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Progress in Diagnosis 
The two major symptoms in patients with peritoneal mesothelioma are 

abdominal pain and abdominal distention. The patient may also show 

constitutional symptoms, such as weight loss and fever. In women, diffuse 

malignant peritoneal mesothelioma (DMPM) is frequently diagnosed as an 

incidental finding. This fact may be responsible for the improved survival 

as a result of earlier detection of the disease in women.1

The signs of this disease are ascites, an abdominal or pelvic mass, a new 

onset abdominal wall hernia, guarding and rebound tenderness especially 

in the lower abdomen, and a pleural effusion (see Table 1).2

Unfortunately, a definitive diagnosis still eludes the physician in a 

significant number of patients. The cytologic examination of fluid 

removed by paracentesis is negative in approximately 90 % of patients. 

Therefore, either laparoscopy with tissue biopsy or mini-laparotomy 

with tissue obtained for biopsy may be necessary for a definite diagnosis. 

Jacquet and colleagues have cautioned that laparoscopy ports or sites 

for percutaneous tissue sampling under computed tomography (CT)-

guidance should be confined to the midline.3 When fluid leaks out 

along these tracts from the peritoneal space, cancer cells will often be 

trapped within these tissues. The management of lateral laparoscopy 

port sites through the rectus muscle or needle tracts through the rectus  
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muscle may be difficult and sometimes impossible to deal with 

surgically (see Figure 1).

Preoperative Quantitative Prognostic Indicators
Preoperatively, diagnostic tests can be used to select patients who are 

likely to benefit from the prolonged surgery combined with hyperthermic 

perioperative chemotherapy (HIPEC). Cerruto and colleagues have 

shown the prognostic significance of histomorphologic parameters in 

assessing prognosis.4 They quantitated the nuclear and nucleolar size and 

showed that it had a profound impact on outcome when patients had a 

standardized treatment. This histologic assessment of the epithelial type 

of DMPM is extremely important because 90  % of the patients do not 

show either sarcomatoid or biphasic histology. The majority of patients 

have the epithelial type of disease and requires a more sophisticated 

assessment of prognosis other than the tissue type alone. Currently, 

patients with sarcomatoid or biphasic DMPM are recommended for 

systemic chemotherapy as an initial treatment. Cytoreductive surgery 

with HIPEC has not been effective in this group of patients unless the 

extent of disease is small. 

Patients with nuclear/nucleolar size 1 show a uniform round and small 

nucleus of 10–20 µm. The nuclear size is similar to that of red blood cells 

seen in the field. The chromatin pattern is granular and diffuse. Nucleoli are 

inconspicuous (see Figure 2).

With nuclear/nucleolar size 2, the nuclei remain moderately uniform in size, 

measuring between 21 and 30 µm. The chromatin pattern is granular and 

diffuse. The nucleoli are conspicuous and measure less than 3 µm (see Figure 3). 

With nuclear/nucleolar size 3, the cells exhibit large and irregular nuclei 

measuring 31–40 µm. There is eccentric clearing of the chromatin. The 

nucleoli are prominent, measuring 3–5 µm (see Figure 4).

With nuclear/nucleolar size 4, the nuclei measure greater than 40 µm. 

They are similar in size to lymphocytes or macrophages seen in the 

Figure 1: The Diagnosis of Peritoneal Mesothelioma is 
Usually Made by Laparoscopy

Figure 3: Nuclear/Nucleolar Size II of Malignant 
Peritoneal Mesothelioma

Figure 2: Nuclear/Nucleolar Size I of Malignant 
Peritoneal Mesothelioma

Only midline ports should be used so an abdominal incision can excise the port sites. The figure 
shows disease progression in lateral port sites.

The nuclear size is fairly uniform (21–30 μm). The chromatin pattern is granular and diffuse. The 
nucleoli are conspicuous and measures (<3 μm) (hematoxylin-eosin, original magnification  
x40, objective).

The nuclear size is uniform, round, and small (10–20 μm), comparable in size to the red blood 
cells seen in the field. The chromatin pattern is granular and diffuse. Nucleoli are inconspicuous 
(hematoxylin-eosin, original magnification x40, objective).

