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Background. Malignant bowel obstruction in patients with advanced cancer at the end of life is common. Patients 
may have substantial symptoms (pain, nausea and vomiting) and experience aggressive care at the end of life. 
Due to the lack of robust evidence, the care algorithm of treatment for patients at the end of life is not standard-
ized. Patient’s prognosis, clinical condition and patient’s preferences related to goals of care discussion must be 
considered when opting between comfort-focused care (conservative/pharmacological treatment), palliative (non-
surgical) procedures and palliative surgery. 
Patients and methods. A focused literature search was conducted in PubMed/Medline to identify recommenda-
tions on the management of malignant bowel obstruction in patients with advanced cancer at the end of life. The 
search focused on symptom management using Medical Subject Headings (MeSH) terms related to intestinal obstruc-
tion in patients with advanced cancer at the end of life.
Results. Using the MeSH terms related search in PubMed/Medline, 9,532 articles were initially identified. After apply-
ing filters, 535 articles were selected for further review. Additional sources included reference lists and grey literature. 
In total, 83 references were used to support the management recommendations/suggestions in this article.
Conclusions. It is essential to engage patients and families in goals of care discussions to promote understanding of 
the palliative intent of different malignant bowel obstruction interventions. Research is needed to assist clinicians in 
decision making to provide patients at the end of life with appropriate care. Criteria for the selection of candidates 
for palliative surgery are needed to avoid significant complications and overly aggressive treatment at the end of life 
when the focus is maintaining and enhancing the quality of life of patients.
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Introduction

Malignant bowel obstruction (MBO) in patients 
with advanced cancer is common.1-3 Tumour 
seeding in the abdominal cavity, leading to peri-
toneal carcinomatosis, is a frequent pathway of 
cancer metastasis.4,5 Up to 25% of patients with 
advanced ovarian and colorectal cancer develop 

an intestinal obstruction in the course of their 
disease.1-3,6-8 Typically, it occurs at the end of life 
(EoL) with a survival of 1–2 months in patients 
with an inoperable disease and 3–8 months in 
surgically managed patients.9 Patients may have 
substantial symptoms and often receive aggres-
sive care at the EoL.4 The care algorithm, espe-
cially for patients at the EoL, is not standardized 
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and often varies based on individual cases with 
respect to primary cancer site, level of obstruc-
tion, comorbidities, patient functional status, and 
goals of care.10 The available literature guiding 
therapy for MBO is limited. Most publications are 
retrospective studies conducted at single tertiary 
centres, often reflecting the experiences of a high-
ly selected population over extended periods. The 
prospective studies are typically uncontrolled ob-
servational studies focused on a single therapeu-
tic approach. Due to the lack of robust evidence-
based guidelines, physicians must often rely on 
personal experience to guide treatment decisions 
– resulting in significant variability in manage-
ment strategies and patient outcomes.11 Although 
evidence remains limited for patients approach-
ing the end of life, the Multinational Association 
for Supportive Care in Cancer (MASCC) multi-
disciplinary evidence-based recommendations/
suggestions for the management of MBO offer 
structured guidance that can support clinical 
decision-making. These guidelines emphasize 
individualized, goal-concordant care, which is 
particularly relevant when balancing symptom 
relief, quality of life (QoL), and the burden of in-
vasive interventions in EoL settings.10 Thus, the 
goals of care discussions are critical to align in-
terventions – ranging from comfort-focused care 
(conservative/pharmacological treatment) to pal-
liative surgery – with patient preferences and 
feasible options in mind.12 While several studies 
show benefit from palliative surgery with stoma/
bypass/resection for relieving symptoms of ob-
struction, these interventions of unclear durabil-
ity are many times related to high complication 
rates and morbidity.9,13,14 Recurrent and refrac-
tory obstruction is not uncommon and results in 
additional symptom burden for patients at the 
EoL where the focus of care is the QoL.15 Self-
expanding metallic stents were introduced in the 
1990’s as an alternative to palliative surgery in 
palliative patients although peritoneal carcino-
matosis (multiple MBOs) may represent a relative 
contraindication.16-18 Conservative therapy tends 
to have lower morbidity but does not extend sur-
vival significantly.12 Caring for patients with ad-
vanced cancer at the EoL and MBO thus requires 
a thoughtful, individualized approach tailored to 
each patient’s unique needs and circumstances.19

This review aims to underscore the importance 
of a multidisciplinary personalized approach and 
care in managing MBO in patients with advanced 
cancer at the EoL, with a primary focus on enhanc-
ing the QoL.

