
External review Comments 

 

Contra-indications to surgery 

The only absolute contraindication to surgery 

is where the patient is expected to die on the 

table or in the peri-operative period.  There is 

a lot of evidence, all of it retrospective of 

dubious quality, all coming to different 

conclusions.  Diffuse, intra-abdominal cancer 

is a relative contraindication though clearly 

an ileostomy in this situation as an example 

may be possible to relieve the obstruction.  

This equally applies to diffuse palpable intra-

abdominal masses.  Massive ascites which 

recur rapidly after drainage again is a relative 

contraindication though there are some 

retrospective surgical reviews which state 

that these patients tend to do worse, though 

clearly with pleurex drains, the symptomatic 

management of these patients may improve.  

I think all these factors should really go into 

the next section which is ‘Factors to take into 

consideration prior to surgery’ as the only 

contraindication to surgery is peri-operative 

mortality and factors such as a rigid abdomen 

that would cause an open and shut 

laparotomy.   

 

Agreed 

management 

It states to avoid the overuse of anti-emetics 

as these can make the patient sleepy and 

potentially lead to aspiration.  There is some 

evidence to suggest that prokinetics such as 

Metoclopramide or Domperidone may 

actually help to relieve the bowel dysfunction 

and obviously improve symptoms (especially 

as the Metoclopramide which is not sedating 

may be very appropriate to limit the overall 

nausea and to help any vomit).   

 

Metoclopramide is already mentioned in 

management.   

Mechanical obstruction 

 

Randomised controlled trials and systematic 

reviews and analysis suggest a dose of 16mg 

IV dexamethasone. 

 

Dexamethasone at a max of 16mg is already 

suggested by all relevant routes. 
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There should be a sentence that bowel 

obstruction should be managed in a 

multidisciplinary way and it may be relevant 

to seek the views and review of a surgical 

team (if surgery is contemplated) oncologists 

and palliative care (dependant on the setting).   

Accepted and added in introduction 

 


