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ABSTRACT
We report a challenging patient journey at a 

rural New Zealand hospital affiliated with a 

hospice programme. This case illustrates the 

complexities and rewards of achieving a valuable 

and sensible collaboration among various teams 

to ensure the best possible outcome for surgical 

patients receiving palliative care.

BACKGROUND
The best possible outcome for a patient 
treated with palliative intent is not easily 
defined. Frequently there is discord 
between the maximum extension of 
one’s life and the quality of one’s final 
days. Despite potential benefits of and 
advances in surgical palliative care, 
surgeons might remain reluctant to 
offer palliative surgery or partner with 
palliative care specialists.1 2 In addition, 
there is a gap in training and guidance 
for palliative care providers regarding 
when and how best to partner with 
surgical colleagues. Patients are typically 
referred to specialist palliative care and 
hospice when disease- modifying treat-
ment options are presumably optimised, 
exhausted, unavailable or declined. There 
is little to guide palliative care providers 
who wish to refer such patients back to 
specialists like surgeons.

CASE PRESENTATION
A 57- year- old Caucasian male patient ‘ was 
treated for over 6 years during a complex 
and often uncertain palliative journey. He 
was diagnosed with a low rectal cancer 
managed with abdominal perineal resec-
tion following radiation therapy. He 
received delayed postoperative chemo-
therapy. Two years later, CT showed left 
upper lung metastasis, followed within a 
few months by the emergence of a sacral 
recurrence.

TREATMENT
The patient was treated with preoperative 
chemotherapy, radiotherapy to the pelvis 
and a subsequent left upper lung lobec-
tomy, all with curative intent. The patient 
then underwent pelvic exenteration at a 
tertiary hospital that included cystopros-
tatectomy, S1–S2 sacrectomy with S2 
nerve root sacrifice, ileal conduit forma-
tion and vertical abdominis musculocu-
taneous flap. Pain management remained 
a substantial challenge during his month- 
long hospitalisation, and the patient was 
ultimately transferred to the hospice inpa-
tient unit (IPU). Eight months later, posi-
tron emission tomography demonstrated 
bilateral lung metastases, and he declined 
further palliative chemotherapy.

Despite frequent discussions about treat-
ment goals and advance care planning, 
with the patient stating clearly and consis-
tently that he did not wish to be hospi-
talised or have further disease- modifying 
treatments, he presented acutely to the 
hospital several more times with partial 
small bowel obstruction, urinary tract 
infection sepsis, pain in his leg or around 
his ileal conduit, difficulty managing care 
needs in the home, and delirium. Quality 
of life and symptom control was severely 
compromised due to his pain and discom-
fort caused by the small bowel obstruction 
and parastomal hernia (figure 1). At this 
stage, he and his spouse wished to explore 
operative options, so the hospice team 
requested input from surgical colleagues.

Though several general surgeons 
declined to operate at this stage, one 
surgeon agreed to proceed after repeated 
meetings and discussions. This pallia-
tive procedure was challenging because 
previous complex operations resulted in 
severe adhesions around a parastomal 
hernia. There was an unexpected finding 
of a large metachronous caecal cancer 
infiltrating the ileal conduit. The surgery 
involved extensive adhesiolysis, small and 
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large bowel resection, partial resection of the wall of 
the ileal conduit and partial abdominal wall resection 
with surgical repair of the hernia.

OUTCOME AND FOLLOW-UP
The patient presented to the emergency department 
on a few occasions and was hospitalised seven more 
times for a few days, but the stomal issues were well 
managed after the final operation. He received five 
2 Gy fractions of palliative radiotherapy to the chest 
for dyspnoea related to lung metastases and had 
three other hospice IPU admissions, primarily for 
respite. The patient remained at home for 7 months 
after his final operation, without the preoperative 
episodes of debilitating severe pain, and enjoyed 
a good quality of life, according to him and his 
wife. The patient and his wife ultimately agreed to 
long- term aged residential care placement due to 
increased care needs.

He died at the rest home 2 weeks after his final 
hospital discharge.

DISCUSSION
This patient’s journey represents a particu-
larly challenging and complex palliative treat-
ment. Therefore, it is crucial to assess the various 
players involved in his treatment. The Hospice 
Medical Director led the palliative care team. 
Three surgeons were involved: one performed the 

primary resection, a second surgeon performed 
the extensive salvage exenteration and a surgical 
oncologist performed the final complex palliative 
surgery for 7 months before death. Additional team 
members included:

 ► The general practitioner,
 ► The medical oncologist,
 ► Hospital- based physicians,
 ► Pain specialists,
 ► The multidisciplinary hospice team,
 ► Community- based district nurses and carers,
 ► The aged residential care facility personnel.

Only one person can answer the obvious question 
of whether our patient received optimal treatment: 
the patient himself. He may be biased since he only 
knows his journey, and it is difficult to speak to the 
road not taken. The patient stated several times 
that he was happy he had the final surgery. Still, it 
is difficult to know if the benefits outweighed the 
burdens from a medical systems standpoint, given 
the patient’s 7- month postsurgical course. The palli-
ative surgeon and surgical oncologist were tasked 
with providing truthful information without unduly 
destroying hope. The patient’s age influenced the 
decision—he was relatively young at 63 years at 
the time of death—as did the aggressiveness of the 
tumour, the extent of the disease and the patient’s 
complex and refractory symptoms that were almost 
impossible to control.2

There is little evidence to support whether and 
how best to integrate palliative care services and 
principles into general surgery. There is even less 
evidence to guide integrating surgical management 
into palliative care plans.3 Guidance for community 
providers is conspicuously lacking.

Though the literature provides only sparse guid-
ance for managing complex palliative cancer 
patients, there is general agreement that treatment 
should be individualised with support from a multi-
disciplinary team and collaboration with experienced 
and committed surgeons with a cancer- focused prac-
tice.2 The expectations and goals should be clarified 
with patients, families and team members. Discus-
sions and care plans should be clearly documented 
with clinical decision- making supported by the 
incorporation of all available clinical information, 
scores, predictive models and calculators. The oper-
ating surgeon should have vast experience in oper-
ating on complex cancer patients and insight into 
his limitations. Even with these efforts, there will 
always be limitations, and an element of uncertainty 
will remain and needs to be acknowledged.4 5 This 
uncertainty will be readily accepted by the patient if 
the patient–doctor relationship is based on trust and 
respect and if we acknowledge that we, as humans, 
are fallible.

Figure 1 Preoperative coronal CT abdomen and pelvis image 
demonstrating small bowel obstruction and the parastomal 
hernia in the right lower abdomen, involving small bowel and 
caecum with a metachronous caecal cancer infiltrating into the 
ileal conduit.
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CONCLUSION
Despite growing recognition of the need for holistic 
palliative care in cases of incurable malignancy, it 
is not entirely clear how best to integrate pallia-
tive principles into surgical care. Additionally, the 
surgeon’s role in the multidisciplinary palliative care 
team is not yet well defined. A productive, colle-
gial and collaborative working relationship between 
surgeons and palliative specialists is crucial, partic-
ularly in complex and challenging scenarios like the 
one described in this case report.
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