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Background Malignant bowel obstruction (MBO) is a common problem in patients with ovarian and
colorectal cancers. MBO also occurs with other abdominal (e.g., gastric, pancreatic) and non-abdominal
malignancies. MBO may be related to cancer (intraluminal or extraluminal tumor growth), its treatment
(e.g., radiation enteritis), or benign etiologies (e.g., adhesions or internal hernias). Interventional
treatment options should be considered except in those who are actively dying (see Fast Fact #3). In
cases where surgical or interventional treatment of the MBO is not feasible, medical management can be
effective at relieving MBO symptoms (see Fast Fact #45 for further information).
Goals of treatment of a MBO include relieving nausea and vomiting, allowing oral or enteral intake,
alleviating pain, and permitting the patient to return to their chosen care setting. Although it is recognized
that improvement in quality of life after surgery is variable (42-85%), there is no consistent parameter
used to determine this clinical outcome. With careful patient selection, surgical and interventional
procedures may offer increased survival.
Surgical Approaches The optimal procedure is that which offers the quickest, safest, and most
efficacious means to alleviate the obstruction and thereby improve symptoms and quality of life. Options
include bowel resection (which may lead to the best overall outcome), bypass, or a gastrostomy.
Intestinal stoma creation may be necessary after resection, or to adequately bypass the blockage.
Laparoscopic procedures may be attempted, although this approach may be difficult due to adhesions,
peritoneal carcinomatosis, or bowel dilatation. Cytoreductive procedures (resection of intraperitoneal
tumor) frequently carry a high morbidity and usually are only considered with very low-grade tumors, such
as pseudomyxoma peritonei and early gynecologic malignancies. Many patients are deemed inoperable
(6.2-50%), with the most frequent reasons being extensive tumor spread, multiple partial obstructions,
and inability to correct obstructions surgically. Surgical risks must be carefully considered prior to an
operation, as morbidity (42%) and mortality (5-32%) are common, and the re-obstruction rate is high (1050%). Poor prognostic indicators for surgical intervention include ascites, carcinomatosis, palpable intraabdominal masses, multiple bowel obstructions, prior obstructions, and a poor performance status (e.g.,
Karnofsky performance score 60 or below).
Endoscopic Approaches are suited for patients who have symptoms refractory to medical management,
are poor operative candidates, and/or decline an open operative intervention. The major approaches
include endoscopic stenting and percutaneous endoscopic gastrostomy (PEG) tube placement for
feeding and/or venting.
 Stenting procedures typically involve laser or balloon dilatation to canalize the lumen, then an
endoluminal wall stent is employed. They have a high symptom relief success rate (64-100%) in
complete and incomplete colorectal MBOs, and intestinal MBOs (e.g., gastric outlet, duodenal, and
jejunal) that may last many months. Risks include perforation (0-15%), stent migration (0-40%), or reocclusion (0-33%). Stent occlusion by tumor in-growth is a known complication, but this is usually
amenable to additional endoscopic interventions.
 PEG tube placement can alleviate symptoms of intractable vomiting and nausea for upper GI MBOs
in up to 90% of appropriately selected patients by venting secretions and air pressure into an external
collecting system. In combination with other medical techniques, many patients can enjoy intermittent
oral intake, longer-term enteral nutrition (depending upon goals of care), and/or undergo nasogastric
tube removal after the procedure. Complications are rare. Relative contraindications include
anatomic difficulties in accessing the stomach endoscopically, peritoneal carcinomatosis, and
significant ascites (see Fast Fact #308 for more information on treating malignant ascites).
 Percutaneous transesophageal gastrostomy tube (PTEG) placement is currently utilized in a handful
of tertiary care institutions as a venting procedure for MBO patients with a relative contraindication to
PEG placement. One study of 50 patients revealed a 95% technical success rate, 78% improvement
in nausea compared to nasogastric tube, and symptomatic improvement in all patients who

underwent PTEG placement. The most common indications for PTEG placement are peritoneal
carcinomatosis (56%), and ascites (24%). Contraindications are like conventional gastrostomy.
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