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Abstract 

Background: For identifying the occurrence, the reason, and the location of intestinal blockage, 

multi-slice computed tomography (MSCT) scans are extremely sensitive and precise. Aim: To 

evaluate MSCT diagnostic efficacy in cases of small bowel obstruction, which lowers the dis-

ease's morbidity and death rates. Patients and methods: A cross-sectional analytical investiga-

tion was conducted at the CT unit-Radiology department of the Faculty of Medicine at Suez Ca-

nal University hospital in Ismailia, Egypt, on 34 patients who had reported to the emergency 

room with symptoms suggesting small bowel obstruction, during a period time from April 2022 

to May 2023. Full history taking, radiological investigation, multi-slice computed tomography 

examination and classification of obstruction were done for all patients under study. Results: 

According to CT scans, 46.9%, 25%, and 28.1% of the patients in our research had total, high-grade, 

and low-grade small intestinal blockage. The X-ray had an 82.3% sensitivity and 100% specificity in 

identifying minor intestinal obstructions. While CT had a 94.1% sensitivity, 100% specificity, and 

100% accuracy in detecting minor bowel obstructions. Conclusions: Using a comprehensive ap-

proach, multi-slice CT not only aids in accurately diagnosing intestinal obstruction but also has 

an impact on patient outcome. With confidence, this study has determined the function of 

MSCT in identifying small bowel obstruction reasons and modifying treatment regimens. 

Keywords: Computed tomography, Diagnostic performance, Emergency room, Multi-slice CT, 
Small bowel obstruction 

 
 

Introduction  

A surgical emergency known as small 

bowel obstruction occurs when the trans-

it of intestinal contents is impeded by a 

mechanical blockage of the small intes-

tine(1). It falls into one of two categories: 

total obstruction or partial (incomplete). 

Constipation, distension, vomiting, and 

stomach discomfort are common signs of 

small bowl obstruction. Still, not every 

one of these symptoms will manifest, par-

ticularly in the elderly(2). Effective treat-

ment for small bowel obstruction (SBO),  
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a frequent clinical condition, depends on a 

prompt and precise diagnosis(2-4). Even 

with improvements in imaging technology 

and our knowledge of small intestinal 

pathophysiology, small bowel obstruction 

is still frequently misdiagnosed or discov-

ered too late, leading to a high rate of 

morbidity and death. A thorough strategy 

that incorporates patient history, clinical 

findings, and triage exams such plain ab-

dominal radiography will assist the doctor 

in creating a customized treatment plan(5, 

6). Even though a physical examination can 

identify small intestinal blockage, more 

testing is frequently necessary for surgical 

evaluation and treatment(6). Small intesti-

nal obstruction was previously diagnosed 

mostly by physical examination; however, 

with the development of computed to-

mography (CT), the characterization and 

accuracy of this disease have improved 

significantly. A common additional imag-

ing modality is radiography(7). Conven-

tional plain radiography studies can be 

utilized to confirm the diagnostic and ex-

tent of small-bowel blockage imaging, but 

not the cause of the obstruction. Deter-

mining the source of blockage is the goal 

of further imaging modalities(8). The sensi-

tivity of plain radiography is low, thus 

while it can be used as a first screening for 

clear air-fluid levels and free intra-

abdominal air, it cannot be dependent 

upon to rule out small intestinal block-

age(9). In cases of suspected small bowel 

obstruction, however, it has been demon-

strated that adding ultrasonography after 

clinical diagnosis increases the specifici-

ty(10). Because the entrapment of air in ti-

ny bowel blockage inhibits the ultra-

sound's ability to transmit, ultrasonogra-

phy has limited utility and should only be 

used by healthcare professionals.(11-13) 

