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ABSTRACT

L

arge bowel obstruction is defined as a mechanical or
functional obstruction at the level of colon or rectum, not
allowing the natural passage of the products of digestion.
It typically occurs in the elderly and requires prompt
medical/surgical treatment.
70-year-old Caucasian woman suffering from
locked-in syndrome presented
to the emergency
department with a distended abdomen and absolute
constipation for 3 days. Abdominal X-ray showed
features of large bowel obstruction.An emergency scan
confirmed large bowel obstruction caused by a foreign
body in the patient’s rectum with likely surrounding
reactive mural thickening.
All of the numerous causes of large bowel
obstruction need to be considered and addressed during
history taking, examination and forming of a differential
diagnosis. As in our case, CT scanning is invaluable in
forming a diagnosis and cause of large bowel
obstruction. It can quickly guide management of such
cases.
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INTRODUCTION

Large bowel obstruction (LBO) is defined as a mechanical or
functional obstruction at the level of colon or rectum, not allowing
the natural passage of the products of digestion. [1] It typically
occurs in the elderly and requires prompt medical or surgical
treatment. The urgency of management is driven by the risk of
rupture in the distended or compromised colon with the danger of
faecal peritonitis.[2]
Typical clinical features of LBO are: abdominal pain due to
distension and colic; abdominal distension due to retention of
faeces and flatus; constipation; non passage of faeces or flatus
(signifying complete obstruction); peritonism (if perforation has
occurred) and vomiting.[3]

Pseudo-obstruction (Ogilvie's syndrome), a condition
characterised by acute dilatation of the colon in the absence of
mechanical obstruction, presents with similar clinical features to an
organic obstruction with the same potential complications, but is
usually associated with another illness. [6]
II. CASE REPORT
2.1 Medical History
A 70-year-old Caucasian female suffering from Huntington’s
disease causing locked-in syndrome presented to the emergency
department with her relatives with a very distended abdomen and
not having opened her bowels for 3 days. The family reported no
history of vomiting, but they had noticed some retching.
Due to the difficulties in communicating with the patient, the
majority of the history was provided by the family who were also
the main carers.
Other than Huntington disease, the patient had no significant
past medical history and was not on any regular medication. Her
feeding was administered through a gastrostomy tube which had
been last changed 2 years prior to this presentation. She had no
history of major abdominal surgery. The family did not report any
weight loss or rectal bleed. There was no family history of bowel
disease or abdominal cancers.
2.2 Clinical features

Figure 1. AP erect chest X-ray showing evidence of bowel
obstruction
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Statistically, the three most common causes of mechanical
LBO are carcinoma of the colon (50-60%), diverticular disease
(30%) and sigmoid volvulus (3-8%).[4] Less common causes
include strictures (from inflammatory bowel disease, ischaemia
and radiation), intussusception, adhesions (less than 1%) [5] and
faecal impaction.

Figure 2. Abdominal X-ray showing evidence of large bowel
obstruction

On clinical examination, the patient had a markedly distended
abdomen which had no features of peritonitis. Abdominal
examination caused noticeable discomfort to the patient. On
auscultation she had obstructive bowel sounds.
Rectal examination proved difficult due to patient positioning
and pain so was not completed.
The patient was very nauseous and continued to wretch
throughout the clinical examination despite antiemetic medication.
2.3 Investigations
Urgent chest and abdominal X-rays performed in the
emergency department (Fig 1 and 2) showed features of large
bowel obstruction.[7] An urgent contrast enhanced abdominal CT
confirmed large bowel obstruction with a foreign body in the pelvis
(Fig 3-6).[8]
Formal CT reporting by a radiologist commented that the
foreign body appeared similar to a gastrostomy tube bumper within
the rectum. There was marked proximal distension of sigmoid
colon and faecal loading within the proximal large bowel. The
bumper on the existing gastrostomy feeding tube was intact.[10]

Figure 3. CT AP preview showing evidence of large bowel
obstruction
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DIFFERENTIAL DIAGNOSIS

Given the patient‘s age and comorbidities, the differential
diagnoses prior to CT imaging were neoplasm, volvulus,
constipation and pseudo-obstruction. [9]
Cross sectional imaging, however, unexpectedly suggested a
diagnosis of large bowel obstruction due to a foreign body.
IV.