Table 1: Symptoms and Signs of Diffuse Malignant 
Peritoneal Mesothelioma
 
Symptoms and Signs of Diffuse Malignant Peritoneal Mesothelioma 
Symptoms 
Abdominal pain (40 %)

Abdominal distension (40 %)

Constitutional symptoms, such as weight loss and fever (20 %)

Incidental finding (10 %)

Signs 
Ascites (70 %)

Abdominal or pelvic mass (30 %)

Abdominal wall hernia (10 %)

Guarding and rebound tenderness (10 %)

Pleural effusion (5 %) 
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field. There is eccentric clearing of the chromatin. There is a presence of 

macronuclei greater than 6 µm (see Figure 5).

When the survival of 62 patients treated in a uniform manner with 

cytoreductive surgery, HIPEC and EPIC paclitaxel were reviewed, there  

were clear survival differences when patients were placed in prognostic 

groups 1–4 based on nuclear/nucleolar size. There were no treatment 

failures with nuclear/nucleolar size 1 patients. Five-year survival was 50 % in 

those with nuclear/nucleolar size 2 and significantly less in nuclear/nucleolar 

sizes 3 and 4. These data are shown in Figure 6. It is clear that careful study 

of a biopsy from the peritoneal mesothelioma is extremely important in the 

preoperative assessment of prognosis in these patients. 

Preoperative Prognostic Assessment using 
Computed Tomography
Yan and colleagues performed an analysis of the preoperative CT scans 

of 30 patients with peritoneal mesothelioma who were then treated in 

a standardized fashion using cytoreductive surgery and perioperative 

intraperitoneal chemotherapy at a single institution.5 These patients 

were divided into two groups depending on the extent of disease that 

remained after the cytoreduction. Those with residual lesion less than or 

equal to 2.5 mm were placed in the adequate cytoreduction group. Those 

with lesions greater than 2.5 mm remaining after maximal surgical efforts 

were placed in a suboptimal cytoreduction group. The preoperative CT 

scans for each patient were evaluated by a standardized scoring system. 

Thirty-nine CT parameters were obtained and statistically analyzed 

to determine their association with the adequacy of the cytoreductive 

surgery. Following the radiologic assessments, the statisticians were 

asked to construct a tree-structured diagram to allow the preoperative 

assessment of adequate cytoreduction. All the different combinations 

of the CT parameters were statistically tested for their predictive value. 

The two concerning radiologic features that combined most effectively to 

identify patients who would have suboptimal cytoreduction were tumor 

size greater than 5 cm in the epigastric region and class 3 changes within 

the small bowel and small bowel mesentery (see Figure 7). If a tumor 

in the epigastric region was less than 5 cm and there were no class 3 

small bowel and small bowel mesentery change, 94 % of patients had an 

Figure 5: Nuclear/Nucleolar Size IV of Malignant 
Peritoneal Mesothelioma at 40x

Figure 6: Survival by Nuclear/Nucleolar Sizes I–IV
Figure 7: Predictive Value of Computed Tomography 
Scan Findings by a Tree-structured Diagram
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The nuclear size is significantly enlarged (>40 μm), comparable in size to the lymphocytes seen 
in the field. There is eccentric clearing of the chromatin. There is presence of macro-nucleoli 
(>6 μm) (hematoxylin-eosin, original magnification x40, objective).

These data were gathered from 62 patients with diffuse malignant peritoneal mesothelioma 
treated in a uniform manner (p<0.001). NS = nonsignificant. (Reproduced from Cerruto et al.4 
with permission.)

AC = adequate cytoreduction; SC = suboptimal cytoreduction; SB/SBM = small bowel and small 
bowel mesentery. (Reproduced from Cerruto et al.4 with permission.)

Figure 4: Nuclear/Nucleolar Size III of Malignant 
Peritoneal Mesothelioma 

Cells exhibit large nuclei (31–40 μm). There is eccentric clearing of the chromatin. The nucleoli 
are prominent (3–5 μm) (hematoxylin-eosin, original magnification x40, objective).
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optimal cytoreduction. By contrast, if tumor size in the epigastric region 

was greater than 5 cm and there were class 3 small bowel and small bowel 

mesentery findings, 100 % of patients had a suboptimal cytoreduction. 

