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DIARRHOEA     

A disorder characterized by frequent and watery bowel movements. Grading is relative to normal baseline function. 
 
Identify: Patients who have received/receiving systemic anti-cancer treatment or are at risk of disease related 
immunosuppression or a history of stem cell transplant. These patients may be myelosuppressed / neutropenic and at 
risk of sepsis. If present, this should be managed as per guideline 12 on P.19-20 
Observations: Calculate and monitor NEWS score. 
Investigations: Urgent FBC, U&E + magnesium, LFTs, CRP, abdominal X-ray. 

Stool sample for C&S/ova/cysts/parasites to rule out infective causes of diarrhoea-e.g. 
Campylobacter/salmonella and CDT screen. 

Do NOT assume this is infective it is most likely to be drug induced in this group of Patients 
Questions: 
Is there a cancer diagnosis/primary disease?
Is the patient taking anticancer treatment at the moment or recently? If so what treatment and when did it stop?
Is the patient receiving radiotherapy to the abdomen or pelvis and when was their last treatment?
How many stools a day above normal amount? or how much stoma output is there above normal amount? Have they 
had any nocturnal movements? For how many days have they had diarrhoea? Is it interfering with activities of daily 
living?
Are stools/stoma outputs formed, loose or watery? Any faecal incontinence or urgency? Any blood or mucous in the 
stool?
Is there any abdominal pain e.g., cramping pains coming in waves?
Is the patient able to eat and drink normally?  Are they passing plenty of clear urine?
Does the patient have any other SACT related toxicities, e.g. mouth ulcers, mucositis, nausea/vomiting, red hands/feet?
Has the patient taken any antibiotics recently or been in hospital recently?
What medication have they taken? Have they taken any laxatives or anti-sickness medication or any anti-diarrhoeal 
medication in the last 24 hours?  If so what?
Differential diagnosis includes: 
Graft versus host disease in stem transplant patients – contact transplant haematologist urgently
Secondary to SACT e.g. 5FU or CAPECITABINE, IRINOTECAN, any TKI, please see next page and specific DRUG 
INFORMATION SHEET for further management guidance. Consider DPD deficiency
Gastrointestinal symptoms due to IMMUNOTHERAPY - proceed to guideline 21 on page 30 for further guidance
Infection
Constipation with overflow

Radiotherapy – secondary to treatment
 
 

Grade 1 (Amber) 
Increase up to 3 bowel 
movements a day over 
pre-treatment baseline 

or mild increase in 
ostomy output 

Grade 2 (Amber) 
Increase up to 4-6 episodes a 
day over baseline or moderate 
increase in ostomy output or 
nocturnal movement or 
moderate cramping 

 

Grade 3 (Red) 
Increase up to 7-9 episodes a day or severe increase in 
ostomy output  *  and/or incontinence * and/or severe 
cramping  * and/or bloody diarrhoea 
Grade 4 (RED) 
Increase > 10 episodes a day or grossly bloody diarrhoea 
 

 
Review medication WITHHOLD DRUGS including any SACT 
that may be contributing until Acute Oncology or Site 
Specific team review 
ESCALATE TO RED for any of the following: 
 Grade 2 and receiving or received immunotherapy

treatment in the last 12 months 
 Grade 2 for >24 hours despite anti-diarrhoeal 

medication
 Other symptoms e.g. temperature, nausea/vomiting, 

mouth ulcers, or clinical concerns
 Oncology - Consider loperamide initially. If ineffective 

consider Codeine Phosphate. Reduce and then stop 
antidiarrheal after 12-24 hours free of diarrhoea.

 Review any other SACT toxicities according to guidelines.
 Review all medications and stop prokinetics and 

laxatives once constipation with overflow has been ruled 
out. Avoid domperidone and metoclopramide anti-
emetics.

 

Patients with grade 3 or 4 diarrhoea require specialist 
secondary care to manage symptoms - IV 
resuscitation may be required. They should be 
admitted further assessment and active management. 
WITHHOLD SACT until Acute Oncology Team review 
and review all other medication as they may be 
contributing – if receiving Capecitabine or 5FU 
consider DPD deficiency 
If receiving or received immunotherapy treatment in 
the last 12 months - follow appropriate guidance  
 
Always make sure that the Acute Oncology Team are 
informed of the patients’ assessment and/or 
admission as soon as possible. Immediate advice is 
available from the Acute Oncology Service or the 24 
Hour Oncology on call rota. 

WITHHOLD! SACT, including oral therapy until, you have 

discussed with the Acute Oncology or Site Specific Team. 
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DIARRHOEA      Initial Management Continued  

1. Consider infective diarrhoea: 

Isolate until infection excluded 

 Send stool sample urgently - Inform microbiology and discuss management with microbiologist 

 If strong suspicion of infective diarrhoea, withhold anti-diarrhoeal medication until stool 

result available 

 Give antibiotics according to local policy (e.g. for C.Difficile or neutropenic sepsis) Consider 

administering antibiotics empirically if not settling. 

2. Secondary to SACT e.g. 5FU or CAPECITABINE, IRINOTECAN, ERLOTINIB any TKI or Targeted Therapy please 
see 

specific DRUG INFORMATION SHEET for specific management guidance. 

3. Gastrointestinal symptoms due to IMMUNOTHERAPY – please refer to appropriate guidance.  

4. Neutropenic Sepsis – if there is suspicion of, or potential for neutropenic sepsis start 

antibiotic management immediately as per policy (guideline 12 on pages 19-20) – do not 

wait for FBC. 

5. IV fluid resuscitation. Replace fluid and electrolyte losses. Adjust on-going fluids according to fluid 

balance status and renal function. 

6. Full medication review - Stop ACE-inhibitors/ diuretics/ NSAIDs. NB Folic Acid can potentiate and 

increase side effects of some SACT drugs 

7. Nil by mouth (except sips) if abdominal pain or distension or abnormal abdominal X-ray 

8. Antidiarrhoeal - 
 

 Oncology: 

 Consider loperamide 4mg initially then 2mg after each loose stool (maximum16mg per 

24 hours) N.B. Caution with high doses or prolonged use of loperamide as it can 

cause paralytic ileus 

 If loperamide ineffective, then consider codeine phosphate instead of or in addition 

 Reduce/stop antidiarrhoeal after 12-24 hours free of diarrhoea. 

 If Grade 4 – consider the use of octreotide by sc injection and immediate IV broad-

spectrum antibiotic (even if afebrile). Withhold if not on maximal antidiarrhoeal prior to 

admission but review every 24 hours. 

 Do not withhold antidiarrhoeal for more than 12-24 hours without thorough senior medical 
review. 

 
9. Consider hyoscine butylbromide if abdominal spasms 

 
 

 


