
Supplemental Table: Eliminated statements

	Category
	Statement
	Agreement Round 1
	Agreement Round 2
	Consensus meeting**

	Medical Management 
	
	
	
	

	
	Steroids are recommended in the management of MBO as antiemetic agents.
	52.4%
	75%
	Combined with statement above for inclusion 

	
	Steroids are recommended in the management of MBO as adjuvant analgesics
	23.8%
	43.8%
	Eliminated (91.6%)

	
	An acceptable trial of medical management before considering surgical intervention is up to 7 days
	42.1%
	56.3%
	Eliminated (100%)

	
	Sequential addition of medications in a step-up approach is recommended for medical management of MBO
	50%
	50%
	Eliminated (100%)

	
	Total parenteral nutrition (TPN) is not recommended in patients with MBO, except when used as a bridge to definitive management of the obstruction (i.e. chemotherapy or surgical intervention).
	63.6%
	Replaced w/  3 statements for Round 2
	

	Surgical Management
	
	
	
	

	
	Evidence of involvement of the proximal stomach
	76.5%

	
	Eliminated, after Round 1 as not included in the consensus MBO definition


	
	Diffuse palpable intraabdominal masses
	35.3%

	53.8%

	Eliminated (100%)


	
	Massive ascites (volume >3L on cross-sectional imaging or paracentesis, or rapid recurrence post-drainage)
	47.1%
	78.6%
	Changed to “relatively contraindicated (90.9%)

	
	Non-symptomatic extensive extra-abdominal malignant disease
	42.1%

	69.2%

	Eliminated (100%)


	
	Poor nutritional status as measured by albumin (i.e. <3g/dL)
	57.9%

	61.5%

	Eliminated (100%)



	
	Surgical management of a MBO is not recommended in patients whose expected survival is < 60 days, based on discussion with the patient's primary cancer care provider or prognostic discussion with surgical, radiation, and medical oncology specialists
	75%
	Eliminated by study team.  Redundant, covered by other statements
	

	Palliative Management
	
	
	
	

	
	Percutaneous transesophageal gastrostomy (PTEG) tube placement should be considered in cases where PG tube placement is contraindicated or not otherwise possible
	77.8%
	75%
	Eliminated (100%)



**Percentage refers to proportion of consensus group who agreed with decision to eliminate the statement 
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 (Optional table) Statement Summary – quick reference	Comment by Farhana Shariff: We have created this statement summary if the editorial team feels this would be useful to include for quick reference as a separate table/figure.



 

Patient and Disease Assessment


CT imaging is recommended for assessment of MBO; MRI or PET is not routinely recommended
Imaging should be reviewed with a radiologist with a skillset in complex abdominal imaging to confirm :
Presence and location of a mechanical (vs. functional) etiology
Extent of disease
Number of obstructive points
Imaging should be specifically assessed for presence and volume of ascites   
Oral water-soluble contrast study with serial X-rays is generally safe, after appropriate gastric decompression, and can be considered as an adjunct test with non-operative management unless there is concern for necrosis or perforation 
Assessment of nutritional status should be performed for all patients on admission to inform treatment planning 
All patients' cases should be reviewed with their Oncologic Specialist(s) (Surgical, Medical) to garner understanding of patient's comprehension of diagnosis, goals of care, potential treatment options, and estimated prognosis
Functional issues that may contribute to symptoms of bowel obstruction (i.e. cancer related dysmotility, pre-existing motility disorders) should be considered, and managed appropriately in patients with suspected MBO 
In the absence of obvious recurrence of cancer on CT imaging, patients with a history of cancer should be managed the same as any other adhesive obstruction and should not be trialed on prolonged medical management  