Patients and methods

To identify recommendations regarding the 
management of MBO in patients with advanced 
cancer at EoL a focused literature research was 
performed in PubMed/Medline database, from 
inception to 29 July 2025, applying the following 
key words: Intestinal obstruction [Medical Subject 
Headings (MeSH)] OR Intestinal obstruction [ti-
tle and abstract citation, tiab] AND (Pain [MeSH] 
OR Pain Management [MeSH] OR Nausea [MeSH] 
OR Vomiting [MeSH] OR Pain [tiab] OR Pain 
Management [tiab] OR Nausea [tiab] OR Vomiting 
[tiab]. Imposed restrictions for PubMed/Medline 
were as follows: abstract, book and documents, 
meta-analysis, practical guideline, randomized 
control trial, systemic review, English, humans 
and adult. The initial search strategy was broad, 
articles identified through this search were then 
manually screened to include only those address-
ing MBO in patients with advanced cancer – par-
ticularly those at the EoL – because our focus was 
the management of MBO-related symptoms, spe-
cifically pain, nausea, and vomiting, in this patient 
population.

Results

Applying the following key words: Intestinal ob-
struction [Mesh] OR Intestinal obstruction [tiab] 
AND (Pain [Mesh] OR Pain Management [Mesh] 
OR Nausea [Mesh] OR Vomiting [Mesh] OR Pain 
[tiab] OR Pain Management [tiab] OR Nausea [tiab] 
OR Vomiting [tiab]) in PubMed/Medline database 
search, 9,532 articles were identified. Using the 
imposed restrictions (abstract, book and docu-
ments, clinical trial, meta-analysis, randomized 
control trial, review, systemic review, English, 
humans and adult: 19+), 535 articles were selected 
for further review. Only articles with an available 
abstract and in English language were reviewed. 
The articles were identified as relevant when ad-
dressing symptom management – pain, nausea 
and vomiting – in MBO in patients with advanced 
cancer at the EoL. Based on this relevance screen-
ing, 513 articles were excluded, leaving 22 articles 
that met the inclusion criteria.

To ensure completeness, additional sources 
were identified through the reference lists of these 
articles and through grey literature searches. After 
integrating these supplementary materials, a total 
of 83 references were ultimately included to sup-
port the management recommendations present-
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ed in the article. The final reference set therefore 
consists of the 22 eligible articles plus additional 
relevant sources identified through reference-list 
review and grey-literature searching (Figure 1).

Discussion

It is challenging to choose between comfort-fo-
cused care (conservative/pharmacological treat-
ment), palliative (non-surgical) procedures and 
palliative surgery for physical symptoms relief as 
current evidence does not provide any gold stand-
ard of care in patients with advanced cancer at 
the EoL.7,10 The MASCC emphasized the need for 
a multidisciplinary holistic approach to manage 
MBO in patients with advanced cancer.10 

Most studies available and the studies used in 
this article on MBO in advanced cancer rely on 
heterogeneous patient populations, making it dif-
ficult to account for the distinct needs and trajecto-
ries of individuals nearing the EoL. In many cases, 
specific EoL subgroups – in general and in our ar-
ticle – are not clearly differentiated within these 

analyses. As a result, clinical recommendations for 
patients who are unequivocally at the EoL stage 
are often extrapolated from broader and more di-
verse study populations, rather than based on evi-
dence tailored directly to this group. Recognizing 
this gap, the algorithm proposed aims to offer a 
structured, EoL-focused approach to MBO man-
agement, supporting more goal-concordant, con-
text-specific decision-making for this distinct pa-
tient group (Figure 2).

