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INTRODUCTION 

Patients with pelvic and abdominal cancers usually present 

with bowel obstruction, especially peritoneal, colorectal, 

and pancreatic carcinomatosis. Around 7-29% of patients 

with colorectal cancer, the initial presentation is acute large 

bowel obstruction.1 The latter has been estimated to be a 

common etiology for surgical emergencies. Besides, it was 

previously estimated that a mean duration of 13.1 months 

has been estimated for the time of onset of an operable 

malignant obstruction and the diagnosis of cancer.2 Elderly 

patients with multiple comorbidities are the most 

commonly affected, and usually present at the late severe 

stages of the disease.3  

Furthermore, it has been estimated that bowel obstruction 

is more frequently observed in patients being palliatively 

treated for colon and gynecological cancers (with 

estimated prevalence rates of 4-24%, and 5-42%, 

respectively), the condition can also still be observed in 
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patients that are being treated from lung, gastric, 

melanoma, breast, pancreatic, and biliary cancers.4 

Additionally, Benign etiologies are more common than 

malignant ones to cause bowel obstruction, and such 

causes might include volvulus adhesions, intussusception, 

and fibrosis, which might result from chemotherapy or 

radiotherapy during the intraabdominal management of the 

different conditions.5,6 Bowel obstruction might also occur 

secondary to constipation, diabetic neuropathy, and other 

iatrogenic causes as the frequent administration of 

anticholinergic medications and opioids. These causes 

might result in functional or mechanical bowel obstruction 

through intestinal slow down or induction of complete 

stenosis. Functional obstruction is attributed to the 

presence of tumor obliteration, celiac-plexus obstruction, 

paraneoplastic neuropathy, or paraneoplastic pseudo-

obstruction, which might affect the celiac, mesenteric, or 

enteric plexuses. Diabetes mellitus might also be a 

common cause of chronic pseudo-obstruction.7 

A poor prognosis has been reported for patients that suffer 

from gastrointestinal bowel obstruction secondary to later 

stage carcinomatosis, although maximal treatment 

approaches might have been administered. In this context, 

these patients are suggested to survive for only a few weeks 

to months, and parenteral nutrition did not enhance the 

outcomes in these situations.8,9 In the present literature 

review, we aim to provide an overview of large bowel 

obstruction in palliative care together with the current 

management and monitoring approaches based on 

evidence from the current studies in the literature. 

METHODS 

This literature review is based on an extensive literature 

search in Medline, Cochrane, and EMBASE databases on 

05 August 2021 using the medical subject headings 

(MeSH) or a combination of all possible related terms. 

Papers discussing the large bowel obstruction in palliative 

care were screened for relevant information, with no 

limitation on date, language, age of participants, or 

publication type.  

DISCUSSION 

Many mechanisms have been proposed among studies in 

the literature for developing bowel obstruction in palliative 

care. Initial extensive bowel distensions due to gas 

secretions within the bowel, followed by the excessive 

secretions of fluids, leading to a vicious cycle of bowel 

distensions. This will significantly lead to the increased 

release of vasoactive peptides and increased bowel 

inflammation, which will lead to significant damage to the 

underlying mucosa.10 Nausea, vomiting, cramping, pain, 

and bloating might be the clinical presentation during this 

phase. The severity, duration, and frequency of symptoms 

are hugely variable based on the severity and region of 

obstruction. For instance, in patients suffering from large 

bowel obstruction, late frequent diarrhea is the usual 

manifestation as a result of the underlying bacterial 

overgrowth, while in small intestinal obstruction, the 

symptoms appear earlier with associated nausea, vomiting, 

and cramping. Two types of pain might be associated with 

bowel obstruction. One type is continuous and occurs due 

to the underlying etiology, while the other is intermittent 

and occurs following dietary intake. Feculent vomit might 

also be a manifestation in patients with large bowel 

obstruction compared to the biliary in gastric and small 

intestinal obstructions. Stool and flatus might also be 

absent in cases suffering from complete obstruction.11 

Estimates show that gastrointestinal obstruction is a 

common condition in patients undergoing palliative care, 

especially for carcinomatosis. For instance, it has been 

estimated that around 4% and 25% of patients with ovarian 

carcinoma, and colorectal cancer, respectively, suffer from 

a large bowel obstruction. Moreover, a prevalence rate of 

bowel obstruction of might be up to 42% in patients 

suffering from ovarian carcinomas, and these patients are 

at significantly high risk of mortality. However, it should 

be noted that small bowel obstruction has been estimated 

to be significantly more common than large bowel 

obstruction.12,13 Bowel obstruction can be observed to be 

multiple or single, complete or partial, as a result of benign 

or malignant etiologies, and can affect the different parts 

of the gastrointestinal tract, including the rectum and 

esophagus.  