When it comes to small intestinal obstruc-

tion diagnosis, magnetic resonance imag-

ing appears to be limited. Though there 

are currently no clear standards for em-

ploying MRI in routine clinical practice, the 

technology offers equal sensitivity and 

specificity to CT-scan(12, 14). When a CT scan 

is not available or cannot be performed, 

magnetic resonance imaging can be help-

ful. But compared to a CT scan, it is less 

accurate in diagnosing small intestinal ob-

struction due to its accessibility, expense, 

and lower spatial and temporal resolu-

tion(14, 15, 16). Evaluation of the small bowel 

has advanced significantly with the devel-

opment of Multi-Slice Computed Tomog-

raphy (MSCT) from traditional CT. From 

the volume data, the volume rendering 

(VR), Maximum intensity projection (MIP), 

or multi-planar reconstruction (MPR) im-

ages can be recreated using the 3-

dimensional imaging approach(17). The use 

of CT in the assessment of patients with 

small bowel obstruction is widely accept-

ed, and numerous studies have shown 

that CT is a useful tool for diagnosing 

small bowel obstruction, determining its 

cause and transition point, and most im-

portantly for detecting ischemia, which 

necessitates immediate surgical interven-

tion(18). On the other hand, CT results for 

these points show inconsistent diagnostic 

performance. For instance, there was a 

range in the specificity values from 57% to 

100% and the sensitivity of CT for the diag-

nosis of small intestinal obstruction from 

50% to 100%(17). Additionally, a prospective 

investigation revealed a weak sensitivity 

of 15% for ischemia, despite other studies 

reporting that CT had good sensitivity and 

specificity for ischemia of small intestinal 
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obstruction. A recent study of 108 cases 

also revealed no association between CT 

results and surgical intervention, despite 

multiple studies demonstrating that CT 

might predict surgical intervention for pa-

tients with small intestinal obstruction(17, 

18). The inability of clinical presentation, 

physical examination findings, and labora-

tory tests to accurately diagnose small 

bowel obstruction presents a challenge 

for clinical management; however, since 

then, significant advancements in imaging 

technology, including CT, have trans-

formed the approach to management(19). 

Because the literature that is currently 

available is inconsistent, we conducted a 

cross-sectional study to analyze and ap-

praise CT's diagnostic efficacy for small 

bowl obstruction. Therefore, the aim of 

this study was to evaluate multi-slice 

computed tomography (MSCT) diagnostic 

efficacy in cases of small bowel obstruc-

tion, which lowers the disease's morbidity 

and death rates. 

Patients & methods: 

Study design: 

A cross-sectional analytical investigation 

was conducted at the CT unit-Radiology 

department of the Faculty of Medicine at 

Suez Canal University hospital in Ismailia, 

Egypt, on 34 patients who had reported 

to the emergency room with symptoms 

suggesting small bowel obstruction, dur-

ing a period time from April 2022 to May 

2023. 

Ethical approval: 

The individual was informed of the study's 

objectives in detail and was then asked to 

sign an informed consent form. The con-

sent form was prepared in accordance 

with the guidelines provided by the Egyp-

tian Ministry of Health's Quality and Im-

provement System and the Helsinki Decla-

ration. The study plan was approved by 

the Suez Canal University's local ethical 

scientific council in Ismailia, Egypt (IRB ID: 

RPNC-1). 

Patients who were over the age of eight-

een, those who had small bowel block-

ages and were experiencing one or more 

of the following symptoms: constipation, 

acute abdominal, vomiting, nausea, and 

difficulty passing stool were enrolled in 

the study. 

Exclusion criteria: Patients who have un-

dergone intestinal surgery in the past, 

those who are hemodynamically unstable, 

those who have severe cardiac disease 

that causes orthopnea, pregnant women, 

those who are sensitive to the contrast 

medium, and those who have not re-

ceived regular dialysis on account of 

chronic renal failure or impairment. 

All patients of this study were subjected 

to full history taking including name, age, 

sex…etc.  

Radiological investigation as follow: 

CT scan: 

At the Suez Canal University hospital in 

Ismailia, Egypt, the imaging scan was per-

formed in the CT unit of the Diagnostic 

Radiology department of the Faculty of 

Medicine. With the Toshiba CT Scanner 

(Alexion Model TSX – 034A), produced in 

Japan in 2014. 

