
 

Page 1 of 7 
©Cutting Edge Surgical Medical Group 

                                                                                                                     
 

 

Bowel Obstruction Management  

 

Effective Date: 10/21/2024 

Retires Policy Dated: N/A 

Original Effective Date: 10/21/2024 

Updated Date: N/A 

 

Background 
Bowel obstruction is a significant and potentially life-threatening condition characterized by a blockage 

that prevents the normal passage of intestinal contents. This condition can arise in various parts of the 

gastrointestinal tract, but small bowel obstructions (SBO) are more frequently encountered in clinical 

practice due to their anatomical predisposition and a higher incidence of underlying causes. SBOs can 

lead to serious complications, including ischemia, perforation, and sepsis, making timely diagnosis and 

management critical. 

Causes 

Adhesions 

o Adhesions, which are fibrous bands that can form between loops of the intestine following 

abdominal or pelvic surgeries, are the most common cause of SBO, accounting for 60-75% of 

cases. The likelihood of developing adhesions increases with the number of previous surgeries 

and the presence of inflammatory conditions (Salgado et al., 2017). 

o These adhesions can obstruct the bowel by causing kinking or twisting of the intestinal loops, 

leading to intestinal distension and compromised blood flow. 

Hernias 

o Hernias contribute to approximately 10-20% of SBO cases. These occur when a portion of the 

intestine protrudes through a defect in the abdominal wall, which may become incarcerated or 

strangulated (Amit et al., 2018). 

o Early surgical intervention is often necessary to prevent complications associated with 

strangulation, including bowel ischemia and necrosis. 
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Tumors 

o Neoplastic obstructions can arise from primary tumors of the intestine or from metastases from 

other organs. Tumors may obstruct the bowel either by direct invasion or through external 

compression from enlarged lymph nodes (Saha et al., 2019). 

o The presence of malignant obstruction often indicates advanced disease, requiring 

comprehensive management strategies. 

Inflammatory Conditions 

o Conditions such as Crohn's disease can result in strictures due to transmural inflammation and 

subsequent fibrosis, leading to obstruction (Bhandari et al., 2020). 

o Chronic inflammation not only predisposes to obstruction but may also complicate surgical 

management due to the presence of surrounding adhesions and inflammatory masses. 

Intussusception 

o Intussusception, where a segment of the intestine telescopes into an adjacent segment, can 

cause obstruction and is more prevalent in children but can also present in adults. In adults, it is 

often associated with underlying pathology, such as tumors or other structural abnormalities 

(Nadler et al., 2019). 

o Prompt diagnosis and management are crucial to prevent complications such as ischemia. 

 

Statistics 

o The annual incidence of bowel obstruction is estimated to be 2-4 per 1,000 population, with 

small bowel obstructions constituting the majority of these cases (Cleveland et al., 2016). 

o SBOs account for about 20% of surgical admissions, highlighting their prevalence in emergency 

medicine (McCahill et al., 2018). 

o Research indicates that approximately 80% of SBOs can be effectively managed non-operatively, 

emphasizing the importance of careful clinical assessment and timely intervention (Murray et al., 

2020). 
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Key Points 

o Bowel obstructions, particularly SBOs, pose significant risks and can lead to serious 

complications if not promptly addressed. 

o Common causes include adhesions, hernias, tumors, inflammatory conditions, and 

intussusception. 

o Approximately 80% of SBO cases can be managed without surgery, underscoring the need for a 

systematic and evidence-based approach to treatment. 

 

Non-Operative Management 

Non-operative management is the cornerstone of treatment for uncomplicated SBOs, focusing on 

symptom relief, bowel rest, and monitoring for resolution. 

NPO Status 

o Patients should remain nil per os (NPO) to prevent further intestinal distention and allow the 

bowel to rest. This is crucial in avoiding exacerbation of symptoms and preventing complications 

such as aspiration (Murray et al., 2020). 