Diagnosis and evaluation 

It is widely accepted that bowel obstruction is not an 

emergent case as patients are usually evaluated and 

managed in the presence of multidisciplinary personnel 

that was present to achieve palliative care of the patient’s 

underlying condition. Adequate evaluation of the patient’s 

conditions and the severity of obstruction and relevant 

parameters are the main and most important steps in 

achieving proper management of these patients. Blood 

investigations might also aid in the diagnosis and 

evaluation of the underlying case and the relevant severity. 

For instance, liver enzymes, albumin, complete blood 

count, C-reactive protein, and lactate dehydrogenase levels 

might add to the prognostic approaches following the 

initial management of these patients and warn against the 

potential development of a serious disease. Besides, 

conducting frequent radiographs might help in the proper 

assessment of the patient’s condition, help with detecting 

fluid-air levels, and decide whether constipation or 

obstruction is present. However, it has been previously 

indicated that most of these approaches are of limited 

values.7 Previous studies have also demonstrated that the 

administration of amidotrizoate (gastrografin) might aid 

the diagnostic value of radiographs and can potentially 

help in partial obstruction reversal.14-16 Nevertheless, this 

approach has been reported with cases of small bowel 

obstruction with little evidence regarding cases with large 

bowel obstruction. Besides, it has been recommended that 

barium should not be used in such cases. To adequately 

establish a proper diagnosis, computed tomography has 

been suggested as the best modality for this purpose. It can 
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help in deciding whether the obstruction is true or false, 

and in determining the level and place of the obstruction, 

the severity, the frequency, and the underlying etiology of 

this obstruction.17-20 Enema and colonoscopy can also be 

used with validated efficacies, however, they are not 

always available at the different healthcare centers. After 

establishing the diagnosis of obstruction, the management 

plan should be adequately discussed with the patients and 

their families to decide what is best and achieve favorable 

outcomes. The different treatment plans for patients with 

obstruction are discussed in the following section. 

Management 

Clinical manifestations as pain, nausea, and vomiting 

should be observed and assessed. For instance, adequate 

administration of fluids through intravenous routes and 

proper correction of electrolytes is essential to achieve this 

and enhance the outcomes. Using a nasogastric tube might 

also be useful to relieve and decompress underlying nausea 

and vomiting, or inhibiting the oral administration of 

anything by the managed patients. In general, it is 

acceptable that choosing the appropriate treatment plan is 

hugely dependant on the severity of the condition (whether 

it is complicated or not), the type of the obstruction, the 

patient’s preference, and the expected prognosis. Surgical 

approaches can still be offered to patients that are being 

treated with palliative care in certain conditions, including 

no symptomatic resolution within 2-3 days following the 

administration of conservative treatment, only one site is 

obstructed, and the patient is in a suitable physical 

condition.21 Besides, the chances even increase in patients 

suffering from benign obstruction because studies have 

demonstrated that the outcomes are more favorable with 

these patients.7,8,14,22,23 Figure 1 summarizes the 

approaches that should be done when managing patients 

with large bowel obstruction. 

 

Figure 1: Summary of the management steps of large bowel obstruction.24 

The current management modalities of large bowel 

obstruction include stent placement, surgical interventions, 

and medical management. Based on the current evidence 

from studies in the literature, some factors might predict 

the poor outcomes of performing surgical interventions for 

patients suffering from a palliative large bowel 

obstruction. These include advanced stages of the 

underlying etiology, multifactorial obstruction, peritoneal 

carcinomatosis, large ascites, leukocytosis, and 

hypoalbuminemia.25,26 Although stent placement has been 

validated as an acceptable and efficacious non-surgical 

modality for the management of large bowel obstruction, 

it has been associated with fewer than 30 days of 

prognostic favorable outcomes and reduced effectiveness. 