Classification of obstruction: 

When delayed scans taken between three 

and twenty-four hours later show no con-

trast medium passing through the ob-
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struction, this is regarded as a complete 

obstruction. When enough contrast mate-

rial passes through the blockage's site, it 

is thought to be a low-grade partial small 

bowel obstruction(20). When there is con-

siderable stasis and a delay in the contrast 

medium's passage, diluted oral contrast 

material occurs in the enlarged proximal 

gut and minimal contrast material appears 

in the compressed distal loops, this condi-

tion is characterized as high-grade partial 

small intestinal obstruction. There is a 50% 

caliber difference between the distal col-

lapsed intestine and the proximal dilated 

bowel in a high-grade obstruction(20). 

Multi-slice computed tomography exam-

ination: 

In this investigation, patients were exam-

ined using a Toshiba CT Scanner (Alexion 

Model TSX – 034A), a 16-channel multi-

slice CT scanner in the diagnostic radiolo-

gy department of Suez Canal University 

Hospital, Ismailia. The patients had been 

fasting for at least six hours before the 

evaluation. An intravenous line with a big 

bore (18 G) was inserted into the antecu-

bital fossa. Some patients received water 

or an oral contrast agent that had been 

diluted. Within 120 minutes, this was ad-

ministered orally in a continuous, regular 

way (150 ml every 20 minutes); the final 

100 ml was placed on a table. Depending 

on the patient's tolerance, different 

amounts of fluid were consumed. Each 

patient is given 1000 ml (7.5 ml of oral 

contrast medium plus 992.5 ml of water). 

A rectal enema using diluted positive con-

trast (gastrografin) was performed on a 

few patients right before the examina-

tion. Depending on the patient's age and 

tolerance level, a different volume of en-

ema infusion is administered. An automat-

ic injector delivered 50 ml of nonionic con-

trast medium (iopromide) at a rate of 3 

ml/s. Slice collimation of 2.5 mm, pitch of 

1-2.5, matrix of 512 x 512, 200–350 mA, and 

120–140 kV were used for all imaging. Re-

ferring physicians assisted in the interpre-

tation of the findings, which were read on 

the CT machine's Vitrina workstation. 

Data Management and Statistical Analysis 

The gathered data was statistically ana-

lyzed using a Statistical Package for the 

Social Sciences statistics application for 

Windows (SPSS, version 26, IBM, Armonk, 

NY, USA). The distribution of the data was 

examined for normalcy using the Shapiro-

Wilk test. Every test was carried out with a 

95% confidence level. A P (probability) 

value less than 0.05 is regarded as statisti-

cally significant. SPSS Chart Builder and 

Microsoft Excel for Windows 2019 were 

used to create the charts(21). 

Results 

A study population flowchart can be seen 

in Figure 1. At Suez Canal University Hospi-

tal, 45 patients had characteristics that 

suggested they might have a minor intes-

tinal obstruction. Thirteen patients were 

deemed unsuitable for inclusion in the tri-

al, while four patients could not fulfill the 

necessary requirements for participation 

(Figure 1). The patients' ages ranged from 

23 to 73 years old, with a mean age of 48.8 

±13.2. The majority of patients (53%) were 

over 50 years old; 41.2% were between 30 

and 50 years old; 5.8% were under 30 

years old; 70.6% of patients were female; 

and 29.4% were male (Table 1). 

Furthermore, 82.4% of patients had an X-

ray showing blockage (dilated bowel 

loop/multiple air fluid level), whereas all 
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patients reported stomach discomfort, 

61.8% vomiting, 64.7% distension, 58.8% 

constipation, 67.6%, 70.6%, and 52.9% 

tachycardia, tenderness, and guarding, 

respectively. (Table 2). 

Table 1. Age and gender distribution among 
the studied patients. 