The interpretative CT classification of small bowel and its mesentery is 

an important parameter in preoperative evaluation. Table 2 shows the 

interpretative CT classification of small bowel and its mesentery that 

was used by Yan and colleagues. In class 1 disease, the CT shows free 

intraperitoneal fluid only. The mesentery becomes stranded and stratified 

as the fluid accumulation outlines the small bowel mesentery. The small 

bowel vessels are identified within the mesenteric fat (see Figure 8, top). In 

class 2 classification, involvement of the small bowel mesentery by tumor 

is evident. The peritoneal lining is thickened and enhanced due to the 

presence of tumor nodules or tumor plaques. There may be an increased 

amount of ascitic fluid. The small bowel mesenteric vessels remained 

identifiable (see Figure 8, middle). With the interpretative CT classification 

3, there is an increased amount of solid tumor so that adjacent bowel loops 

are brought together by the malignant process. The normal configuration 

of the small bowel and its mesentery is distorted and the structures 

thickened. The small bowel mesenteric vessels are difficult to define due 

to the obliteration of the mesenteric fat density (see Figure 8, bottom). 

Yan and colleagues showed that CT can effectively identify the presence 

of peritoneal mesothelioma at crucial anatomic sites and create a list of 

concerning radiologic features that suggest suboptimal cytoreductive 

surgery. As will be seen below, this is extremely important because 

adequate cytoreduction is necessary to achieve a prolonged survival with 

the combined treatment. Preoperative CT scans are an accurate prognostic 

radiologic test for patient selection for a comprehensive treatment plan. 

Intraoperative Assessment of Prognosis
As the surgeon explores the abdomen of a patient with DMPM, a careful 

assessment of the distribution and extent of disease must occur. This is 

quantitatively recorded on a diagram referred to as the peritoneal cancer 

index (PCI) (see Figure 9). The lesion size between no tumor seen and 

tumor masses greater than 5 cm or a confluence of disease determines 

the lesion sizes 0–3. Thirteen abdominopelvic regions numbered 0–12 are 

used to identify the anatomic sites for the disease. The abdominopelvic 

regions 0–8 are associated with the abdominal and pelvic surfaces 

exclusive of the small bowel regions.

The abdominopelvic regions 9, 10, 11, and 12 indicate the upper jejunum, 

lower jejunum, upper ileum, and lower ileum, respectively. A lesion size is 

assigned to each one of these abdominopelvic regions 0–12 to arrive at a 

PCI between 0 and 39. 

Figure 8: Interpretative CT Scan Classification of Small 
Bowel and its Mesentery

Top. Class I. Computed tomography (CT) scan shows free intraperitoneal fluid only. The 
mesentery becomes stranded and stratified as the fluid accumulation outlines the small  
bowel mesentery. The small bowel vessels are identified easily within the mesenteric fat. Middle. 
Class II. CT scan shows tumor involvement of the small bowel mesentery. The peritoneal lining 
is thickened and enhanced due to the presence of tumor nodules or plaques. There may be 
an increased amount of ascitic fluid. The small bowel mesenteric vessels are still identifiable. 
Bottom. Class III. CT scan shows increased solid tumor involvement with adjacent bowel 
loops matted together. The configuration of the small bowel and its mesentery is distorted 
and thickened. Intraperitoneal fluid may be loculated. The small bowel mesenteric vessels are 
difficult to define due to the obliteration of mesenteric fat density.

Table 2: Interpretative CT Classification
 
Interpretative CT Scan Classification of Small Bowel and its Mesentery 

Class Presence of 
Ascites

Small Bowel 
and Mesentery 
Involvement

Loss of 
Mesenteric 
Vessel Clarity

CT Scan 
Interpretation

0 No No No Normal 

appearance

I Yes No No Ascites only

II Yes Thickening, 

enhancing

No Solid tumor 

present

III 

 

Yes 

 

Nodular thickening, 

segmental 

obstruction

Yes 

 

Loss of normal 

architecture 

CT = computed tomography.
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The PCI has been determined to be a useful prognostic indicator in DMPM 

patients. Sugarbaker and colleagues showed that a PCI between 0 and 28 

was associated with a median survival of 67 months.2 A PCI between 29 

and 39 showed a 26-month median survival (p=0.046).

Intraoperative Prognostic Assessment by  
Cytoreduction Score
The second intraoperative quantitative prognostic indicator is the 

completeness of cytoreduction (CC) score). This is determined after  

the surgeon’s best efforts using peritonectomy procedures and visceral 

resections to clear the abdomen and pelvis of disease. A CC score of 

0 indicates no visible evidence of DMPM. A CC-1 score indicates tumor 

nodules less than 0.25 cm in greatest diameter. No assessment of the 

number of nodules for CC score quantitation is needed. However, a CC-1 

score indicates that the small nodules are individual nodules and not a 

confluence of disease. A CC-2 score indicates nodules between 0.25 cm 

and 2.5 cm. For a CC-2 score, the nodules are individual nodules without 

a confluence of disease on either visceral or parietal peritoneal surfaces. 

