
Malignant bowel obstruction(MBO):
what does your surgeon need to know?





So how do I approach this 
patient group?



• True MBO 



What is the etiology?

Benign Malignant

Peritoneal enhancement Mild Moderate to bulky

Obstructing mass No Yes 

Mural thickening Segmental or diffuse Focal often due to a 
serosal mass

Is there a single transition or are there multiple ?

Transition corresponds to the area of calibre change between dilated and 
decompressed bowel
• Typically is the site where cause for obstruction is apparent
• CT accuracy ranges from 63-93%

Derived from Low et al1

1.Low et al Radiology 2003;228:157-165



65 year old patient 
with recurrent 
ovarian malignancy 
presents with 
peritoneal disease 
and multifocal 
transitions (arrows) 
due to serosal 
disease 
(arrowheads)and 
tethering of bowel in 
the pelvis
Patient was 
managed 
conservatively 





1.Low et al Radiology 2003;228:157-165

Low dose tomogram performed as 
part of our MBO program



Up regulation of 
serotonin 

inhibits gut 
motility and 

mediates 
mucosal edema

Increased 
retention of 

secretions and 
raised 

intraluminal 
pressure

Opioids
Immobility and 

poor dietary 
intake

Intestinal neural 
dysfunction

(tumour in 
bowel wall or 

paraneoplastic)





Same patient with NECT 
and CECT (below) 
examinations  a few weeks 
apart. Note how serosal 
disease is appreciated 
more readily with positive 
oral contrast and a NECT 
exam. Patient re-
presented with SBO and a 
single transition (arrow)



54 year old male. 
Presents with 
obstipation and 
abdominal pain 
No known history of 
malignancy



Patient with recurrent 
pelvic mass (M) 
following resection of 
rectal cancer.
Presents with high 
grade SBO(transition 
marked with arrows)

M

Note segmental 
thickening 
without  an 
obstructing mass 
classic for a 
benign adhesion



Inguinal hernia with low grade SBO Intussusception in pt with serosal mets 
from melanoma

Radiation enteritis with SBO

Desmoplastic Rxn due to carcinoid (m) Internal hernia due to paraduodenal hernia 

M



Incomplete/Partial; some 
fluid or gas pass beyond 
obstruction

Complete/high grade no 
fluid or gas beyond 
transition

Useful indicator of 
malignancy as 
possible etiology

Focal mass
Multi-focality Moderate 

carcinomatosis





M

M

Localized perforation 
in a patient with an 
obstructing mass (M) 
at the ICV. Note 
regional peritoneal 
infiltration and high 
grade SBO 



• Look carefully for “beak” 
sign at level of tethering

• If volvulus present; 
whirled vessels 

• Lumen “track” on coronal 
or sagittal plane  

Close surveillance /watchful 
management may be appropriate 
in this patient group

A A

A

B

Pt A has a closed loop type morphology 
due to serosal disease close to the abdo
wall tethering loops of bowel. Pt B has a 
classic radial array seen in  a closed loop 
with ischemia of some of the SB



Pt with HGSOC(high 
grade serous ovarian 
carcinoma).Scan 6 weeks 
apart shows enlarging  
mass (M) fistulating 
between rectum and 
vagina (air seen) and 
resulting in LBO 

6 weeks prior

M



• Communication between bowel and 
extra luminal malignant mass

Management 
• Alert clinician if tumour 

abuts bowel
• Suspect if gas seen in lesion
• Be aware of risk if rapid 

change in size 
• Higher risk if pt on anti-

angiogenic Rx 

Patient seen on 
prior slide post stent 
insertion



Patient with recurrent clear 
cell ovarian carcinoma present 
with sudden onset severe 
abdominal pain. Note findings 
of re-staging scan performed 
a week prior .What is the 
source of the “collections”?

CT a week prior 

Note the FB and ingested bone. Our patients are 
typically given dietary advice when managed as an 
OP for their recurrent MBO. This patient was non 
compliant with restrictions!



Note pneumatosis,mesenteric edema and non enhancing 
bowel wall in this ischemic segment of jejunum



1.Daniele et al  2015 Supp Cancer 
23:11

Good 
candidate

Not suitable 

Good performance 
status

Poor performance 
status

Longer TFS Intra –abdominal 
carcinomatosis

Absent/small 
volume ascites

Massive ascites

Single site disease -

Albumin level -

Patient with jejunal obstruction not suitable for 
surgery due to proximal transition and extensive 
PC



• Aims to reduce inflammation,endoluminal pressure 
and secretions

• Steroids help spontaneous resolution of SBO
• Increasing trend to utility
• Somatostatin analogues
• Opioid analgesia often used in this setting as 

depressive impact on motility helps alleviate colicky 
pain and there are multiple routes of admin

• Utility discouraged due to impact 
on QOL and complications

• These include catheter related 
infections, thrombosis and liver 
disease

• Overall survival after TPN is 40-93 
days

Emerging literature suggests inc 
benefit in patients with better 
tumour biology and performance 
status 

Cost effectiveness is however 
poor 

TPN

Pharmacological 
Mainstay mx
1/3 resolve within 
7 days .72% 
relapse

Chemotherapy
• Limited data on utility of chemo in this 

setting 
• Usually already multiple lines of chemo
• Inc susceptibility to toxicity and 

complications due to poor nutritional 
status

• Limited studies show longer median 
survival in pts undergoing chemo and 
TPN

SEMS(self 
expanding 
metallic 
stents)

• Decreased morbidity c/w surgery
• Useful in palliative setting or as 

bridge to surgery



• Consider if
• Single point of obstruction on 

imaging
• Provides symptomatic relief 

especially in patients 
• Medically unfit
• Declined surgery

• Specific issues
• Duodenal stent with gastric 

outlet obstruction associated 
with lower complications than 
GJJ
• Mean survival shorter than GJJ 

(105 vs 164 days)
• Higher rate of recurrent 

obstruction (18% vs 1 %)



Patient with LGSOC presents 
with obstructive symptoms. On 
NECT note annular narrowing of 
sigmoid colon with diagnostic CT 
(with contrast a few weeks prior 
for comparison).There is 
increasing LB distension 



Patient with metastatic GB 
carcinoma presents with 
symptoms of nausea and 
abdominal “fullness”. CECT 
shows increasing gastric 
distension due to peri gastric 
infiltration(arrows) 

Post 
stent CT



Pt with met pancreatic adenocarcinoma and proximal SBO 
and gastric outlet obstruction due to peritoneal disease



Patient with uterine sarcoma presents with duodenal invasion secondary to a nodal mass 
(image A).Following duodenal stent placement note the presence of a fistula between the 
duodenum and tumour mass (dense oral contrast is seen centrally as well as air (arrows)

D