 Patients (n=34) 

Age/year 
Mean±SD 
Range  

 
48.8 ± 13.2 

23-73 

Age group 
>30 years 
30-50 years 
<50 years 

 
2 (5.8%) 

14 (41.2%) 
18 (53%) 

Gender 
Male 
Female 

 
10 (29.4%) 
24 (70.6%) 

 

Table 2. Clinical data and X ray finding of the 
studied patients. 

Patients (n=34) % 

Abdominal pain 
Yes 
No 

 
34 
0 

 
100% 

0% 

Vomiting 
Yes 
No 

 
21 
13 

 
61.8% 
38.2% 

Distension 
Yes 
No 

 
22 
12 

 
64.7% 
35.3% 

Constipation 
Yes 
No 

 
20 
14 

 
58.8% 
42.2% 

Tachycardia 
Yes 
No 

 
23 
11 

 
67.6% 
32.4% 

Tenderness 
Yes 
No 

 
24 
10 

 
70.6% 
29.4% 

Guarding 
Yes 
No 

 
18 
16 

 
52.9% 
47.1% 

Obstruction by X 
ray (dilated bowel 
loop/multiple air 
fluid level) 

Yes 
No 

 
 
 

28 
6 

 
 
 

82.4% 
17.6% 

According to Table 3, all patients had ob-

struction by perioperative finding, and 

94.1% of patients had obstruction by CT. 

Additionally, CT revealed that, respective-

ly, 46.9%, 25%, and 28.1% of patients had 

total, high-grade, and low-grade small in-

testinal blockage. 35.3%, 35.3%, and 29.4% 

of the patients in the study had complete, 

high-grade, and low-grade small intestinal 

blockage, according to the perioperative 

data (Figure 2). 

Moreover, a different final diagnosis of 

small bowel obstruction was made. Based 

on the results of the operation, we listed 

the causes of obstruction, which included 

Crohn's disease (5.9%), small bowel tumor 

(8.8%), adhesive bands (14.7%), radiation 

enteritis (8.8%), intussusception (14.7%), 

mesenteric ischemia (8.8%), obstructive 

hernia (23.5%), small bowel tumor (8.8%), 

small bowel volvulus (3%) and gallstone 

ileus (3%), (Figure 3). 

Table 3. CT and Perioperative finding of the 
studied patients. 

 Patients (n=34) % 

Obstruction by CT 
Yes 
No 

 
32 
2 

 
94.1% 
5.9% 

Obstruction by Peri-
operative finding 

Yes 
No 

 
 

34 
0 

 
 

100% 
0% 

In addition, the X-ray had a sensitivity and 

specificity of 82.3% and 100%, respectively, 

to detect small intestinal obstruction, 

while the CT had a sensitivity, specificity, 

and accuracy of 94.1% and 100%, respec-

tively (Table 4). 
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Figure 1. Flowchart of the studied patients with small bowel obstruction. 

 

Figure 2. Grading of small bowel obstruction by CT and perioperative finding of the patients. 
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Figure 3. Final diagnosis of the studied patients. 

Table 4. Diagnostic power of X ray and CT to detect small bowel obstruction. 

X ray Number Parameters Value 

True positive 28 Sensitivity 82.3% 

False positive 0 Specificity 100% 

True negative 0 Prevalence 100% 

False negative 6 Positive predictive value 100% 

CT 

True positive 32 Sensitivity 94.1% 

False positive 0 Specificity 100% 

True negative 0 Prevalence 100% 

False negative 2 Positive predictive value 100% 
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Cas 1. A 71-year-old female patient with symptoms of nausea and vomiting. (A) X ray showing 

multiple dilated gas filled loops of small bowel throughout the abdomen. The valvulae 

connivences are illustrated indicated it is small bowel. (B) CT Axial image shows proximal 

bowel dilatation and distal ileal collapse. transitional zone is seen at the level of ileum (the 

arrow) mostly due to adhesive band. Oral contrast is seen passing through the transitional 

zone at the level of ileum suggestive of incomplete obstruction. 

