can be quickly achieved by pericardiocentesis. The recurrence rate 1789
after percutaneous catheter drainage is about 20%. Sclerotherapy
(pericardial instillation of bleomycin, mitomycin C, or tetracycline)
may decrease recurrences. Alternatively, subxiphoid pericardiotomy
can be performed in 45 min under local anesthesia. Thoracoscopic
pericardial fenestration can be employed for benign causes; however, 60% of malignant pericardial effusions recur after this procedure. In a subset of patients, drainage of the pericardial effusion is
paradoxically followed by worsening hemodynamic instability. This
so-called “postoperative low cardiac output syndrome” occurs in up
to 10% of patients undergoing surgical drainage and carries poor
short-term survival.
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Figure 331–1 Superior vena cava syndrome (SVCS). A. Chest
radiographs of a 59-year-old man with recurrent SVCS caused by
non-small-cell lung cancer showing right paratracheal mass with right
pleural effusion. B. Computed tomography of same patient demonstrating obstruction of the superior vena cava with thrombosis (arrow)
by the lung cancer (square) and collaterals (arrowheads). C. Balloon
angioplasty (arrowhead) with Wallstent (arrow) in same patient.
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INTESTINAL OBSTRUCTION
Intestinal obstruction and reobstruction are common problems in
patients with advanced cancer, particularly colorectal or ovarian carcinoma. However, other cancers, such as lung or breast cancer and
melanoma, can metastasize within the abdomen, leading to intestinal
obstruction. Metastatic disease from colorectal, ovarian, pancreatic,
gastric, and occasionally breast cancer can lead to peritoneal carcinomatosis, with infiltration of the omentum and peritoneal surface, thus
limiting bowel motility. Typically, obstruction occurs at multiple sites
in peritoneal carcinomatosis. Melanoma has a predilection to involve
the small bowel; this involvement may be isolated, and resection may
result in prolonged survival. Intestinal pseudoobstruction is caused by
infiltration of the mesentery or bowel muscle by tumor, involvement
of the celiac plexus, or paraneoplastic neuropathy in patients with
small-cell lung cancer. Paraneoplastic neuropathy is associated with
IgG antibodies reactive to neurons of the myenteric and submucosal
plexuses of the jejunum and stomach. Ovarian cancer can lead to
authentic luminal obstruction or to pseudoobstruction that results
when circumferential invasion of a bowel segment arrests the forward
progression of peristaltic contractions.
The onset of obstruction is usually insidious. Pain is the most common symptom and is usually colicky in nature. Pain can also be due
to abdominal distention, tumor masses, or hepatomegaly. Vomiting
can be intermittent or continuous. Patients with complete obstruction
usually have constipation. Physical examination may reveal abdominal distention with tympany, ascites, visible peristalsis, high-pitched
bowel sounds, and tumor masses. Erect plain abdominal films may
reveal multiple air-fluid levels and dilation of the small or large bowel.
Acute cecal dilation to >12–14 cm is considered a surgical emergency
because of the high likelihood of rupture. CT scan is useful in defining
the extent of disease and the exact nature of the obstruction and differentiating benign from malignant causes of obstruction in patients
who have undergone surgery for malignancy. Malignant obstruction
is suggested by a mass at the site of obstruction or prior surgery,
adenopathy, or an abrupt transition zone and irregular bowel thickening at the obstruction site. Benign obstruction is more likely when
CT shows mesenteric vascular changes, a large volume of ascites, or a
smooth transition zone and smooth bowel thickening at the obstruction site. In challenging patients with obstructive symptoms, particularly low-grade small-bowel obstruction (SBO), CT enteroclysis often
can help establish the diagnosis by providing distention of small-bowel
loops. In this technique, water-soluble contrast is infused through a
nasoenteric tube into the duodenum or proximal small bowel followed
by CT images. The prognosis for the patient with cancer who develops
intestinal obstruction is poor; median survival is 3–4 months. About
25–30% of patients are found to have intestinal obstruction due to
causes other than cancer. Adhesions from previous operations are a
common benign cause. Ileus induced by vinca alkaloids, narcotics, or
other drugs is another reversible cause.

Intestinal Obstruction

The management of intestinal obstruction in patients with advanced
malignancy depends on the extent of the underlying malignancy,
options for further antineoplastic therapy, estimated life expectancy,
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