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Introduction:
Our aim is to determine whether auscultation for bowel sounds helps in clinical decision making in ICU patients 
with ileus.
Ileus can be the consequence of an operation, a side effect of drugs or the result of an obstruction requiring 
direct operative correction. Although auscultation for bowel sounds is routinely performed in the ICU and a well-
established part of the physical examination in patients with suspected ileus, its clinical value remains largely 
unstudied. 
Methods:
A literature search of PubMed, Embase and Cochrane was performed to study the diagnostic value of 
auscultation for bowel sounds. 
Results:
Auditory characteristics (tinkling, high pitched and rushes) were highly variable in postoperative ileus, 
mechanical ileus and healthy volunteers. The inter-observer variability for the assessment of the quantity, 
volume and pitch of bowel sounds was high, with a moderate inter-observer agreement for discerning 
postoperative ileus, bowel obstruction and normal bowel sounds (kappa value 0.57). The intra-observer 
reliability of duplicated recordings for distinguishing between patients with normal bowels, obstructed bowels or 
postoperative ileus was 54%.[1] No clear relation between bowel sounds and intestinal transit was found. (Table 
1) Sensitivity and positive predictive value were low: respectively 32% and 23% in healthy volunteers, 22% and 
28% in obstructive ileus, and 22% and 44% in postoperative ileus. (Table 2) 
Conclusion:
Auscultation with the aim to differentiate normal from pathological bowel sounds is not useful in clinical 
practice. The low sensitivity and low positive predictive value together with a poor inter- and intra-observer 
agreement demonstrate the inaccuracy of utilizing bowel sounds for clinical decision-making. Given the lack of 
evidence and standardization of auscultation, the critically ill patient is more likely to benefit from abdominal 
imaging. 
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Table 1 : 

Postoperative day 2 Auscultation of bowel sounds n = 

No Yes 

GC = 0 (paralytic ileus) 1 6 7 

GC < 2 (no recovery of colonic transit) 0 41 41 

GC ¡Ý 2 (recovery of colonic transit) 1 11 12 
Auscultation for the presence of audible peristalsis in relation with intestinal transit

Table 2 : 



Author Design Patients Outcome Results 
(%) 

Limitations 

GU, DIG SURG, 2010 Prospective A: healthy 
volunteers 

Correct classification of 
bowel sounds: 

A: 78/54 Electronic 
recordings 

B: intestinal 
obstruction 

Sensitivity/PPV B: 42/72 Patient 
characteristics 
unknown 

C: postoperative 
ileus 

C: 84/93 Small selection of 
bowel recordings 

FELDER, J SURG 
EDUCATION, 2014 

Prospective A: healthy 
volunteers 

Correct classification of 
bowel sounds 

A: 
32/23/59 

Electronic 
recordings 

B: intestinal 
obstruction 

& reliability: B: 
22/28/52 

C: postoperative 
ileus 

Sensitivity/PPV /intra-
observer reliability 

C: 
22/44/53 

BREUM, WORLD J 
GASTROENTEROL., 
2015 

Prospective PPatient clinically 
suspected of 
bowel 
obstruction 

Sensitivity, specificity, 
PPV and NPV of 

Sens.: 42; 
Spec.: 78 

Shorter duration 
of electronic 
recordings:: 

A: intestinal 
obstruction 
(n=37) 

pathological bowel 
sounds with respect to 

PPV: 48; 
NPV: 76 

25 seconds 

B: without 
obstruction 
(n=61) 

intestinal obstruction & 
Inter-observer agreement 

¦Êappa-
value: 
0.29 (low) 

Accuracy and observer variability in bowel obstruction, ileus and healthy volunteers

Image 1 : 

 
Accuracy and observer variability in bowel obstruction, ileus and 

healthy volunteers


