VOLUME-7, ISSUE-10, OCTOBER-2018 « PRINT ISSN No 2277 - 8160

INTESTINAL OBSTRUCTION : ETIOLOGY AND MANAGEMENT.

Arun S. Patil* Associate Professor. *Corresponding Author.
Pravinkumar O. :
Assistant Professor
Agrawal
Lomesh A. Kapadnis Assistant Professor
KEYWORDS :
INTRODUCTION METHOD OF COLLECTION OF DATA

Acute abdomen is one of the most difficult problems that a general
surgeon has to face. Out of the numerous causes of acute abdomen,
intestinal obstruction represents one of the most important and
common challenge. A better understanding of the pathophysiology
of bowel obstruction and the use of isotonic fluid resuscitation,
intestinal tube decompression, and antibiotics have greatly
reduced the mortality rate for patients with mechanical bowel
obstruction Ultimate clinical decisions regarding the management
of these patients dictates a thorough history and workup and a
heightened awareness of potential complications. Although
modern day surgical management continues to focus appropriately
on avoiding operative delay whenever surgery is indicated, not
every patientis always best served by immediate operation. Certain
entities, such as intestinal obstruction secondary to incarcerated
abdominal wall hernia, and patients with clinical signs and
symptoms suggestive of strangulation do require prompt operative
intervention. Other conditions, however, such as postoperative
adhesions and neoplastic-associated intestinal obstruction,
particularly in patients with numerous previous abdominal
procedures, concomitant medical problems, or incomplete or
partial obstruction, often justifiably benefit by a trial of
nonoperative management. The risk of strangulation with adhesive
and neoplastic bowel obstruction is relatively low as compared with
incarcerated hernia and volvulus. Close and careful clinical
evaluation, in conjunction with laboratory and radiologic studies,
will usually dictate the proper course of management in any given
case. If any uncertainty exists, prompt operative intervention is
indicated

AIMS AND OBJECTIVES

1) To study age, sex and other etiological factors regarding
intestinalobstruction.

2) To compare the causative factors of intestinal obstruction for
smalland large bowel.

3) To determine the criteria for early diagnosis of intestinal
obstruction of a strangulating or a non strangulating variety.
4) To determine the factors affecting morbidity and mortality of
intestinal obstruction.

5) To establish the importance of - Early diagnosis. - Timely
operation.

MATERIALAND METHODS
Sixty patients of intestinal obstruction admitted in a Tertiary Care
Hospital, were studied prospectively.

Inclusion criteria:

1. Patientsofagemorethan 14 years

2. Patientsof both smalland large bowel obstruction
3. Acute, subacute and chronic cases.

Exclusion criteria:
1. Patientage < 14years.
2. Pregnancy.

Every patient was examined after taking a detailed history. The history
and clinical picture were recorded in a proforma. Preoperative
investigations included routine investigations such as hemoglobin,
Leukocyte count,and Blood Sugar level and serum electrolytes. Blood
grouping and cross matching, electrocardiogram, chest radiograph
and diagnostic investigations such as plain x-ray abdomen in erect
and supine position were done. In indicated cases Ultrasonography,
Computed Tomography of abdomen and pelvis were done to define
the:

Site of obstruction

Cause of obstruction

Whether simple or strangulated obstruction depending
onclinicalandradiological presentation.
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This was co-related to the operative findings if the patient was
operated. These patients were resuscitated for varying period
depending on the condition on arrival. This was done by keeping
the patient nil by mouth, nasogastric decompression, intravenous
fluids, blood transfusion if required and antibiotics. A close watch
was kept on temperature, pulse, Blood pressure, Ryle's Tube
aspiration and abdominal girth. Input- output charts were
maintained. When the diagnosis of acute intestinal obstruction was
certain, and especially in cases of suspected strangulation,
operation was undertaken. In cases of adhesive obstruction without
strangulation trial with conservative fluids, nil by mouth,
nasogastricaspiration and antibiotics was given.

Following criteria were observed for the failure of conservative

treatment

* Increaseinpain

e Increaseindistension.