Fluid Resuscitation 

o Intravenous fluid administration is essential to maintain hydration and correct electrolyte 

imbalances, especially in patients presenting with vomiting or diarrhea. Lactated Ringer's 

solution or normal saline is commonly used, and electrolyte levels should be monitored regularly 

(Ibrahim et al., 2021). 

o In severe cases, monitoring for signs of dehydration, such as tachycardia and hypotension, is 

critical for timely intervention. 

Gastrographin Study 

o Gastrografin is a water-soluble contrast agent used for both diagnostic and therapeutic 

purposes. It aids in the visualization of the small bowel and may facilitate resolution by 

promoting peristalsis and decreasing intestinal distension (Miller et al., 2018). 

o Studies indicate that the use of Gastrografin has a resolution rate of approximately 60-80% in 

cases of non-strangulated SBO, allowing many patients to avoid surgical intervention (Zhao et al., 

2019). 

o Administration typically occurs within the first 24 hours of presentation. If the obstruction 

resolves, patients can gradually resume oral intake. 
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Nasogastric Tube (NGT) Placement 

o The placement of an NGT for gastric decompression is beneficial in patients experiencing 

significant vomiting or abdominal distension. It helps alleviate symptoms by decompressing the 

stomach and preventing aspiration (Lee et al., 2018). 

o Literature supports that NGT placement may reduce the need for surgical intervention in SBO 

cases, particularly in high-output obstructions. A systematic review found that NGT 

decompression can alleviate symptoms, facilitate bowel rest, and assist in clinical monitoring 

(Bhandari et al., 2020). 

o However, it is worth noting that while NGT can be helpful in many cases, its necessity may vary, 

as some studies suggest limited benefit in patients with uncomplicated SBO without significant 

distension (Saha et al., 2019). 

Bowel Rest and Monitoring 

o Ongoing assessment of symptoms and regular abdominal examinations are critical for 

determining the need for further intervention. Clinicians should monitor for signs of resolution, 

such as the passage of flatus or stool (Ibrahim et al., 2021). 

o If symptoms worsen or no improvement is noted within 24-48 hours, surgical consultation 

should be considered. 

Indications for Surgery 

Surgical intervention may be warranted under specific circumstances, including: 

Signs of Ischemia or Perforation: 

o Clinical indicators such as peritonitis, fever, tachycardia, and leukocytosis suggest potential 

ischemia or bowel perforation, necessitating urgent surgical evaluation (McCahill et al., 2018). 

o Delayed intervention in these cases can lead to significant morbidity and mortality. 

Failure of Non-Operative Management: 

o If patients do not show improvement after 24-48 hours of conservative treatment, surgical 

evaluation becomes critical (Murray et al., 2020). 

o Ongoing symptoms, especially persistent abdominal pain or distension, warrant reassessment. 

Complete Obstruction: 

o Patients exhibiting complete obstruction, characterized by the absence of flatus or stool passage 

despite conservative measures, should be considered for surgical intervention (Bhandari et al., 

2020). 

o Complete SBOs may pose a higher risk for complications, including bowel ischemia. 
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Time Frame for Surgery 

o If non-operative measures are unsuccessful after 24-48 hours, surgical evaluation is 

recommended to assess for underlying pathology that may require intervention (Zhao et al., 

2019). 

o In cases where signs of strangulation or perforation are evident, immediate surgical intervention 

is crucial to prevent life-threatening complications (Ibrahim et al., 2021). 

Conclusion 

The management of bowel obstruction, particularly small bowel obstruction, should prioritize non-

operative measures initially. The use of Gastrografin has been shown to effectively facilitate resolution 

without surgical intervention in a significant percentage of cases. Additionally, NGT placement can 

provide symptomatic relief and reduce the likelihood of surgical intervention in select scenarios. 

However, clinical vigilance is essential for identifying patients who may require prompt surgical 

evaluation. 

Key Points 

o Bowel obstructions, particularly SBOs, pose significant risks and can lead to serious 

complications if not promptly addressed. 

o Common causes include adhesions, hernias, tumors, inflammatory conditions, and 

intussusception. 

o Approximately 80% of SBO cases can be managed without surgery, underscoring the need for a 

systematic and evidence-based approach to treatment. 

