents, and it can wors-
en nausea or vomiting.'”!® Also, barium is not
absorbed systemically and may interfere with
subsequent radiologic studies. Large volumes
of contrast agents increase the risk of aspira-
tion pneumonia in patients with poorly con-
trolled nausea and can lead to severe impac-
tion proximal to the obstructed site.?
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Is enteroclysis better than barium swallow?
Enteroclysis, ie, injecting radiographic con-
trast into the bowel via a nasoduodenal tube,
has some advantages over the barium swallow
technique for detecting partial small-bowel
obstruction, since it bypasses the stomach
and allows for therapeutic decompression as
well as direct visualization of the area of con-
cern.!”8 Enteroclysis radiography objectively
gauges severity of intestinal obstruction and
bowel wall distensibility, which is an advan-
tage over other imaging studies. Its sensitivity
is 100% and specificity 88% in experienced
hands.'” Enteroclysis studies also detect
nonobstructing intraluminal tumors when
computed tomography (CT) is not diagnos-
tiC.”’lS'Zl

The drawbacks to enteroclysis are that it
is technically difficult to perform and that few
radiologists are trained in it.

When is CT useful?
CT is the primary imaging study for patients
with obstructive symptoms and a history of
abdominal malignancy or a palpable abdomi-
nal mass'"?%?22 (rGure 1). It has a specificity of
100% and a sensitivity of 94%. It plays a ma-
jor role in decision-making regarding surgery,
endoscopy, or palliative interventions,”! as it
locates the obstruction and differentiates be-
nign from malignant causes with a fair degree
of precision.?
CT findings in malignant bowel obstruc-
tion may include:
® A mass at the site of obstruction or within
the original surgical field
Lymphadenopathy
Abrupt transitions in luminal diameter or
irregular thickening of the bowel wall at
the site or sites of obstruction.’

I SURGERY: A DIFFICULT DECISION

Is the patient fit for surgery?

Surgery for malignant bowel obstruction
should not be done in patients who have
advanced malignancies with bulky intra-ab-
dominal metastases or cancer that has spread
outside the abdominal cavity without taking
into account treatment options for the can-
cer, the patient’s nutritional status, and the
goals of care.

SUPINE

FIGURE 1. Top, plain radiography shows dilated loops of small
bowel (arrows) in the mid-abdominal region of a woman
with a small-bowel obstruction from advanced ovarian
cancer. Bottom, computed tomography in the same patient
shows multiple, dilated loops of small bowel and air-fluid
levels (arrows) in the anterior midline of the abdomen.
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The role of abdominal surgery (debulking,
resection, or bypass) in advanced cancer re-
mains unclear and controversial.?* From 42%
to 80% of patients report that symptoms im-
prove after surgery, but recurrent obstruction
occurs in 10% to 50%."° Even in patients
with low tumor bulk and good nutritional sta-
tus, 30-day mortality rates range from 5% to
40%, and complication rates range from 9%
to 90%.3,4,6,7,10,14

Outcomes after surgery depend on patient
selection criteria perhaps as much as on the
surgeon’s experience and skill. Patients with
more advanced cancer who have had multi-
ple surgical procedures and those with cancer
that does not respond to chemotherapy and
radiation present the greatest challenge to sur-
geons.?

What is the benefit of surgery?

Reports of palliative surgery have included
information about 60-day survival rates after
the operation, but a number of factors may be
more meaningful in this context, such as post-
operative symptoms, the patient’s overall well-
being, how the original symptoms respond to
the surgery, complications, and length of hos-
pitalization."* The paucity of published, vali-
dated, patient-related outcome data on which
to gauge the value of surgery and the lack of
a standard definition of “benefit” further con-
fuse the objective determination of whether
these patients benefit from surgery.