« Deterioration of vital signs like pulse, blood pressure,
respiration, temperature

* Repeat X ray abdomen showing persistent orincreased number
ofairfluid levels

» Leucocytosis, systemicsigns of sepsis.

On failure of conservative treatment, surgery was undertaken. In
majority of the patients, general anesthesia was administered.
Operative procedure varied according to the causative factor. Post
operatively, careful monitoring was done with charting the pulse,
blood pressure, temperature, inputand output volumes, abdominal
girth etc. Patients were maintained on intravenous fluids and blood
transfusions if required, till bowel sound were established and flatus
was passed. Then they were gradually shifted to clear fluids, then
liquid diet and later on to full diet. Close watch was kept on possible
complications and they were treated immediately after detection.
Ondischarge, aregularfollow up was kept for six months.

RESULTS
Datawas collected and analyzed.
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TABLE 1: Age Distribution and its relation with Mortality

AGE (YRS) No. of Pts .(%) No. of deaths
14-20 8(13.33%) 2 (25%)

21-30 11(18.33%) 1(9.09%)

31-40 12 (20%) 2(16.67%

41-50 8(13.33%) 0 (0%)

51-60 11 (18.33%) 4 (36.36%)

61-70 7 (11.67%) 1(14.29%)

>70 3 (5%) 2 (66.67%)

Total 60 (100%) 12 (20%)
TABLE 2:Age and cause of obstruction.

AGE |TB|Malignancy|Hernia| Adhesion|Intussus | Volvus|Others| Total
(YRS) - ception

14-20 (1 |2 0 2 0 0 3 8
21-30|7 |1 0 2 1 0 0 11
31-40(5 |0 4 1 1 0 1 12
41-50(2 |1 3 1 1 0 0 8
51-60|1 |6 3 0 0 0 1 11
61-70 |1 |1 2 2 0 1 0 7
>70 |0 |1 1 0 0 1 0 3
TABLE 3:SexDistribution

Sex Total No.(%) Death (%)

Male 33 (55%) 6 (18.18%)
Female 45 (45%) 6 (22.22%)
TABLE 4:Presenting Symptoms.

SYMPTOMS No. Of Patients Percentage
Pain 52 86.67
Vomiting 49 81.67
Distension 51 85
Constipation 41 68.33
Loose Motion 13 21.61

Fever 10 16.67
Inguinal Swelling 7 11.67
Bleeding PR 7 11.67

Fig: 1 Signs of Intestistional Obstruction
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Fig.2.:Simple vs. Strangulated Obstruction.

SUMMARY

m %of strangulated

Sixty patients of intestinal obstruction were studied.
Out of the 60 cases 33 were males and 27 were females giving aratio
of 1.2:1. The commonest age group was between 31 to 40 years
(20%). In young adults tuberculosis and malignancy were common.
In middle aged adult hernia, tuberculosis and adhesions were
common while in older age group malignancy, hernia, volvulus
were common causes. Hernia, intussusceptions, volvulus were more
common in males while abdominal tuberculosis, malignancy were
more common in females Small bowel obstruction was more
common than large bowel obstruction in a proportion of 3.3:1. In
small intestine, tuberculosis, hernia, adhesions and
intussusceptions were common while in large bowel, malignancy

and volvulus were common. The four cardinal symptoms of
intestinal obstruction i.e. pain in abdomen (86.67%), distension
(85%), vomiting (81.67%) and constipation (68.33%) were the most
common symptoms. Most common signs of intestinal obstruction
were, distension (83.33%), increased bowel sounds (65%),
abdominal tenderness (58.33%) and tachycardia (43.33%). Out of 60
patients, 56 (93.33%) were operated upon and 4 (6.67%) could be
managed conservatively. Abdominal tuberculosis causing an
obstruction were the most common cause (28.33%) followed by
obstructed hernia (21.67%) and malignancy (20%). Strangulation
occurred in 9 (15%) patients but with mortality of 55.55%. Incidence
of strangulation was high in obstructed hernia and volvulus.
Duration of the symptoms before the treatment has profound effect
on the morbidity and mortality. Incidence of mortality was highest
(28%) in patients presenting after 96 hours of onset of symptoms.
Mortality was doubled (35.28%) if the time of surgery after
admission was more than 96 hours against patients operated within
24 hours who had mortality of 18.51%. Most common procedure
carried out was Resection and anastomosisin 33.93% cases.