For a CC-3 score, the nodules are greater than 2.5 cm. Alternatively, a 

layering of smaller tumor nodules so that there is a confluence of disease 

on peritoneal surfaces would be considered a CC-3 score. 

Sugarbaker and colleagues determined the importance of the completeness 

of the CC score in assessing prognosis. In 41 patients with a score 

between 0 and 2, there was a 67-month median survival. In patients with 

a completeness of CC score of 3, there was a 26-month median survival 

(p=0.003). The completeness of CC score was a dominant prognostic 

indicator in terms of the success of these treatments.2

It is important to establish that the CC score in patients with peritoneal 

mesothelioma may not be as definitive as for patients with gastrointestinal 

malignancy. For gastrointestinal cancer the CC score is a determinant of 

survival. By contrast, for peritoneal mesothelioma patients, CC-0 (no visible 

evidence of disease), CC-1 (nodules less than 2.5 mm in diameter), and 

CC-2 (nodules between 2.5 mm and 2.5 cm in diameter in the absence of 

a confluence of disease), survival was not clearly separable by statistical 

analysis. Patients with CC-3 cytoreduction did significantly worse with 

these treatments. It is quite possible that larger numbers of peritoneal 

mesothelioma patients would increase the prognostic implications of the 

CC score.2

Treatment
Currently, the surgery for patients with DMPM is referred to as cytoreductive 

surgery and it involves a series of peritonectomy procedures combined 

with visceral resections in an attempt to clear, with a goal of complete 

visible removal of all disease. The peritonectomy procedures and visceral 

resections are listed in Table 3. 

The treatment plan that has evolved in these patients over the last 2 

decades is shown in Figure 10. The first step in treatment is to establish a 

diagnosis. With the biopsy, the prognostic significance of histomorphologic 

Figure 9: The Peritoneal Cancer Index Figure 10: Treatment Plan Peritoneal Mesothelioma

Current plan for clinical management of peritoneal
mesothelioma (bidirectional administration of 
ve

chemotheraphy agents)

Diagnosis with biopsy

CT chest, abdomen, pelvis

Placement of intraperitoneal port

EPIC paclitaxel

Follow-up

Cytoreductive surgery; HIPEC doxorubicin and cisplatin; IV ifosfamide

Long-term bidirectional chemotheraphy with IP pemetrexed and IV cisplatin

This index combines a size and a distribution parameter to achieve a numerical score. The 
lesion size (LS) is used to quantitate the size of peritoneal nodules. LS-0 indicates no tumor 
seen, LS-1 indicates tumor implants up to 0.5 cm, LS-2 indicates tumor implants between 0.5 
and 5 cm, and LS-3 indicates tumor implants larger than 5 cm or a layering of cancer. The 
distribution of tumor is determined within the 13 abdominopelvic regions. Two transverse planes 
and two sagittal planes are used to divide the abdomen into nine abdominopelvic regions 
(AR-0 through AR-8). The upper transverse plane is located at the lowest aspect of the costal 
margin. The lower transverse plane is placed at the anterior superior iliac spine. The sagittal 
planes divide the abdomen into three equal sectors. These lines define nine regions that are 
numbered in a clockwise direction with 0 at the umbilicus and 1 defining the space beneath 
the right hemidiaphragm. The small bowel is assessed as an additional four abdominopelvic 
regions designated AR-9 through AR-12 and includes the upper jejunum, lower jejunum, upper 
ileum, and lower ileum, respectively. The summation of the lesion size score in each of the 13 
abdominopelvic regions is the peritoneal cancer index (PCI) ranging from 0 to 39.

Table 3: Visceral Resections and Peritonectomy 
Procedures with Complete Cytoreduction as the Goal
 
Peritonectomy Procedures and Resections that are Combined to
Complete a Cytoreduction Procedure 
Peritonectomy  Resections 
Anterior parietal peritonectomy  Old abdominal incisions, umbilicus, and  

 epigastric fat pad

Left upper quadrant peritonectomy Greater omentectomy and spleen

Right upper quadrant peritonectomy  Tumor on Glisson’s capsule of the liver

Pelvic peritonectomy Uterus, ovaries, and rectosigmoid colon

Omental bursectomy Gallbladder and lesser omentum

Small bowel mesentery 

CT = computed tomography; EPIC = early postoperative intraperitoneal chemotherapy; HIPEC = 
hyperthermic perioperative chemotherapy; IP = intraperitoneal; IV = intravenous. 
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parameters is determined. A CT scan of chest, abdomen, and pelvis is 

then used and the concerning radiologic features are summarized. If it is 

thought that the histology and preoperative CT suggests a high likelihood 

of complete or near complete (CC-0, CC-1, or CC-2) cytoreduction, the 

patient is recommended for surgery using the peritonectomy procedures 

and visceral resections outlined above. 