Bowel obstruction in advanced cancer is usu-
ally mechanical and may be partial or complete 
at single or multiple locations with small bowel 
more commonly involved (affected in 2/3 of cases) 
compared to large bowel.2,3,20 MBO may be the first 
presentation of advanced cancer.8 It normally de-
velops gradually, though symptoms may appear 
suddenly.19 The main symptoms of bowel obstruc-
tion are abdominal pain, colic, nausea and vomit-
ing.3,21 Distressing symptoms usually necessitate 
complex medical intervention.3 

In the diagnostic process of MBO (X-rays), the 
contrast agent diatrizoate meglumine was pro-
posed as a diagnostic agent with potential thera-

FIGURE 1. PRISMA flow diagram of study selection.
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peutic effect possessing high osmotic activities 
and mild laxative effect.22 It may speed up the re-
covery of partial obstruction stimulating peristal-
sis and reducing wall oedema though there are in-
sufficient evidence to determine its position in the 
prediction of palliative patients that may respond 
to such therapy.10,22-25 A meta-analysis suggests 
that the true value of diatrizoate meglumine lies 
in its ability to determine the timing of surgery in 
patients with adhesive small bowel obstruction.26 
Notably, no significant complications have been 
reported with the use of diatrizoate meglumine; 
however, general safety precautions applicable to 
contrast agents should still be observed.10,27 In non-
responders, pharmacological management with 
a combination of analgesics, antiemetics and an-
tisecretory drugs improves gastrointestinal symp-
toms (Table 1).19,28,29 

Causes of pain in MBO are abdominal disten-
tion and colic.10 Due to the lack of studies spe-
cifically addressing the use of opioids for pain 
management in MBO, the supporting evidence is 
limited; nevertheless, opioids are commonly used 
in clinical practice for this purpose.10,30 They act 
directly on pain due to occlusion but also reduce 
bowel contractions against the obstruction site(s).31 
Preferably analgesics should be given by mouth, but 
due to vomiting and nausea, parenteral, subcuta-
neous and/or transdermal routes should be consid-
ered especially in complete MBO.10,30 Patients with 
MBO may experience malignant visceral pain due 
to organ obstruction and mesenteric infiltration.32 
In literature, lidocaine infusion was proposed as 
an effective and safe alternative for visceral pain 
in patients with MBO.32-34 Moreover, lidocaine in-
fusion accelerates bowel recovery after surgery 
and improves defecation.35,36 Corticosteroids could 
be beneficial in the management of pain, nau-
sea and vomiting in MBO probably due to their 
anti-inflammatory and anti-secretory effect.10,37 
There are inconclusive data regarding the opti-
mal dose.38,39 Spasmodic pain/colic following gas-
trointestinal secretions and propulsive peristalsis 
could be controlled by anticholinergics. Despite 
insufficient data supporting greater effectiveness 
of somatostatin analogue octreotide compared to 
the anticholinergic hyoscine butylbromide, large 
and long experience with octreotide suggests that 
octreotide is the drug of choice in MBO, especially 
to control vomiting.3,10,40-48 The mechanism that oc-
treotide increases water absorption and improves 
bowel transition has not been experimentally vali-
dated yet.49 Potential inferiority of hyoscine butyl-
bromide could be due to the necessity of requiring 

high therapeutic doses for efficacy.3,48 Studies sug-
gested haloperidol use as anti-emetic in the com-
plete MBO.30,50 Dopamine antagonist prokinetic 
drugs (metoclopramide) were found effective for 
relieving nausea and vomiting but also to restore 
bowel transit in the partial MBO.10,28 In a small 
study of patients with MBO due to advanced can-
cer, granisetron combined with dexamethasone 
was effective in controlling emesis that was refrac-
tory to other antiemetics, although dexametha-
sone alone may also exert antiemetic effects.51 

FIGURE 2. Therapeutic alghoritm of malignant bowel 
obstruction. 

MBO = malignant bowel obstruction; PEG = percutaneous 
endoscopic gastrostomy
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Histamine antagonists (cyclizine), phenothiazines, 
serotonin antagonists and thienobenzodiazepine 
antipsychotics may reduce nausea and vomiting, 
but there are no randomized trials to evidence 
their effect.10,50 Based on a meta-analysis, research 
should be directed to the role of histamine-2 an-
tagonists as adjuvant antisecretory agents in MBO 
as they have been found to be superior to proton 
pump inhibitors in reducing gastric secretions 
(Table 1).52 A combination of different agents can 
act synergistically.3,10,28 A continuous subcutane-
ous infusion with combinations of different agents 
is a reliable and feasible modality to apply phar-
macological treatment in different settings.30,53 