In a cohort with advanced ovarian can-
cer and bowel obstruction, surgery was det-
rimental to survival and quality of life for all
subgroups, and most patients died in the hos-
pital.®

The risk of surgery for malignant bowel
obstruction is presumably higher than for ab-
dominal surgery for other indications, since
many of the patients are debilitated from their
cancer and chemotherapy, and many are mal-
nourished.”? Even when taking into account
a potential selection bias in favor of surgery,
several studies have reported no significant
difference in 30-day mortality rates or median
survival between operative and nonoperative
groups.>!? Neither the type of obstruction nor
the extent of the surgery influenced outcomes.
Surgical outcomes are best in patients with a
benign cause of obstruction; little benefit is
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seen in operating on those with abdominal
carcinomatosis.'?

Nevertheless, surgery is beneficial in a
select few. For patients with a good perfor-
mance status, slowly progressive cancer, and
an expected survival of more than 6 months,
surgical bypass or resection is preferred.”2?
The challenge is to identify these surgical
candidates, taking into account prognostic
factors such as nutritional status, tumor bur-
den, performance status, presence of ascites,
advanced age, extensive prior chemotherapy

or radiotherapy, and diffuse carcinomato-
Sis‘3,10,12,20,23

Is surgery consistent with the goals of care?
Crucial to decision-making are the goals of
care. Since palliative surgery carries a low lev-
el of evidence for benefit in terms of quality
of life and survival, time should be set aside
to thoroughly review the patient’s medical
condition, to explore options, and to clarify
expectations and goals of care>'® Family
members should be invited to be present dur-
ing these discussions and to be involved in the
decision-making process.

I WHAT IS THE BENEFIT
OF GASTRIC OR COLONIC STENTING?

Endoscopic procedures are alternatives to
surgery and offer a palliative option in ma-
lignant bowel obstruction. Endoscopic pro-
cedures are associated with a shorter hospital
stay and quicker recovery than after laparoto-
my.»? In certain situations, stenting serves
as a bridge to surgery, allowing time to miti-
gate comorbid conditions, to enhance nutri-
tion, and to complete staging, while relieving
symptoms.’"??3132 Definitive surgery can be
done as a single-stage procedure without a di-
verting enterostomy.

Self-expanding metal stents for gastric
outlet, small-bowel, and colonic obstruc-
tions are an option in patients who have
incurable metastatic disease who are unfit
for surgery, in patients with a single point
of obstruction or locally extensive disease,
or in patients who do not want to undergo
laparotomy.?$-°

Technical and clinical success rates for
colorectal stenting are high (88% to 93%).26:7
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Stenting is more successful for left-sided co-
lonic obstructions than for proximal colonic
obstructions. Even for patients with extraco-
lonic malignancies such as ovarian cancer, the
technical success rate of colorectal stenting is
87%.2¢ However, patients with unrecognized
peritoneal carcinomatosis or multifocal bowel
obstruction are less likely to have symptom-
atic relief even after successful stenting.®’

Contraindications to stenting

Absolute contraindications to stenting are
colonic or tumor perforation with peritonitis.
A relative contraindication is a rectal tumor
within 2 cm of the anal margin. Stenting in
this circumstance leads to tenesmus and in-
continence.*

Complications of stenting

Death rates during colorectal stent insertion
are less than 1%. The hospital stay and inci-
dence of complications are significantly less
than with surgery.?¢*°

Stent migration occurs in 10% of cases and
is asymptomatic, but half of patients with this
complication require a repeat intervention.
The risk of migration is greater if chemother-
apy or radiation therapy succeeds in shrinking
the tumor.

Bleeding occurs in 5% of cases, usually
from the underlying tumor.

Perforation occurs in 4%, but the rate in-
creases to 10% with the use of dilatation be-
fore stent placement.

The rate of recurrent obstruction from tu-
mor ingrowth, overgrowth, or fecal impaction
is 10%.72%? Recurrent obstruction may be
treated with additional stents inserted within
the original stent.’