 Medical Management 


Medical (non-operative) management is recommended for the initial management for all stable patients presenting with MBO 
An initial management strategy for symptoms of nausea and vomiting from MBO is GI decompression with a nasogastric tube if in alignment with the patient’s preferences
Steroids are recommended in the management of MBO as a means to resolve the obstruction, unless otherwise contraindicated. Steroids also have antiemetic properties that can provide additional benefit in symptom control
H2-antagonists or PPIs are recommended in the management of MBO as antisecretory agents
Somatostatin analogs are recommended in the management of MBO as antisecretory agents and should be trialled for a minimum of 3 days
A combination of antiemetic medications, antisecretory medications, analgesic medications, and steroid medications should be used in the medical management of MBO
Metoclopramide should be used in the setting of partial MBO or when a functional component is suspected but should not be used when a complete mechanical obstruction is suspected. It also has additional antiemetic properties for symptom control 
Symptomatic malignant ascites in the context of MBO should be managed with large volume paracentesis; medical diuresis should not be performed 
Total Parenteral Nutrition (TPN) is not routinely recommended in patients with MBO
Use of TPN in patients with MBO should be used only as a bridge to more definitive therapy (i.e. chemotherapy, surgical intervention
For patients with MBO where a trial of TPN may be appropriate, it is recommended that duration and indications for cessation be discussed explicitly with the patient to ensure alignment in goals and expectations
Luminal stenting is not routinely recommended for malignant SBO distal to the ligament of Treitz 






Intent of Treatment


A goals of care discussion should be conducted with all patients to establish patients’ understanding of their disease and prognosis, and to identify the patient-centered objectives of care (e.g., quality of life, life prolongation/survival, bridging to proposed future treatments, comfort/palliation, enteric autonomy) 
Patients with MBO should be discussed in a multidisciplinary fashion with relevant medical and surgical specialists, unless patients are presenting in extremis 






Surgical Management


Surgical consultation should be considered early in the course of patients presenting with MBO, except when surgical management is not consistent with the patient’s goals of care
The primary goal of surgical management (bypass, resection, stoma) should be restoration of gastrointestinal function and enteric autonomy
The decision to operate on MBO should be made in consultation with a surgical colleague or MCC discussion 
The choice of surgical procedure (i.e., bypass vs. resection vs. stoma) should be Individualized based on patient- and disease- specific factors (i.e. anatomical) 
TPN for stable malnourished patients awaiting surgical intervention should be administered for 4-7 days to improve pre operative nutritional status 
Surgical management aimed at restoring enteric autonomy for MBO is absolutely contraindicated in the following situations:
     Recent survey demonstrating that further corrective surgery is not
     possible
     Evidence of functional dysmotility without evidence of a mechanical 
     transition point
Surgical management of MBO is relatively contraindicated in the following situations:
     Presence of extra-abdominal metastases producing symptoms 
     which are difficult to control (i.e., dyspnea related to pulmonary 
     metastases).
     Poor general performance status
     Multifocal obstruction (i.e. ≥ 2 transition points of obstruction) on 
     imaging
     Massive ascites (volume >3L on cross-sectional imaging or 
     paracentesis, or 
     rapid recurrence post-drainage) 
     Patients whose expected survival is < 3 months 
     Other disease factors that would prohibit technical success of
     procedure 
Informed discussion for patients with MBO deemed candidates for surgery should include the following factors:
     Risk of in-hospital morbidity
     Risk of in-hospital mortality
     Likelihood of enteric autonomy
     Primary goal of surgery
     Possibility of a non-therapeutic operation
     Potential for change in overall prognosis






Palliative Management


Prolonged administration of Intravenous fluids is not recommended in MBO patients who have transitioned to comfort directed care as it does not improve thirst or QOL and may reduce QOL 
Patients who are determined not to be surgical candidates and whose MBO fails to resolve with medical management alone should be considered for palliative gastric venting tube placement (by surgical or percutaneous approach)
Percutaneous gastrostomy (PG) tube placement via endoscopy or interventional radiology is the recommended method of gastric venting if possible 
Surgically placed gastrostomy tube should be performed at the index operation if a surgical attempt at obstruction relief has failed or is not feasible 
Surgical intervention specifically for gastrostomy tube placement should be performed only when percutaneous placement methods are contraindicated or not otherwise possible 
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