Table 2 provides a summary of suggestions and 
recommendations for the pharmacological  man-
agement of pain and gastrointestinal symptoms 
in patients with MBO and advanced cancer with a 
combination of analgesics, antiemetics and antise-
cretory drugs in accordance to MASCC suggess-
tions.10

Nasogastric tube (NGT) is an established meas-
ure used as a venting/decompression procedure 
in MBO.10 It is frequently used to evacuate pooled 
gastric secretions in acute episodes of MBO.22 
Decompression due to NGT placement reduces 
the risk for aspiration, which is associated to high 
mortality rate in case of vomiting.10 However, long-
term NGT is poorly tolerated because of occlusion, 
displacement and intrusive appearance and causes 
complications (nasal cartilage erosion, bleeding, 
sinusitis, aspiration pneumonia).10,22 As a part of 
an aggressive conservative management strategy 

in MBO, long intestinal tubes (LITs) could be com-
plementary to NGT.54 LIT enables suction closer 
to the obstruction and could be more efficient in 
providing intraluminal decompression in case 
of small bowel obstruction.54 A very small study 
from Canada described the positioning of a percu-
taneous tranesophageal gastrostomy (PTEG) as an 
effective solution for gastric drainage.15 Only mi-
nor complications were described with half of the 
patients (5/10) being discharged from the hospital 
in a week.15

Endoscopic gastric decompression is advocated 
due to frequent complications and a high mortal-
ity level associated with palliative surgical inter-
vention.5 Decompressive percutaneous endoscopic 
gastrostomy (PEG) tubes represent a safe and an 
effective alternative in the management of MBO 
symptoms, sometimes allowing patients some oral 
intake (liquids, soft foods) and thus improving 
the social aspect of the QoL of patients.55,56 Minor 
contraindications to PEG are ascites and carcino-
matosis. In case patients are unfit for palliative 
surgery and have an estimated life expectancy 
of more than 30 days, pharmacological treatment 
and NGT should be considered first.55 PEG is indi-
cated when drugs fail to reduce vomiting in case 
patient’s performance status (and prognosis) are 
permitting such a procedure.2,55,57 Interventional 
radiology guided gastrostomy tubes insertion may 
be an even less invasive procedure.58

Stents (self-expandable metallic stent (SEMS)) 
insertion while a less durable procedure compared 
to surgery is also a feasible and safe therapeutic 

TABLE 1. Summary of the pharmacological treatment frequently used in malignant bowel obstruction 

Substance class Drug Remark

Analgesic morphine For pain – titrate  or according to previous dosage

Corticosteroids dexamethasone* Peri-tumourous oedema reduction and anti-emetic effect

Somatostatine analagues octreotide* Reduction of gastrintestinal secrections

Anti-cholinergic buthylscopolamine* Reduction of gastrintestinal secrections

Prokinetic agent metoclopramide
Drug of choice for incomplete obstruction; due to increased 
gastrointestinal motility, pain and vomiting may worsen; CAVE 
– for complete obstruction

Anti-psychotic

haloperidol* Drug of choice for complete obstruction

levomepromazine*

olanzapine* CAVE – elderly, patients with demetia

Setrone granisetron* Increases constipation

H2 blocker ranitidine*

Proton pump inhibitor omeprazole*

* = off-label use
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possibility for palliation or for bridging to chemo-
therapy or surgery even in elderly patients and an 
alternative to palliative surgery.13,14,59,60 Endoscopic 
stent may obviate the need for an intestinal sto-
ma.61 Stenting also includes procedures intent 
to canalize the lumen.31 Endoluminal wall stents 
have a high success rate for improvement of symp-
toms caused of MBO in case of complete and in-
complete obstruction as well as in upper intestinal 
obstructions (gastric outlet, duodenal and jejunal 
obstructions). Although risk include perforation, 
stent migration and reocclusion, stents may be a 
definitive palliative treatment and may offer ad-
equate palliation for longer periods (months).31,62,63 
Stents are effective for primary left-sided obstruc-
tions.64 Studies suggested that they may also be ap-
plicable in cases of lower rectal obstruction, which 
had previously been considered a contraindicated 
area for stent placement.62,65,66 The results of a ret-
rospective single centre study that observed data 
from SEMS insertion between 2014 and 2020 high-
lighted that SEMS are a good alternative compared 
to palliative surgery in respect to high periopera-

tive morbidity.59 This somehow contrasts a small 
single institution study where patients undergo-
ing palliative interventions had a shortest survival 
compared to patients managed with palliative sur-
gery and conservative/pharmacological treatment 
what could be related to a more advanced disease 
in those patients with worse prognosis who were 
deemed inoperable.12 