At the completion of the cytoreduction, HIPEC with doxorubicin 

and cisplatin is used. Also, there is an intravenous administration 

of ifosfamide by continuous infusion. At the time of surgery, a 

Tenckhoff catheter is positioned to maintain a high inflow of cancer 

chemotherapy. Four drains are positioned so rapid outflow of peritoneal 

fluid can occur. A heat pump recirculates the chemotherapy solution 

to maintain the temperature within the abdomen and pelvis at 42–43°C  

(see Figure 11). 

The inflow catheters and outflow drains are retained within the abdomen 

and pelvis postoperatively. Through the Tenckhoff catheter and four 

closed-suction drains the patient is treated with 20 mg/m2 of paclitaxel 

for 5 days. This calls for a total of 100 mg/m2 of paclitaxel given in the 

early postoperative period. A second intraperitoneal access device is 

the intraperitoneal port, which is used for intraperitoneal pemetrexed 

combined with intravenous cisplatin every 4 weeks for 6 cycles. The 

standardized orders for the HIPEC and EPIC are shown in Tables 4 and 5. 

The standardized orders for long-term intraperitoneal chemotherapy 

through an intraperitoneal port are shown in Table 6.

Results of the Evolution of Treatment 
Strategies for Peritoneal Mesothelioma  
Over 2 Decades
The evolution of treatments that has occurred at the Center for 

Gastrointestinal Malignancies, MedStar Washington Hospital Center 

is as follows. In group 1 patients, the treatments were limited to 

cytoreduction plus HIPEC doxorubicin and cisplatin (n=42). The group 

2 patients had cytoreduction plus HIPEC cisplatin and doxorubicin 

combined with EPIC paclitaxel (n=59). In group 3, the patients had 

cytoreduction plus HIPEC doxorubicin and cisplatin, EPIC paclitaxel, 

and combined intraperitoneal pemetrexed and systemic cisplatin for 

Figure 11: Administration of Heated Intraoperative 
Intraperitoneal Chemotherapy

After placement of tubes, drains, and temperature probes, the skin edges are elevated onto 
the rim of a self-retaining retractor using a running suture. A plastic sheet incorporated into the 
sutures covers the abdomen and prevents splashing or loss of chemotherapy aerosols into  
the environment. A slit in the plastic sheet allows the surgeon’s hand access to the abdomen 
and pelvis. His continuing activity guarantees that all abdominal surfaces will have access to 
uniform doses of heat and chemotherapy. A smoke evacuator pulls the air beneath the plastic 
cover through a charcoal filter to prevent any aerosols from gaining access to the operating 
room environment.

Table 4: Hyperthermic Perioperative Chemotherapy 
 
Hyperthermic Perioperative Bidirectional Chemotherapy for Gastric and 
Ovarian Cancer, Mesothelioma, and Sarcoma
1. Add cisplatin (50 mg/m²) _____ mg to 2 liters of 1.5 % dextrose peritoneal 

dialysis solution. Add doxorubicin (15 mg/m²) _____ mg to same 2 liters of  

1.5 % dextrose peritoneal dialysis solution

2. Add ifosfamide (1,300 mg/m²) _____ mg to 1 liter 0.9 % sodium chloride. Begin 

continuous IV infusion over 90 minutes simultaneously with IP chemotherapy

3. Add mesna disulfide (260 mg/m²) _____ mg to100 ml 0.9 % sodium chloride  

to be given IV as a bolus 15 minutes prior to ifosfamide infusion

4. Add mesna disulfide (260 mg/m²) _____ mg to 100 ml 0.9 % sodium chloride  

to be given IV as a bolus 4 hours after ifosfamide infusion begins

5. Add mesna disulfide (260 mg/m²) _____ mg to 100 ml 0.9 % sodium chloride  

to be given IV as a bolus 8 hours after ifosfamide infusion begins

6.  Send all the above to operating room # _____ at _____ o’clock on ________ 

(date) for a 90-minute treatment

IP = intraperitoneal; IV = intravenous.

