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Management of Malignant Bowel Obstruction (MBO), Part 1

A 42 year old woman, mother of three, is admitted with a three day history of abdominal pain, distension, nausea and intermittent vomiting. She has had no bowel movement for four days, passed no flatus for two. Two years ago she had a sigmoid colectomy for stage 3 adenocarcinoma followed by six cycles of FOLFOX (oxaplatin, 5-FU, leucovorin). A CT scan six months ago showed no evidence of tumor, but her CEA last month had risen from 2 to 6. She is afebrile, well nourished. Her abdomen is distended, tympanitic, mildly tender to palpation. Occasional high-pitched bowel sounds are heard. There are no inguinal or incisional hernias. The rectum is empty. Laboratory studies are unremarkable. A plain abdominal radiograph shows dilated loops of small bowel extending into the pelvis and a paucity of gas in the colon. A diagnosis of small bowel obstruction is made.

Bowel obstruction is any situation in which normal transit through the GI tract is mechanically delayed or prevented. It occurs in approximately 3 % of all hospice patients, 5 – 43% of patients with intra-abdominal malignancy (ovarian Ca – 25-40%, colorectal Ca – 10-15%; also with Ca pancreas, stomach, bladder, endometrium, melanoma), and those with a previous history of obstruction. The differential diagnosis includes constipation, hernia, adhesions, radiation stricture, volvulus, medication, metabolic derangement, and neurogenic causes. In patients with malignancy, MBO is due to the original tumor 65% of the time, non-malignant causes 3 – 45%, new tumor (which may be resectable) 10%. Patients presenting for the first time are more likely to have a single site of obstruction. Malignant small bowel obstruction (MSBO) is usually seen with carcinomatosis; malignant large bowel obstruction (MLBO) usually has a single site. Tumor-related causes may be from external compression, an intra-luminal mass (“apple core”), intussusception (polypoid lesion, melanoma, lymphoma), or invasion of the neural plexus producing ileus or pseudo-obstruction. 

Two types of pain are usually prominent. One is colicky (75%), with paroxysms alternating with pain free intervals. Usually, the higher in the GI tract the obstruction the more severe the pain, and there are audible “rushes” or borborygmi with the colic. These pains and sounds are absent with ileus. This pain responds well to opioids and anticholinergics, the former given parenterally in amounts over-and-above any analgesics being taken chronically.

The other pain pattern is continuous, often the “background” or chronic pain of advanced disease. It may be caused by pressure from tumor, distension of a fibrous capsule (e.g. Glisson’s capsule), or abdominal distension per se. It may also signal impending bowel ischemia, though perforation is uncommon with MSBO. This pain also responds well to opioids, which should be given parenterally on a scheduled or continuous basis in doses at least equianalgesic to any taken chronically

Nausea and vomiting are present in 65 – 100% of cases of MBO, and may be distinct from other symptoms. It is helpful to assess the frequency, volume, and character of the emesis. In obstruction high in the GI tract emesis may be shortly after eating food or liquid ingestion, profuse, and contain undigested food. Bile may or may not be present, the abdomen may or may not be distended (especially in carcinomatosis without ascites – the en cuirass phenomenon), and bowel sounds normal. Fecaloid emesis denotes obstruction in the distal bowel, while constipation/obstipation denotes a late obstruction. Frequent loose but non-diarrheal stools or soiling may signal fecal impaction.


Initial management should entail fluid and electrolyte replacement and, usually, a trial of nasogastric tube decompression. All medications should be given by the parenteral route, either intravenously or subcutaneously, as absorption from the GI tract in the face of complete or partial obstruction is unreliable. Abdominal x-rays and/or CT scan help clarify the diagnosis and provide important information while assessment of indications for operative intervention versus non-operative management are made.  Likewise, discussions can be carried out with the patient and family establishing the goals and plan of care.

This case and its management will be discussed further in next month’s issue.