Table 5 provides a summary of recommenda-
tions for palliative (non-surgical) management of 
pain and gastrointestinal symptoms in patients 
with MBO and advanced cancer in accordance to 
MASCC suggesstions.10

Persistent obstructions despite comfort-focused 
care (conservative/pharmacological treatment) – 
typically including pharmacological treatment, 
nasogastric decompression and bowel rest – or 
evidence of complete obstruction may indicate 
the need for palliative surgical intervention, but 
many times (6.2–50%) patients are not suitable for 
palliative surgery.31,67 MBO is one of the leading 
causes for surgical consultations in patients with 
advanced cancer.68 Palliative surgery is routinely 

TABLE 2. Summary of suggestions and recommendations for malignant bowel obstruction management, with associated level 
and grade of evidence10 

Intervention Level of 
evidence1 Grade2

Anti-emetics

Anticholinergics (e.g., hyoscine butylbromide) are generally less effective than octreotide for 
reducing vomiting in MBO. III D

Haloperidol demonstrates anti-emetic efficacy, particularly in complete MBO. IV B

Dopamine antagonist prokinetic drugs (metoclopramide) may be beneficial in partial MBO but is 
generally contraindicated in complete MBO due to the risk of perforation. III B

Histamine H1 antagonists, (e.g., dimenhydrinate, cyclizine) show utility in nausea and vomiting 
reduction in complete MBO. IV D

Phenothiazines (e.g., chlorpromazine) may be usful anti-emetics in MBO. IV D

Granisetron, serotonin (5HT3) antagonist may decrease nausea and vomiting in MBO. III D

Somatostatin analog (octreotide, lanreotide) may decrease vomiting in MBO. I A

Thienobenzodiazepene antipsychotic (e.g., olanzapine) may provide benefit in reducing nausea 
and vomiting in MBO. I A

Analgesics

Although there is no evidence of support, opioids are commonly used to treat pain associated 
with MBO. V D

Anticholinergics (hyoscine butylbromide) may be effective in abdominal pain reduction in MBO. III D

Corticosteroids

Steroids may reduce acute symptoms of MBO and be used for short-term benefits. III B

Bowel decompression

Nasogastric tube may be temporary used for decompression in acute MBO. V D

Endoscopic or percutaneous gastrostomy tube may help in gastric decompression in MBO. IV B

Percutaneous transesophageal gastro-tubing may be help in gastric decompression in MBO. IV C

1 Level of evidence (Table 3); 2 Grade (Table 4); MBO = malignant bowel obstruction
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not advisable in patients with poor prognostic cri-
teria.2,7 Clear criteria for the selection of patients 
eligible for palliative surgery are still needed.69 
Scores on which selection is based are age, comor-
bidities, nutritional status, tumour status (palpable 
masses), multiple MBOs, carcinomatosis, presence 
of ascites, previous specific oncological therapy 
(chemotherapy, radiotherapy) and short time from 
treatment to obstruction. In addition to previously 
mentioned characteristic studies suggest consider-
ing performance status of the patient.7,70 Potential 
contraindications for palliative surgery in patients 
with advanced cancer and MBO are ascites, carci-
nomatosis, particularly the combination of ascites 
and carcinomatosis, multiple MBOs, low albumin, 
prior surgeries and palpable intraabdominal mass-
es.11 Laparoscopic procedures may be attempted 
but due to adhesions, carcinomatosis and bowel 
dilatations are often difficult to perform.31 Surgical 
interventions are related to complications and risk 
for hospital (re)admissions as well as high postop-