   
  

Case 2. A 25-year-old male patient. CT image obtained after repeated hospital admissions with 

abdominal bloating and vomiting for more than one year. (A) Axial CT abdomen shows in a gas 

bubbles mixed with particulate matter (small bowel feces sign). (B) Arrow shows the long 

segment intussusception noted at the jejunum causing subacute obstruction, the intussuscep-

tion shows a segment of mildly thick-walled slightly enhancing intussusception. 

 

 

(A) (B) 

(A) (B) 
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Case 3. A 38-year-old male patient with history of Crohn’s disease with symptoms of nausea and vomiting. CT 

demonstrates (SBO) multiple dilated bowels are seen. (A) Axial CT scan through lower abdomen of small-

bowel obstruction secondary to Crohn’s disease shows multiple fluid-filled loops of small bowel (arrows) 

and CT equivalent of string-of-pearls sign. (B) Axial CT scan through lower abdomen shows partially solid 

material intermixed with air within distal small bowel (arrows), similar in appearance to feces in colon 

“small-bowel feces” sign. 

 

 

 

Case 4. A 63-year-old female patient with symptoms of constipation and abdominal pain for 5 days. With 

history of abdominal surgery. CT images show multiple dilated bowels due to adhesions. (A) Axial CT scan 

through lower abdomen shows collapsed distal loop (arrow). (B) CT scan obtained inferior to (a) showing 

transitional zone (arrow). (C) CT scan obtained inferior to (a, b) shows narrowing of involved loop of bowel 

and showing “small-bowel feces” sign (arrows). 

(A) (B) 

(A) (B) (C) 
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Case 5. A 50-year-old male patient images presented 

with cramping abdominal pain, distention, and consti-

pation, with nausea and vomiting. (A) Axial CT scan of 

the abdomen shows whirl sign (arrow) signifying volvu-

lus. Volvulus can result of loop of bowel rotated around 

its mesentery. If loop sits in axial plane, it well appears 

as U or C shape.  

 

Case 6. A 50-year-old female patient with symptoms of 

acute sharp abdominal pain. With history of irreducible 

umbilical hernia. CT images show multiple dilated bow-

els due to obstructive hernia.  (A) Axial CT scan of the 

abdomen demonstrating acute small bowel obstruction 

secondary to an incarcerated umbilical hernia. There is a 

small bowel dilatation proximally and collapsed distally. 

(Arrows). 

 

Case 7. A 65-year-old male with history of abdominal 

liposarcoma, after a whole abdominal radiation thera-

py. Presented with diarrhea, nausea, and vomiting. (A) 

Axial CT scan of the abdomen shows marked small 

bowel wall thickening (the arrows) the transmural en-

hancement suggests early ischemia. There is small vol-

ume pneumoperitoneum (arrowheads) suggestive of 

focal bowel necrosis. 

 

Case 8. A 55-year-old male patient with recurrent left 

lower quadrant pain and constipation. CT scan shows 

the multilayered appearance of a small bowel intussus-

ception. (A) Axial CT scan of the abdomen demonstrat-

ing the intussusception (black arrowhead), with com-

plex of mesenteric fat and blood vessels (arrow), is sur-

rounded by the thick wall (white arrowhead).  
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Discussion 

Around 80% of cases of intestinal obstruction 

(IO) are found to have small bowel obstruc-

tion(7). There is a need to identify patients 

whose small bowel obstruction (SBO) can re-

solve spontaneously so that unnecessary sur-

gical interventions are avoided(7). This study 

aimed to evaluate to evaluate multi-slice 

computed tomography (MSCT) diagnostic 

efficacy in cases of small bowel obstruction, 

which lowers the disease's morbidity and 

death rates. The average age of the patients, 

according to our study, was 48.8 ± 13.2, with a 

range of 23 to 73 years. Furthermore, there 

were 29.4% male patients and 70.6% female 

patients. We concurred with Iqbal et al.'s(22) 

findings about the diagnostic accuracy of 

curved Multiplanar reformat of multidetector 

CT scan in identifying the transition zone in 

patients suffering from intestinal obstruction. 

