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Palliative Care of Malignant Bowel Obstruction, Part 2

The Case Continued: 


The patient is hydrated and an NG tube passed. Ct of the abdomen shows dilatation of the small bowel and colon to the rectosigmoid with abrupt cut-off and indistinct mass effect and induration at that point. There is no free air. There are several hypodense lesions in the right hepatic lobe. 


Pertinent questions and considerations at this point should include: how would you convey this information? what other information would be relevant before recommending or selecting treatment? what do you estimate her life expectancy to be with recurrent, stage 4 carcinoma of the colon? what treatment would you recommend, and why?


Certainly surgical consultation is necessary here, and experienced judgment needs be exercised. While there a number of interventions from which one might choose (resection, debulking, ostomy, bypasss, gastrostomy, endoscopic stent), one also needs acknowledge that mere restoration of bowel patency is not likely to reverse many symptoms of advanced disease (anorexia, inanition, fatigue, pain). While the emotional tug and desire to “do something” is strong, what to do that will be helpful requires assessment of functional status and the family or support constellation, capabilities, and concerns. No matter what course is elected, it is absolutely irresponsible at this point to neglect discussion of the goals of care and to complete or review advance directives.


Patients with unproven intra-abdominal malignancy should be offered surgery. Of patients with known cancer electing surgery, 35% will be found to have a benign cause of the obstruction or a potentially resectable tumor.  Good candidates for exploration are those with an estimated life expectancy of greater than two months (remember, physicians over-estimate life expectancy by a factor of five) and an ECOG performance status core greater than two. Poor candidates are those with ascites, palpable abdominal masses, distant metastases, multiple levels of obstruction, hepatic insufficiency, prior abdominal rdiation, and a previous laparotomy for obstruction. For those operated, over-all mortality is 15-35%, and morbidity 7-30%.

Endoscopic stenting of the rectosigmoid is attempted, cannot be done. She is taken to surgery, a segmental resection with colostomy is done. There are multiple peritoneal and hepatic metastases. She recovers uneventfully and elects to undergo a course of “salvage” chemotherapy. Three months after laparotomy she presents in the ED with several days’ history of steady and crampy abdominal pain, nausea, vomiting, and abdominal distension. She is cachectic and apprehensive, and several masses are palpable abdominally.  Abdominal films show multiple air-fluid levels in distended small bowel, no gas in the colon. 

She says, “All I want to do is go home”.


How would you respond? What treatment options are available? How would you establish a plan of care which could be carried out at home?


The majority of terminally ill cancer patients with malignant bowel obstruction can be comfortably managed non-operatively, often without NG suction or IV fluids, and at home. There is abundant evidence showing such “conservative” management does not shorten survival. 

Obviously the preferred route of administration for drugs is parenteral, either subcutaneous or intravenous via continuous infusion or intermittent administration. If the obstruction and vomiting recede with therapy and absorption becomes more reliable, oral medications can be resumed.


The goal of pharmacologic management is to reduce nausea and pain altogether, and reduce vomiting to once or twice a day. Opioids are the mainstay of pain management, and are needed to treat both the “background” pain from tumor, but the cramping pain of obstruction in addition. Cramps are treated with anticholinergics such as atropine (0.4 mg SQ q 6h, e.g.) or scopolamine transdermal patches. Nausea is dealt with by scheduled parenteral doses of metoclopromide or haloperidol, or phenothiazine by suppository. Octreotide 50-100 micrograms every 6 hours is used to decrease intestinal secretions. Dexamethasone 12-16 mg. daily helps reduce peritumoral edema, often enough to allow temporary relief of obstruction. Trial of a pro-kinetic such as metoclopromide 10 mg. q6h may be useful; it should be discontinued if cramping increases. Patients should be allowed to eat or drink small amounts of liquids or low residue foods to tolerance, and mouth care provided every hour or two to relieve the sensation of thirst, benefits artificial hydration does not provide.


In summary, selection of a therapy for patients with MBO should consider the natural course of disease, the relevance of treatments to patients’ goals, and the capabilities and experience of an interdisciplinary treatment team and the caregivers. Realistic prognostication and clear, empathic communication – particularly around the scope, potential risks and hoped-for benefits of interventions - lay the groundwork for shared decision making. The demonstrated commitment of all professional caregivers – including the surgeon – to the ongoing care of the patient with MBO is as important to the patient and family as any (operative) intervention that may have been done or, with judgment, left undone.