erative mortality (9–40%) and morbidity (9–90%) 
although in a small single institution study surgi-
cal patient had despite longer initial hospital stays 
and higher resource use lower readmission rates 
and better QoL.5,12,71 Improvement in QoL after pal-
liative surgery for MBO has been reported to vary 
widely (42–85%) but tends to be greater in carefully 
selected patients considered fit for palliative sur-
gery, compared with those managed using phar-
macological or non-surgical approaches.12,31,67,71,72 
Patients who underwent palliative surgery have 
better oral food intake.71 Palliative surgery (resec-
tion, bypass, diversion), compared to venting gas-
trostomy tubes that provide drainage and symp-
tom relief, is meant to treat the underlying disease.9 
In some cases, obstructions may spontaneously 
resolve, but recurrent episodes are common with 
high rates of hospital admissions and poor QoL in 
patients at the EoL.9 Palliative surgery can poten-
tially allow patients to resume specific oncological 
treatments, which is rarely possible for patients at 

TABLE 3. Level of evidence.10 Level I and II are reccomendations, III–V suggestions

Level Criteria

I Meta-analysis of multiple, well-designed, controlled studies; randomized trials with high power.

II At least one-well designed experimental study; randomized trials with low power.

III Well-designed, quasi-experimental studies (nonrandomized, controlled single-group, pretest-posttest 
comparison, cohort, time, or matched case-control series).

IV Well-designed, non-experimental studies (comparative and correlational descriptive and case studies). 

V Case reports and clinical examples.

TABLE 4. Grade10

Grade Evidence needed

A Type I or consistent findings from multiple studies of type II, III, or IV.

B Types II, III, or IV and consistent findings.

C Types II, III, or IV and inconsistent findings.

D Little/no systematic empirical evidence.

TABLE 5. Summary of recommendations for malignant bowel obstruction management, with associated level and grade of 
evidence.10 Level of evidence (Table 3), Grade (Table 4)

Palliative (non-surgical) procedures Level of 
evidence1 Grade2

Self-expanding metallic stents represent the preferred option for managing single-level 
large bowel obstruction, provided the procedure is technically achievable and there is no 
evidence of colonic perforation.

II B

1 Level of evidence (Table 3); 2 Grade (Table 4)
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the EoL.73 Studies directed in the factors predict-
ing patients to eventually resume oncological 
treatment would allow clinicians easier selection 
of patients where more aggressive treatment to re-
solve MBO could potentially be beneficial. Table 6 
provides a summary of suggestions for palliative 
surgery in patients with MBO and advanced can-
cer in accordance to MASCC suggesstions.10

Oral intake could be significantly impaired, es-
pecially in the complete MBO. Starting with nil-
by-mouth and slowly, when possible – as symp-
toms resolve, reintroducing an oral diet with clear 
to full fluids and when amendable a low fibre 
diet is recommended and a part of non-pharma-
cological interventions suggested in the literature.1 
Nutritional interventions – nutritional assessment 
and introduction of total parenteral nutrition – are 
controversial and ethically challenging.74 Most pa-
tients with advanced cancer disease may not ben-
efit from total parenteral nutrition.75 Additional 

studies would be beneficial for a better selection 
of patients suitable for this kind of interventions.

It is important to balance well between the ef-
ficacy of hydration (daily thirst, dry mouth, nau-
sea) and the additional production of bowel secre-
tions.30,76 A controlled randomized study involving 
patients at the end of life showed that a subcuta-
neous infusion of 1000 ml saline did not improve 
patients’ symptoms nor their quantity or QoL.77

Table 7 provides a summary of suggestions for 
nutrition in patients with MBO and advanced can-
cer in accordance to MASCC suggesstions.10

Even in patients referred to palliative care psy-
chosocial needs are frequently unmet and poorly 
addressed.78,79 Reference to early palliative care 
could improve patients’ QoL also in terms of a 
psychosocial support as preparedness for disease 
progression over time.80,81 

Goals of treatment should be individualized in 
relation to patients’ priorities and feasible options. 

TABLE 6. Summary of suggestions for palliative surgery for malignant bowel obstruction management, with associated level 
and grade of evidence.10 Level of evidence (Table 3), Grade (Table 4)

Palliative surgery Level of 
evidence1 Grade1

For patients with multi-level obstruction, palliative surgical intervention may be appropriate 
in carefully selected cases. IV B

Patients with advanced cancer who undergo palliative surgery for MBO face a substantial 
risk of postoperative complications; therefore, less invasive surgical approaches should be 
considered whenever feasible.

