
213© Springer Nature Switzerland AG 2019 
S. Docimo Jr., E. M. Pauli (eds.), Clinical Algorithms in General Surgery, 
https://doi.org/10.1007/978-3-319-98497-1_56

Management of Large Bowel 
Obstruction

Audrey S. Kulaylat and David B. Stewart Jr.

�Algorithmic Approach

	A.	 Since large bowel obstructions (LBO) can 
result from a variety of both benign (e.g., 
diverticular disease, ischemic colitis) and 
malignant (e.g., colorectal cancer, extrinsic 
compression from ovarian cancer) diseases, a 
detailed history is essential for determining 
the diagnosis. Important factors to consider 
include the onset and duration of obstructive 
symptoms, as well as any associated symp-
toms. Patients will report complaints of 
abdominal pain and distention, as well as pro-
gressively worsening obstipation. 
Competency of the ileocecal valve can impact 
patient presentation: patients with competent 
valves are at risk for a closed-loop obstruc-
tion and are less likely to have nausea/vomit-
ing, which is commonly seen in large bowel 
obstructions [1].

	B.	 A thorough physical exam evaluating for 
signs of peritonitis and systemic toxicity 
should be performed, in additional to obtain-
ing laboratory studies to assess for electrolyte 
derangements or signs of bowel ischemia. 

Initial radiographic evaluation with an acute 
abdominal series can be obtained, in order to 
(1) evaluate for signs of perforation, (2) 
assess the degree of colonic distention, and 
(3) potentially identify an etiology, such as a 
volvulus [1].

	C.	 In patients with systemic toxicity or signs of 
free perforation, intravenous broad-spectrum 
antibiotics and emergent exploratory laparot-
omy are indicated. If unresectable disease 
(e.g., carcinomatosis) or disease that requires 
initial medical treatment (e.g., neoadjuvant 
therapy for obstructing rectal cancer) is 
encountered, then proximal diversion is an 
appropriate procedure. If resectable disease is 
found, resection of the diseased intestine is 
indicated, along with careful inspection of the 
remaining large intestine for either ischemia 
or synchronous lesions.

	D.	 In hemodynamically stable patients with a 
clear diagnosis, such as colonic volvulus (10–
15% of LBO), acute colonic pseudoobstruc-
tion, or foreign body impaction, further 
management should proceed according to the 
underlying etiology of bowel obstruction 
[1–3].

	E.	 In hemodynamically stable patients without 
signs of perforation, but for whom the diag-
nosis remains unclear, further imaging should 
be obtained. Either contrast enema (particu-
larly for left-sided lesions) or CT scans can 
be helpful in determining the etiology of the 
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obstruction. Colonoscopy, preferably with 
CO2 insufflation, can also be used to obtain a 
tissue diagnosis in patients with suspected 
intraluminal disease, such as colorectal can-
cer (~50% of LBO) [1].

	F.	 Further management of LBO in the none-
mergent setting is dependent upon etiology. 
In general, the two main options are surgical 
(either resection or diversion) or endoscopic 
stenting, the latter of which can be used as a 
bridge to surgery or as definitive palliation. 
Stents offer lower initial morbidity than 

surgical resection, with the possibility of 
converting a more urgent surgery to an elec-
tive procedure with a lower likelihood of 
requiring a stoma [4]. However, stents are 
often less effective at relieving the initial 
obstruction (53% vs. 99%) and have high 
rates of reobstruction [5]. Since stents are 
safest when used as a bridge to elective sur-
gery within several weeks, careful consider-
ation of the goals of care is necessary in 
choosing how to relieve the patient’s 
obstructive symptoms.
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