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Pathophysiologic changes of small-bowel obstruction.

recognition allows earlier treatment that decreases the risk of progression or other excess morbidity. Small-bowel obstruction with strangulation can be especially difficult to diagnosis promptly.
The cardinal signs are colicky abdominal pain, abdominal distention, emesis, and obstipation. More intraluminal fluid accumulates
in patients with distal obstruction, which typically leads to greater
distention, more discomfort, and delayed emesis. This emesis is feculent when there is bacterial overgrowth. Patients with more proximal
obstruction commonly present with less abdominal distention but
more pronounced vomiting. Elements of the history that might be
helpful include any prior history of surgery, including herniorrhaphy,
as well as any history of cancer or inflammatory bowel disease.
Most patients, even with simple obstruction, appear to be critically ill.
Many may be oliguric, hypotensive, and tachycardic because of severe
intravascular volume depletion. Fever is worrisome for strangulation
or systemic inflammatory changes. Bowel sounds and bowel functional
activity are notoriously difficult to interpret. Classically, many patients
with early small-bowel obstruction will have high-pitched, “musical”
tinkling bowel sounds and peristaltic “rushes” known as borborygmi.
Later in the course of disease, the bowel sounds may be absent or
hypoactive as peristaltic activity decreases. This is in contrast to the
common findings in patients with ileus or pseudo-obstruction where
bowel sounds are typically absent or hypoactive from the beginning.
Lastly, patients with partial blockage may continue to pass flatus and
stool, and those with complete blockage may evacuate bowel contents
present downstream beyond their obstruction.
All surgical incisions should be examined. The presence of a tender abdominal or groin mass strongly suggests that an incarcerated
hernia may be the cause of obstruction. The presence of tenderness
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should increase the concern about the presence of complications such
as ischemia, necrosis, or peritonitis. Severe pain with localization or
signs of peritoneal irritation is suspicious for strangulated or closedloop obstruction. It is important to remember that the discomfort may
be out of proportion to physical findings mimicking the complaints
of patients with acute mesenteric ischemia. Every patient should have
a rectal examination. Patients with colonic volvulus present with the
classic manifestations of closed-loop obstruction: severe abdominal
pain, vomiting, and obstipation. Asymmetrical abdominal distension
and a tympanic mass may be evident.
Patients with ileus or pseudo-obstruction may have signs and
symptoms similar to those of bowel obstruction. Although abdominal
distention is present, colicky abdominal pain is typically absent, and
patients may not have nausea or emesis. Ongoing, regular discharge of
stool or flatus can sometimes help distinguish patients with ileus from
those with complete mechanical bowel obstruction.
LABORATORY AND IMAGING STUDIES
Laboratory testing should include a complete blood count and serum
electrolyte and creatinine measurements. Serial assessments are often
useful. Mild hemoconcentration and slight elevation of the white blood
cell count commonly occur after simple bowel obstruction. Emesis and
dehydration may cause hypokalemia, hypochloremia, elevated blood
urea nitrogen–to–creatinine ratios, and metabolic alkalosis. Patients may
be hyponatremic on admission because many have attempted to rehydrate themselves with hypotonic fluids. The presence of guaiac-positive
stools and iron-deficiency anemia are strongly suggestive of malignancy.
Higher white blood cell counts with the presence of immature forms
or the presence of metabolic acidosis are worrisome for severe volume
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