B GASTRIC OUTLET OBSTRUCTION:
SURGERY VS STENTING

Gastrojejunostomy has in the past been the
treatment of choice for gastric outlet obstruc-
tion. Certainly, patients with slow-growing
tumors and an expected survival of greater
than 60 days may be considered for this bypass
procedure; those with a short tumor length,
a single site of obstruction (preferably in the
pylorus or proximal duodenum), a good per-
formance status, and a life expectancy greater
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than 30 days are good candidates.” Neverthe-
less, for patients with advanced cancer and
poor performance status, gastroenterostomy
carries a significant risk of morbidity and
death.”

Endoscopic stenting of gastric outlet ob-
struction has a greater success rate, a shorter
time to oral intake, a lower morbidity rate, a
lower incidence of delayed gastric emptying,
and a shorter hospital stay compared with gas-
troenterostomy.?®?® Technical success rates of
stenting are 90%, and 75% of patients have
resolution of nausea and vomiting.” Stenting
is generally not possible if the obstruction oc-
curs beyond the ligament of Treitz.

Patients who are expected to survive less
than 1 month or who have rapidly progressive
disease, overt ascites, carcinomatosis, or mul-
tiple sites of obstruction should be managed
with percutaneous, endoscopically placed gas-
trostomy tubes.’

Late complications of stenting for gastric
outlet obstruction are occlusion with food
or ingrowth of tumor through or around the
wire mesh.” This may require laser therapy or
placement of a second stent, or both.

B DRUG THERAPY

Medical therapy can palliate symptoms of ma-
lignant bowel obstruction for most patients.**
Recommendations have been published by the
Working Group of the European Association
for Palliative Care.?* Symptom management is
focused on pain, nausea, and vomiting.

Which drugs can | use for abdominal pain?
Patients experience two types of abdominal
pain: continuous and colic. Each type of pain
requires different treatment approaches and
classes of drugs.

Potent opioids such as morphine, hydro-
morphone (Dilaudid), and fentanyl (Fento-
ra) are used to relieve continuous abdominal
pain.” The dose is titrated for adequate relief.
Subcutaneous, intravenous, sublingual, and
transdermal routes can be used if nausea and
vomiting prevent oral administration.

However, opioids can aggravate colic by
stimulating circular smooth muscle, leading to
segmental contractions. Opioid-sparing adju-
vant drugs such as ketorolac (Toradol) may im-
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prove colic and continuous pain and prevent a
partial obstruction from becoming a complete
obstruction by sparing opioid doses.”

Colic may persist or worsen with the use
of opioids. Drugs that reduce colic include the
scopolamine drugs hyoscine butylbromide and
hyoscine hydrobromide, glycopyrrolate (Robi-
nul), and octreotide (Sandostatin).”?*37

Which drugs are appropriate
for reducing nausea and vomiting?

Phenothiazines reduce nausea and con-
trol vomiting. Chlorpromazine (Thorazine),
prochlorperazine (Compro, Compazine), and
promethazine (Phenergan) have all been re-
ported to treat nausea successfully.?>>’

Haloperidol (Haldol), a butyrophenone
selective dopamine D2-receptor antagonist,
has negligible anticholinergic activity. At low
doses it produces less sedation than phenothi-
azines and is an ideal agent for patients with
nausea and delirium.*® Doses range from 5 to
15 mg/day, given in divided doses or as inter-
mittent or continuous intravenous infusions.

Anticholinergics, with or without soma-
tostatin analogues, reduce gastrointestinal
secretions, fluid accumulation, and vomiting.
Anticholinergics bind to muscarinic receptors
on enteric neurons in the myenteric and the
submucosal plexus. Dosages:

e Hyoscine butylbromide 40 to 120 mg/day.
e Hyoscine hydrobromide 0.2 to 0.9 mg/
day.7

Glycopyrrolate, a quaternary ammonium
anticholinergic, has minimal central nervous
system penetration and is less likely to cause
delirium or cardiac side effects compared with
tertiary amine anticholinergics such as atro-
pine and scopolamine.”® The recommended
dose is 0.1 to 0.2 mg subcutaneously or intra-
venously three to four times daily.