Table 5: Early Postoperative Intraperitoneal 
Chemotherapy 
 
Early Postoperative Intraperitoneal Chemotherapy with Paclitaxel 
(Post-op days 1–5) for Gastric and Ovarian cancer, Mesothelioma 
1.  Paclitaxel ________ mg (20–40 mg/m² x _______ m²) (maximum dose: 80 mg) 

in _______ ml 6 % Hespan® (B. Braun, Irvine, CA) via the Tenckhoff catheter or 

IP port daily. Start date: ________________ Stop date: __________________ (For 

daily doses >500 ml total volume, pharmacy will split dose equally into two bags)

2.  Instill as rapidly as possible via the Tenckhoff catheter or IP port. Dwell for 

23 hours. Drain from Jackson-Pratt drains for 1 hour prior to the next instillation

3.  Continue to drain the abdominal cavity by Jackson-Pratt drains after the last 

dose of IP chemotherapy

4.  During the initial 6 hours after chemotherapy instillation, patient’s bed should be 

kept flat. The patient should be on the right side during instillation. Turn half an 

hour post instillation onto the left side and continue to change sides at half an 

hour intervals for 6 hours

5.  Monitor with a pulse oximeter during the first 6 hours of each IP chemotherapy

IP = intraperitoneal.
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6 months (n=29). These data clearly show the marked improvement in 

survival of these patients when the long-term regional chemotherapy 

treatments were used.

The 10-year survival for group 1 is 24 %, group 2 38 %, and group 3 73 %. 

These survival estimates were significant with a p=0.0276. These results 

need to be interpreted with great caution. It must be clearly stated that 

patient groups were not compared in the context of controlled trials. 

Also, improvements in the learning curve, especially improved patient 

selection, may have contributed (at least in part) to better prognosis. The 

study has been carried out over 20 years.

In conclusion, peritoneal dissemination of peritoneal mesothelioma is the 

only major pathway for spread of this disease. This regional dissemination 

suggests that advanced treatments within the abdomen and pelvis may 

be associated with benefit. Patients can now be selected for benefit based 

on preoperative quantitative prognostic indicators using histomorphologic 

pathologic parameters and a carefully performed CT scan of the chest, 

abdomen, and pelvis. Clearly, these two preoperative assessments are of 

great value in excluding patients who will not profit from the aggressive 

management plan that does carry a mortality of 1 % and serious morbidity 

of 12 %. Following the best efforts at cytoreduction, regional chemotherapy 

treatments using HIPEC (cisplatin, doxorubicin, and ifosfamide) combined 

with EPIC (paclitaxel) are used. Long-term intraperitoneal or combined 

intraperitoneal and systemic treatments are associated with a marked 

improvement in survival suggesting that this long-term treatment should 

be added to the standard of care for these patients. It is suggested that 

this long-term local-regional treatment strategy be substituted for systemic 

chemotherapy in patients with this disease process. n

Table 6: Long-term Adjuvant Bidirectional 
Chemotherapy
 
Adjuvant Bidirectional Chemotherapy with Intravenous Cisplatin 
and Intraperitoneal Alimpta for Peritoneal Mesothelioma (ABC)
Height: __________ ft Weight: _________ kg BSA: _________ m2

      __________ in _________ lbs

•	 Start	peripheral	IV	with	large-bore	catheter	2	hours	prior	to	chemotherapy	

administration

•	 Run	D5½	normal	saline	at	200	cc/hour

•	 Odansetron	(Zofran)	(0.15	mg/kg)	______	mg	IV	push	30	minutes	prior	to	

pemetrexed

•	 Pemetrexed	(Alimpta)	(500	mg/m2) ________mg in 1,000 ml 1.5 %  

dextrose peritoneal dialysis solution as a 60-minute rapid infusion  

through intraperitoneal port

•	 30	minutes	after	pemetrexed	infusion	give	12.5	gm	mannitol	in	100	ml	normal	

saline over 15 minutes IV

•	 60	minutes	after	pemetrexed	infusion	give	cisplatin	(75	mg/m2) ______ mg in 

250 ml normal saline over 120 minutes IV

•	 Treatments	to	start	in	AM	on	__________

•	 Plan	discharge	on	__________

BSA = body surface area; IP = intraperitoneal; IV = intravenous.
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