IV B

1 Level of evidence (Table 3); 2 Grade (Table 4); MBO = malignant bowel obstruction

TABLE 7. Summary of suggestions for malignant bowel obstruction management, with associated level and grade of evidence10 

Nutrition Level of 
evidence1 Grade2

At the initial diagnosis of MBO, patients should be placed nil per os. Once the obstruction 
has fully or partially resolved, a gradual, symptom-guided reintroduction of oral intake is 
recommended. This typically progresses from clear fluids to free or full fluids, followed by 
texture-modified low-fiber diets, and, if tolerated, a return to a normal-textured low-fiber diet.

IV B

Nutrition interventions for patients with advanced cancer should be pursued only when the 
anticipated benefits for quality of life or survival clearly outweigh the associated risks. These 
decisions should be guided by a multidisciplinary team and include explicit discussions with 
patients and their caregivers about expected outcomes.

IV B

Parenteral hydration has not been shown to prevent or alleviate symptoms such as thirst or dry 
mouth, nor does it prolong survival. When administered in excess, it may contribute to fluid 
overload and the development of peripheral or pulmonary edema.

III B

Routine initiation of parenteral hydration is not recommended during the last days of life. III B

Home parenteral nutrition may provide benefit and help preserve quality of life in a carefully 
selected subset of patients with MBO. IV D

For home parenteral nutrition delivery central venous access is preferred. III B

At the end-of-life at home, parenteral nutrition should be discontinued (or not initiated) as it 
raises the risk of complications and may prolong suffering. V D

1 Level of evidence (Table 3), 2 Grade (Table 4); MBO = malignant bowel obstruction
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Many patients express a preference for discharge, 
wishing to spend the end of life at home in the 
presence of family and friends.82,83

Limitations

This review has several limitations. First, only one 
database was searched, which may have restricted 
the breadth and completeness of the retrieved liter-
ature. Furthermore, no formal quality assessment 
of individual studies were conducted, limiting the 
ability to evaluate the robustness and potential bi-
as of the included evidence. For these reasons, the 
review does not meet the criteria of a systematic 
review in the strict methodological sense. In addi-
tion, the search strategy was intentionally broad, 
which required substantial manual filtering to 
identify studies specifically relevant to advanced 
cancer and EoL populations. This approach may 
have introduced selection subjectivity and the 
possibility of overlooking pertinent studies.

Conclusions

The best symptoms’ management in patients at 
the EoL and MBO is problematic as there is no 
gold standard and it varies related to patients’ 
clinical condition and status of advanced disease. 
Nonetheless, clinical trials to assess the QoL of 
patients with very advanced cancer are difficult 
to conduct and many times ethically challeng-
ing. Thus symptom managing in MBO should 
be a multidisciplinary approach including com-
fort-focused care (conservative/pharmacological 
treatments), palliative (non-surgical) procedures 
and palliative surgery with focus on minimizing 
symptoms and maximizing the QoL. 

Patients undergoing palliative surgery have 
generally better prognostic criteria and higher lev-
el of physical conditioning compared to patients 
deemed inoperable. Palliative surgery is related 
to high perioperative mortality and morbidity, but 
studies report longer and better QoL in a highly 
selected patients’ population with increase in life 
expectancy. Patients treated with comfort-focused 
(conservative/pharmacological treatment) tend to 
have higher morbidity at MBO presentation and 
compared to surgical and non-surgical (procedur-
al) manged patients’ shorter survival times with 
less days in hospital and in-hospital deaths.

It is essential to engage patients and their fami-
lies in goals-of-care discussions and advanced care 
planning to promote understanding of the pal-

liative care intent of MBO interventions, carefully 
and individually weigh the risks and benefits of all 
treatment options, and collaboratively determine 
the most appropriate approach to symptom man-
agement. 

The goals of treatment in MBO and advanced 
cancer are usually symptoms control – pain, nau-
sea and vomiting – and the allowance of some oral 
intake – usually clear to full liquids and sometimes 
a liquid low fibre diet. Goals of treatment should 
be individualized in relation to patients’ priorities 
and feasible options. 

The introduction of an early palliative care for 
patients with an advanced disease could allow a 
thoughtful and resourceful care and discussions 
that could benefit patients throughout their dis-
ease.
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