Octreotide, an analogue of somatostatin,
blocks the release of vasoactive intestinal
polypeptide, which is increased in malignant
bowel obstruction.!*®> It reduces the excre-
tion of water, sodium, and chloride into the
bowel lumen and increases the absorption of
electrolytes and water. It also inhibits pancre-
atic enzyme secretion and splanchnic blood
flow. The result of all these effects is reduced
luminal content, reduced motility, reduced
vascular congestion of the bowel wall, and, in
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certain circumstances, reduced ascites.*

In small randomized trials, octreotide
was more successful than anticholinergics
at improving nausea, vomiting, and colic in
patients requiring a nasogastric tube and in
those whose symptoms were refractory to stan-
dard medical treatment.>**%% A recent case
report found octreotide helpful in resolving
symptoms of partial bowel obstruction that
were unresponsive to standard measures.*

Octreotide is well tolerated and reduces
the time patients require a nasogastric tube
without significantly worsening xerostomia.
High cost limits its use in American hospice
care due to the Medicare capitated system of
reimbursement for drugs and services, and as a
result it is a second-tier drug despite evidence
of its efficacy.

Octreotide doses are 100 to 200 mg every 8
hours.

Metoclopramide (Reglan), a dopaminer-
gic antagonist, a 5SHT4 receptor agonist, and
a 5SHT3 receptor blocker at doses greater than
120 mg/day, combines the action of a pheno-
thiazine, which blocks D2 receptors in the
central chemoreceptor trigger zone, with pro-
motility actions through serotonin receptors
(5HT4).357

Metoclopramide should not be used with
anticholinergics or in patients with colic or
complete obstruction.>® In some centers it
is the first-line drug for functional or partial
bowel obstruction.” Dosages range from 40 to
240 mg/day.

Olanzapine (Zyprexa), an atypical anti-
psychotic, blocks multiple neurotransmitter
receptors (D2, H1, Ach, 5HT3) responsible
for initiating emesis. It is an option in patients
whose nausea and vomiting fail to respond to
standard antiemetics.* Dosages range from
2.5 to 20 mg/day.

Dissolvable tablets are given sublingually,
which makes olanzapine a versatile antiemet-
ic in cases of intractable nausea. Our unpub-
lished experience is that the sublingual route
reduces nausea associated with malignant
bowel obstruction and obviates the need for
subcutaneous injections or intravenous anti-
emetic infusions.

Corticosteroids. Although how cortico-
steroids relieve malignant bowel obstruction
is unknown, they are presumed to act cen-
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trally.*”® In addition, they reduce peritumoral
edema and luminal salt and water, and they
also have antiemetic and analgesic properties.

Evidence from a meta-analysis found that 6
to 16 mg of parenteral dexamethasone per day
reduced symptoms and improved bowel func-
tion in 60% of patients but did not change the
prognosis.!!

A trial of 4 or 5 days is adequate to de-
termine response. If there is no response, the
corticosteroid should be rapidly tapered. Side
effects are minimal when corticosteroids are
used short-term.

Combination therapy. Only rarely does
a single drug resolve symptoms of malignant
bowel obstruction. Antiemetics, analgesics,
corticosteroids, antisecretory anticholinergics,
and octreotide are often required in combina-
tion to achieve acceptable symptom relief.> 747

In a small prospective case series, the com-
bination of metoclopramide 60 mg/day, oc-
treotide 0.3 mg/day, and dexamethasone 12
mg/day with a single bolus of amidotrizoic acid
(a contrast agent) improved intestinal transit
within 1 to 5 days and resolved vomiting with-
in 24 hours.®

Compatibility and the route of adminis-
tration of medications are key considerations
when choosing drug combinations.