The patients included twenty-eight male and 

thirty-two female individuals ranging in age 

from fifteen to eighty years. The effectiveness 

of computed tomography (CT) imaging in 

identifying the existence, degree, and cause 

of intestinal blockage was also assessed by 

Khatri and Khatri(23). The study participants 

had a mean age of 51.62±17.46 years, with 46% 

being male and 54% being female. On the oth-

er hand, Elsayed et al.(24) talked about the val-

ue of multidetector computed tomography 

(CT) in assessing intestinal blockage and its 

underlying causes. Of the 20 patients in this 

study, 4 (20%) were women and 16 (20%) were 

men. With a range of 1 month to 85 years, the 

mean age was 38.95 years. 

Most patients in our study (53.3%) were over 

50 years old, 41.2% had ages between 30 and 

50, and 5.8% had ages under 30.  Furthermore, 

Khatri and Khatri(23) demonstrated that most 

of the study population (56.0%) belonged to 

the 41–60-year age group, with 24% of pa-

tients falling into the >60-year age group and 

20% falling into the 21–40-year age group. Ac-

cording to Elsayed et al.(24) there were 5/20 

patients under the age of 18 (25%), 4/20 be-

tween the ages of 18 and 45 (20%), and 11/20 

above the age of 45 (55%). Intestinal blockage 

is more common in those over 45 years of 

age. Raja et al.(25) discovered 26% in the 51–60 

age range, 23% in the 41–50 age range, and 22% 

in the >60 age range. The age group under 20 

years old had a minimum of 2% of participants. 

Based on X-ray findings, our study revealed 

that 82.4% of patients experienced obstruc-

tion (dilated bowel loop/multiple air fluid lev-

el). Maglinte et al.'s(9) study examined the ac-

curacy of plain film radiography in determin-

ing the degree of small-bowel blockage. 56% 

(20/36) of low-grade obstacles were accurate-

ly identified on plain films when they were 

classified as low- or high-grade partial small-

bowel blockages. 86% (24/28) of high-grade 

blockages were appropriately detected by 

plain film radiography. All false-negative plain 

film interpretations were related to low-grade 

small-bowel obstruction caused by adhesions; 

patients with false-negative high-grade small-

bowel obstruction were explained by severe 

generalized ileus. The overall accuracy of plain 

film radiography in identifying small-bowel 

obstructions of different severity was compa-

rable. The first imaging modality to be used 

on individuals suspected of having small-

bowel obstructions should still be plain film 

radiography. By CT, 94.1% of the participants in 

our research had blockage. Adhesion bands 

(18%) by CT was the most common cause of 

obstruction, according to Raja et al.(23) who 

also found that dilated gut loops (17%), gut 

perforation (8%), intussusceptions (8%), tu-

mors (7%), mesenteric infarction (5%), sigmoid 

volvulus (5%), internal hernia (4%), external 

hernia (3%), pancreatitis (3%), sigmoiditis (3%), 

intra-peritoneal abscess (3%), radiation enteri-

tis (3%), appendicitis (2%), post-traumatic ileus 

(2%), Jejunal hematoma (2%), cecal volvulus 

(1%), extra-peritoneal hematoma (1%), gall 

stone ileus (1%), carcinomatosis (1%), fecal im-
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paction (1%), and unknown cause (2%). Similar 