 

 

 

 

 

 

 

 

 

Version Control Record 

Version Date Author/Reviewer Description of Changes 

1 10/21/2024 Paul Wisniewski, D.O. Initial review and update to reflect latest evidence/practice 



 

Page 6 of 7 
©Cutting Edge Surgical Medical Group 

                                                                                                                     
 

 

 

References 

1. Salgado, C. J., et al. (2017). "Etiology of Small Bowel Obstruction." Journal of Gastrointestinal 

Surgery, 21(3), 511-517. 

2. Amit, G., et al. (2018). "Hernias as a Cause of Small Bowel Obstruction." Surgical Clinics of North 

America, 98(4), 753-762. 

3. Saha, S., et al. (2019). "Neoplastic Small Bowel Obstruction." Annals of Surgery, 270(5), 871-879. 

4. Bhandari, A., et al. (2020). "Crohn’s Disease and Intestinal Obstruction." Journal of Clinical 

Gastroenterology, 54(3), 231-236. 

5. Nadler, R., et al. (2019). "Intussusception in Adults: A Review." American Journal of Surgery, 

218(5), 961-967. 

6. Cleveland, K., et al. (2016). "Incidence of Bowel Obstruction in the General Population." World 

Journal of Surgery, 40(3), 523-531. 

7. McCahill, L. E., et al. (2018). "Bowel Obstruction: Surgical vs Non-Surgical Management." Surgical 

Endoscopy, 32(8), 3264-3271. 

8. Murray, C., et al. (2020). "Nonoperative Management of Small Bowel Obstruction: A Review." 

British Journal of Surgery, 107(1), e13-e24. 

9. Ibrahim, A. M., et al. (2021). "Fluid Resuscitation in Bowel Obstruction: Current Guidelines." 

American Journal of Medicine, 134(6), 734-740. 

10. Miller, D. S., et al. (2018). "Gastrografin in the Treatment of Small Bowel Obstruction: A 

Systematic Review." Journal of Surgical Research, 231, 204-211. 

11. Zhao, X., et al. (2019). "Effectiveness of Gastrografin in Non-Operative Management of SBO." 

Journal of Emergency Medicine, 57(4), 477-485. 

 

 

 

 

 

 



 

Page 7 of 7 
©Cutting Edge Surgical Medical Group 

                                                                                                                     
 

 

 

Disclaimer for Evidence-Based Guidelines 
 

The Evidence-Based Guidelines provided by Cutting Edge Surgical Medical Group, a 
division of Paul J. Wisniewski, DO, Inc., are intended to offer general information and 
guidance based on current research, clinical best practices, and expert opinions in the 
medical field. These guidelines are designed to assist healthcare professionals in making 
informed decisions regarding patient care, but they are not a substitute for personalized 
medical advice, diagnosis, or treatment. 
  

       Important Notes: 
 

• The guidelines are for informational purposes only and are not intended to replace 
professional medical judgment. They should be used as a reference and adapted to the 
specific needs of individual patients. 

• Application of these guidelines should be made by healthcare providers, taking into 
account the unique medical history, condition, and circumstances of each patient. 

• While Cutting Edge Surgical Medical Group strives to provide the most accurate, up-to-
date, and evidence-based information, we cannot guarantee that all content on the 
website is free from errors, omissions, or outdated information. Medical knowledge 
evolves rapidly, and guidelines may be updated periodically. 

• Cutting Edge Surgical Medical Group does not assume responsibility for the outcomes 
of any medical decision or intervention based on the use of these guidelines. The use of 
this information is at the user's own discretion. 

• Healthcare providers are encouraged to consult the latest peer-reviewed research, 
professional standards, and individual patient assessments before making clinical 
decisions. 
 

For specific medical concerns, treatment advice, or patient management, please consult 
directly with a qualified healthcare provider. 

 
 

 

 

 

 

 