Furthermore, it has been demonstrated that the presence of 

peritoneal carcinomatosis and frequent stenotic regions are 

absolute contraindications for stent placement 

approaches.27 In such cases, it has been demonstrated that 

the installation of a nasogastric tube to suck excess fluid 

and intravenous fluid administration for these cases have 

been recommended as favorable conservative approaches 

to manage these cases. However, it should be noted that 

such procedures would not reduce the frequency or 

severity of the underlying condition, although it might 

induce mild symptomatic relief, in patients with poor 

prognostic outcomes. Besides, frequently using tubes and 

intravenous management might prolong the period of 

hospital stay and reduce the quality of life for the affected 

patients. According to the European association for 

palliative care and the National comprehensive cancer 

network, corticosteroids, opioids, anticholinergics, 

octreotide, and anti-emetics should be used as the first-line 

modalities in the management of large bowel obstruction 

patients with no complications and mild disease severity, 

while suctioning by nasogastric tubes should be 

approached when resistance to the medical treatment 

modalities was observed.28-30 Moreover, the main aim of 

using these drugs is to reduce bowel secretions, peri-

tumoral edema, and peristaltic movements. Using 

metoclopramide was also suggested because the drug can 

lead to significant pro-motility actions with direct 

inhibition of the central chemoreceptor triggers.4,31 This is 

due to the drug has serotonin agonist and dopamine 

antagonist characteristics. However, it should be noted that 

present evidence only supports the administration of 

metoclopramide for cases with small intestinal bowel 

obstruction and patients that do not suffer from acute 

severe pain. 

The reason behind using somatostatin analogs in these 

situations would be because they can significantly reduce 

gastric motility, intestinal movements, and secretions. In 
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2012, the SALTO study has demonstrated the significant 

effects of using octreotide in patients suffering from 

intestinal obstruction that is owing to peritoneal 

carcinomatosis and showed that favorable outcomes were 

associated in patients that received this drug modality, and 

the effects were marked among patients with moderate and 

severe conditions.32 This was furtherly indicated by other 

investigations that showed that patients with malignant 

bowel obstruction were associated with a significant 

reduction in gastrointestinal symptoms following the 

administration of the medical treatment modalities, 

including opioids, octreotide, and corticosteroids.33-37 The 

dosage for the medical treatment plans has been adequately 

demonstrated and discussed elsewhere.13,38-40  

In a previous meta-analysis, Cennamo et al reported that 

46.8%, and 65.2% of patients in the surgery and stent 

groups, respectively, required primary anastomosis.41 

Moreover, another meta-analysis by Zhang et al indicated 

that the complications rate was significantly lower in 

patients with the stent group than the surgery one.42 On the 

other hand, Tan et al reported that both treatment groups 

were associated with similar complications and mortality 

rates, and although the rates of stomas formation were 

lower in the stent group, no significant differences were 

noticed when permanent stomas were considered.43 

Cirocchi et al also conducted a meta-analysis of 

randomized controlled trials and reported that both 

treatment modalities did not significantly differ in terms of 

overall complications and mortality rates.44  

Besides, the clinical success rates were notably higher in 

the emergency surgery group as compared to the stenting 

one. In a systemic review, Frago et al reported that 

evidence regarding favoring one of the management 

modalities over the other is conflicting among studies in 

the literature, and therefore, clinicians should approach the 

appropriate treatment plans based on the patients' 

conditions and evaluation of each case.24 This was also 

supported by another systematic review by Watt et al.45  

CONCLUSION  

Medical treatment includes the administration of 

corticosteroids, opioids, anticholinergics, octreotide, and 

anti-emetics, while surgical outcomes might be more 

efficacious with more favorable clinical outcomes. 

However, these operations have been reported with 

multiple complications that might worsen the prognosis. 

Stent application is another non-surgical modality with 

fewer adverse events. Nevertheless, evidence regarding its 

superiority over the surgical approaches is conflicting 

among the different studies in the literature. Accordingly, 

further investigations are still needed for adequate 

validation. 
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