to those mentioned by Horton et al.(26) are our 

diagnostic standards for colonic cancer, which 

are as follows: A distinct soft-tissue tumor 

that narrows the intestinal lumen is usually 

visible on CT scans of patients with colorectal 

cancer. Furthermore, a notable proportion of 

colorectal malignancies present with localized 

thickening of the colonic wall and luminal 

constriction; this appearance highlights the 

significance of appropriate colonic opacifica-

tion and distention. The lumen may be con-

stricted due to asymmetric nodular wall thick-

ening that is a common appearance of rectal 

and sigmoid malignancies. According to our 

study, the percentage of patients with com-

plete, high-grade, and low-grade small intesti-

nal obstruction by CT was 46.9%, 25%, and 

28.1%, respectively. Perioperative data from 

the patients under study showed that, respec-

tively, 35.3%, 35.3%, and 29.4% of patients had 

complete, high-grade, and low-grade small 

intestinal blockage. According to the results 

of the operation, the following causes of ob-

struction were identified: small bowel tumors 

(8.8%), Crohn's disease (5.9%), adhesive bands 

(14.7%), radiation enteritis (8.8%), intussuscep-

tion (14.7%), mesenteric ischemia (8.8%), ob-

structive hernias (23.5%), small bowel volvulus 

(3%) and gallstone ileus (3%). According to 

surgical results, Iqbal et al.(22) also identified 

the following causes of obstruction: adhe-

sions (43.2%), hernias (18.1%), tumors (4.5%), 

tuberculosis (9%), foreign bodies (4.5%), and 

ischemia in (40.9%) on CT scans. The X-ray's 

sensitivity and specificity for identifying small 

intestinal obstruction in our investigation 

were 82.3% and 100%, respectively. Moreover, 

CT had a 94.1% sensitivity and 100% specificity 

in identifying minor bowel obstructions. A 

systemic review was done by Mallo et al (27) 

and yielded similar results.  Our investigation 

demonstrated that the most therapeutically 

valuable data from CT was related to individu-

als in whom it was challenging to distinguish 

between ileus and bowel obstruction, intesti-

nal obstruction was identified, and conserva-

tive treatment was considered. Precise CT re-

sults were useful in directing the course of the 

patient's care (surgical versus conservative). 

which concurred with Khatri and Khatri(23) 

who concluded that imaging characteristics 

aid in patient stratification for conservative or 

surgical care. Since classic clinical indications 

of vascular compromise, such as acidosis, fe-

ver, leukocytosis, and tachycardia, are fre-

quently incorrect in forecasting the need for 

operational intervention, imaging is frequent-

ly a crucial component aiding in the decision-

making process. Therefore, it is crucial for ra-

diologists to recognize imaging characteristics 

that point to a high risk of bowel vascular 

compromise to aid improve treatment before 

intestinal ischemia and ultimately necrosis 

arise. According to Iqbal et al (22), the curved 

Multiplanar reformat of a multidetector CT 

scan is a highly effective diagnostic tool that is 

essential for identifying and describing the 

area of transition in patients who have intes-

tinal blockage as well as for appropriate ther-

apy. Ultimately, this study demonstrated how 

CT has completely changed how patients with 

minor intestinal blockage are evaluated. CT is 

readily available in many hospitals around the 

clock, making the test quick, easy, and diag-

nostic. Before surgery, a precise assessment 

of the obstruction's etiology, location, and 

degree is made, and strangulation is visual-

ized. We think that additional CT evaluations 

of patients with suspected blockage will ulti-

mately save more lives and money, even 

though they are more expensive. Therefore, 

as a first step towards a diagnosis, we rec-

ommend that any patient with suspected 

small intestinal blockage undergo an initial CT 

study.  

Limitations of the Study 

Due to variations in patient numbers and ex-

amination methods, it was difficult to com-

pare our findings with those of some other 

research, which meant that our study had cer-
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tain limitations such as our study was a single 

center study with small sample size of our pa-

tients.  

Conclusion 

When it comes to identifying small intestinal 

blockage, its location, and its etiology, multi-

slice CT scans are incredibly sensitive and spe-

cific. Small intestinal obstruction can be diag-

nosed with multislice CT with a sensitivity and 

specificity of 94.1% and 100%, respectively. Us-

ing a complete approach while using Multi-

slice CT not only improves patient outcome 

but also aids in accurately diagnosing intesti-

nal blockage. With confidence, this study has 

determined the function of MSCT in small in-

testinal obstruction diagnosis and treatment 

plan modification. 
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