FINDINGS & OUTCOME

An emergency examination under anesthesia was performed
followed by a sigmoidoscopy where the gastrostomy bumper was
retrieved using a grasper (Figure 7). A flatus tube was inserted
and left in situ for 12 hours post-operative.

Figure 4. CT AP sagittal section showing evidence of large
bowel obstruction and foreign material in rectum

Figure 5. CT AP coronal section showing evidence of large
bowel obstruction
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Post operatively the patient began to open her bowels in her
normal pattern. She was discharged home 24 hours later.

Figure 7. Foreign body removed from rectum (causing large
bowel obstruction)
V.

DISCUSSION

Bowel obstruction caused by foreign bodies is most
often found in the small bowel. The majority of foreign bodies
impact just proximal to ileocaecal valve.
Large bowel obstruction has many causes all of which
should be considered and addressed during history taking,
examination and forming a differential diagnosis. The most
common causes of large bowel obstruction are neoplastic,
volvulus and diverticular disease. [10]

Figure 6. CT AP transverse section showing evidence of foreign
material in rectum

Although most cases of large bowel obstruction are
managed surgically, there is a shift towards a less invasive
approach.[11] The majority of patients with mechanical large
bowel obstruction will undergo laparotomy with or without a
bowel resection sometimes needing an anastomosis or formation
of a stoma. Immediate surgery is indicated if peritonitis is
present.[12] If a colonic stricture is identified, stenting is also an
increasingly considered option. Self-expandable metal stents are
useful particularly in left sided bowel obstruction of malignant
origin. These are placed endoscopically as a palliative tool or as a
bridge to surgery for patient optimisation. [13,14] In most cases
of sigmoid volvulus, endoscopic decompression should be
attempted. Decompression is achieved in the majority of cases
avoiding the need for major surgery. Pseudo-obstruction should
be managed conservatively by addressing the patient’s general
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medical condition including fluid and electrolyte correction. If
there is passage of flatus following PR examination or
sigmoidoscopy, insertion of a flatus tube can also be useful.

[5].

El-Masry N S, Geevarghese R. Large bowel obstruction
secondary to adhesive bands. J of surgical case reports,
2015, 2015: 2042-8812

CT of the abdomen and pelvis is an invaluable tool in
the assessment of large bowel obstruction.[15,16] Although other
imaging modalities can also be useful, CT is the gold standard
and increasingly available in most hospitals.[17] In this particular
case it confirmed a diagnosis of large bowel obstruction and
accurately identified an unexpected cause.

[6].

Nanni G, Garbini A, Luchetti P, Ronconi P,
Castagneto M . Ogilvie's syndrome (acute colonic
pseudo-obstruction): review of the literature (October
1948 to March 1980) and report of four additional cases.
Diseases of the colon and rectum, 1982, 25:,157-166

[7].

Matsuo Y . Degree of bowel distension on plainradiographs--a surgical-radiological study of new criteria
in mechanical intestinal obstruction. The Japanese J of
surgery, 1978, 8: 222-227

[8].

Jaffe T, Thompson W M. Large-Bowel Obstruction in
the Adult: Classic Radiographic and CT Findings,
Etiology, and Mimics. Radiology 2015; 275: 651-663

[9].

Keoplung S, Teerasamit W, Suvannarerg V.
Diagnosis of bowel obstruction: added value of
multiplanar reformations from multidetector CT in
comparison with axial planes alone. J of the Medical
Association of Thai = Chotmaihet thangphaet 2013, 96:
1569-1577

We have identified scattered reports of bezoars[18],
baroliths [19] and faecoliths[20] as a cause of bowel obstruction
in the literature. We have also noted a case where a vaginal
foreign body resulted in large bowel obstruction, [22] however,
we could not find any cases of a foreign body within the rectum
causing large bowel obstruction.
VI.

CONCLUSION

Clinical teams should always consider the varied causes for large
bowel obstruction. Early CT imaging can confirm the diagnosis
and cause of large bowel obstruction which guiding optimal
management.
Learning points


Urgent assessment of all cases of bowel obstruction.



Thorough exploration of past medical and surgical
history.



CT AP is an invaluable tool to confirm diagnosis and
identify the cause and level of bowel obstruction.



Urgent treatment of the underlying cause (including
surgery if necessary) will achieve the best results and
relieve the symptoms.

VII.
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