B WHEN TO CONSIDER A VENTING
GASTROSTOMY

Patients with a poor performance status, rap-
idly progressive disease, peritoneal carcinoma-
tosis, a life expectancy of less than 30 days,
or multiple levels of obstruction benefit from
placement of a percutaneous endoscopic gas-
trostomy tube (ie, a venting gastrostomy) rath-
er than surgery if symptoms do not respond to
drug therapy.”*® There is compelling evidence
that this procedure relieves nausea and vom-
iting in 80% to 90% of patients and restores
some level of oral intake in many.>®%4 A
venting gastrostomy tube can be placed dur-
ing surgical exploration, percutaneously with
fluoroscopy, or endoscopically.’

There are no absolute contraindications to
gastrostomy tube placement. It is feasible even
in patients with tumors encasing the stomach,
diffuse carcinomatosis, and ascites.*® However,
massive ascites, previous upper abdominal sur-
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gery, or a large mass attached to the abdominal
wall make tube placement difficult.

Complications are often local. Patients
experience transient abdominal wall pain af-
ter the procedure. Dislodgement, bleeding,
catheter migration, peritonitis, and necrotiz-
ing fasciitis are early complications. Others
include skin excoriation from leakage of gas-
tric contents, leakage of ascitic fluid from the
site, and obstruction or dislodgement of the
tube. ¥4

Patients can be discharged from the hospi-
tal soon after the tube is placed, usually with
fewer medications than for patients who un-
dergo surgery.®® This is particularly important
for patients with a short expected survival.
Some patients at home benefit from hydra-
tion (less than 2 L/day) via an existing central
venous port or peripherally inserted central
catheter, or by hypodermoclysis.

B WHEN IS A NASOGASTRIC TUBE
APPROPRIATE?

Some patients with malignant bowel obstruc-
tion require a nasogastric tube early in their
hospital course.!? Unfortunately, nasogastric

tubes, if left in place, cause nose and throat Only rare'V

pain, sinusitis, abscess formation, erosion of does a single

nasal cartilage, aspiration, esophageal erosion,
pharyngitis, and social isolation.>®

measure to vent gastrointestinal secretions,
reduce abdominal distension, and improve
nausea and vomiting while a decision about
surgery is being made.">?* If surgery is not fea-
sible, one can avoid the long-term complica-
tions and discomfort of a nasogastric tube via
medical management and earlier evaluation
for venting gastrostomy in those with symp-
toms that respond poorly to optimal medical
management.®

I WHICH PATIENTS BENEFIT
FROM TOTAL PARENTERAL NUTRITION?

The use of total parenteral nutrition in pa-
tients with incurable malignancies is contro-
versial. Enteral and parenteral feeding can
increase muscle mass and improve functional
status and quality of life in a subset of patients
who are not suffering from cancer-related ca-
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chexia.>**! However, for those whose weight
loss and malnutrition are consequences of
tumor-mediated cachexia, as demonstrated by
anorexia and an elevated C-reactive protein
level, parenteral nutrition is unlikely to im-
prove the outcome.”® For most terminally ill
patients, retrospective studies have failed to
show that parenteral nutrition improves over-
all survival, performance status, or quality of
1ife‘2,48,50—54

Total parenteral nutrition poses risks: it is
invasive and requires central venous access,
which predisposes to infection; it requires
frequent monitoring of hydration and electro-
lytes; and it predisposes to thrombosis, diar-
thea, hyperglycemia, and liver failure.’®>¢

Total parenteral nutrition may be justi-
fied in patients with minimal tumor burden
who are candidates for definitive surgery, or in
those with a good performance status early in
the disease course who have not had chemo-
therapy or whose cancer responds to chemo-
therapy.>**¢

The American College of Physicians dis-
courages the routine use of parenteral nutri-
tion in those with advanced cancer who are
undergoing palliative chemotherapy, since
few patients benefit and many experience side
effects.”

Total parenteral nutrition is much like a
medical intervention in that it should be of-
fered or continued only if it provides benefit.
Conversations at the time that it is begun
must include adverse effects that will lead to
its discontinuation, and criteria for response.
In certain situations, a limited trial of paren-
teral nutrition may be considered for patients
with an uncertain prognosis or for those who
have potentially reversible conditions that
limit oral intake.’! In such cases, there should
be a clear understanding between patient and
physician that parenteral nutrition will be dis-
continued if it fails to show benefit.”®

[ ADDITIONAL CONCERNS
OF PATIENTS AND FAMILIES

'Will I starve to death?’

Starvation is a fear echoed by patients and
families. Ethical discourse on the continu-
ation of nutrition and hydration for the
terminally ill has been polarizing.’™%° With-
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drawal of nutrition can be perceived as eu-
thanasia.

Advanced cancer patients in general do
not experience hunger, and those who do
require only small amounts of food for sa-
tiation.®! In one report, most patients died of
their advanced cancer and not from starva-
tion.’? Artificial hydration and nutrition will
thus not influence survival and can even be
a burden without benefit in the imminently
dying.®® These patients should be encouraged
to take food orally for pleasure, as long as it is
tolerated, without consideration of end points
such as weight gain, body mass index, or albu-
min levels.

Complaints of thirst and dryness of the
mouth are relieved with mouth care, ice
chips, lubrication to the lips, and sips of fluid,
rather than by parenteral nutrition.” Patients
with a terminal illness experience relief from
thirst with minimal intake. The symptom of
thirst may be relieved without hydration.**¢!
Adequate hydration requires smaller fluid vol-
umes due to decreased body weight, decreased
renal clearance of free water, and decreased
insensible water losses from reduced physical
activity.”

‘Can we continue intravenous hydration

so he won't die of thirst?’

Overzealous intravenous hydration may
worsen the symptoms of malignant bowel
obstruction. Overhydration can increase
secretions in the gut lumen and worsen
the secretion-distention-contraction cycle,
leading to greater abdominal pain and to
nausea and vomiting.” There is a greater
risk of fluid overload in these patients, since
they have edema and excessive interstitial
fluid. Most have a low serum albumin level,
which results in movement of fluid from
intravascular to interstitial spaces due to
reduced colloid osmotic pressure. In these
instances, overzealous hydration can lead
to respiratory insufficiency and worsening
edema.

In spite of numerous discussions in the
medical literature of the benefits and burdens
of continual hydration, there is no consensus
or guideline. When a patient has limited oral
intake, the decision to hydrate should be indi-
vidualized, with careful assessment of the risks
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and benefits and in accordance with the pa-
tient’s or family’s wishes.’"*

Is treatment at home feasible?

Discharging patients with inoperable malig-
nant bowel obstruction requires careful plan-
ning. Patients and family members need to
be educated on the use of around-the-clock
medications and symptom-targeted, as-needed
drugs. Days before discharge, questions about
diet need to be clarified. Education about total
parenteral nutrition and gastrostomy tube care
should be completed before discharge from the
hospital.

Drug management should be simplified, or
compatible medications should be combined
into a single infusion. For example, morphine,
glycopyrrolate, and haloperidol or metoclo-
pramide are chemically compatible in standard
intravenous solutions and can be combined.

Families feel less anxious about the fore-
seen and the possible unforeseen course
of the illness if they can talk with hospice
workers early on. This early involvement
also facilitates the transition to home hos-
pice care.

B SUMMARY OF IMPORTANT POINTS

e Patients with malignant bowel obstruction
need a highly individualized approach, tai-
lored to their medical condition, the prog-
nosis, and the goals of care.

e Surgery should not be routinely undertak-
en; less-invasive approaches such as gastric
or colonic stenting should be considered
first.

e Combinations of analgesics, antisecretory
drugs, and antiemetics can provide accept-
able symptom relief in the inoperable pa-
tient.

® A venting gastrostomy should be consid-
ered if drug therapy fails to reduce nausea
and vomiting to an acceptable level.

® A nasogastric tube should be used only as
a temporizing measure, until symptoms are
controlled medically or a venting gastros-
tomy is placed.

e Total parenteral nutrition is of benefit only
in patients with intermediate life expec-
tancy who may otherwise die of starvation
rather than from the cancer itself. [ |
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