CONCLUSION

1) The following criteria were found to be useful in the
differentiation between a simple and a strangulated
obstruction.

i)  Painofsuddenonsetand constantnature

ii) Earlyappearance of shock

iii) Fever

iv) Guarding and rigidity, Leucocytosis more than 15,000/cmm.

2) The following factors influencing the mortality and morbidity
wereidentified.

1) Olderagegroup (>60years)

ii) Duration of symptoms more than 96 hours.

iii) Presence of shockatthe time of admission

iv) Presenceofstrangulation.

v) Time of surgery afteradmission more than 96 hours.

REFERENCES

1. Wangensteen OH, Historical aspects of the management of acute intestinal
obstruction. Surgery 1969, 65(2):363-383

2. Udaya BS, Prakash. Susruta of Ancient India. SGO 1978:146:263-72

3. Evers BM.Smallintestine. Sabiston textbook of surgery. 18th edition:1278-amby WB.
The casereportsand autopsy records of Ambroise Pare.

4. Hamby WB The case report and autopsy records of Ambrotse Pare Springfield IL,
Charles CThomas, 1960.

5. Talwar S, Agarwal S. Intussusception in infants and children. Indian
J1332Springfield, IL, Charles CThomas, 1960.Pediat 1973;40(11):403- 409.

6.  Steinke W, Zellweger R. Richter's Hernia and Sir Frederick Treves: AnOriginal Clinical
Experience, Review, and Historical Overview.Ann  Surg2000;232(5):710-718

7. Boschung U. Milestones in the history of intestinal anastomosis. SwissSurg.
2003:9(3):99-104

8.  EllisH.History of surgery. Cambridge University Press,2001:109

9. Ellis H:The cause and prevention of postoperative intra-peritoneal adhesions. S.G.O.
1971;133:497-499.

10.  Hartwell JA, Hoguet JP. Experimental intestinal obstruction in dogs with special
references to cause of death and treatment by large amount of normal saline
solution. JAm Med Ass 1912,59:82.

11. Whipple GH, Cooke JV, Stearns T. Proteose intoxications and injury of body protein Il.
the metabolism of dogs with duodenal obstruction and isolated loops of intestine. J
ExpMed.1917;25(3):479-94

12.  EllisHarold. Intestinal obstruction Appleton Century Crofts New York,1982

13.  Wangensteen OH, Rea CE. The distension factor in simple intestinal obstruction:
experimental study with exclusion of swallowed air by cervical esophagectomy.
Surgery 1939,5:327-339

14.  Mc kittric&Sarries : Acute mechanical obstruction of small bowel. New Eng J.M.,222,
611,1940.

15.  MuchaP.Smallintestinal obstruction.SurgClinNorth Am 1987,67:597-620

16.  Wangensteen OH. Intestinal obstruction ; Physiological, Pathological and clinical
considerations with emphasis on therapy, including description on operative
procedures. Springfield, IL: Charles CThomas: 1955

17.  SinhaRS. A clinical appraisal of volvulus of the pelvic colon with special reference to
aetiology and treatment. BrJ Surg. 1969 Nov:56(11):838- 840

18. Hughes LE. The place of immediate resection in the management of sigmoid
volvulus. Med J Aust 1969:1(6) 268-273.

19.  Duke JH Jr, Yar MS. Primary small bowel volvulus cause and
Surg 1977;112(6) 685-8.

20. ColeGlJ.Areview of 436 cases of intestinal obstruction in Ibaden.Gut 1965;6:151.

21.  Richards WO, Williams LF. Obstruction of large and small intestine. Surg Clin North Am
1988:68(2):355-376.

22.  Gallick HL, Weaver DW, Sachs RJ, Bouwman DL. Intestinal obstruction in cancer
patients. Anassessmentof riskand outcome. Am Surg 1986:52(8):434-437

23.  Jackson BB. Surgical considerations in occlusion of superior mesenteric artery. J Ky
Med Assoc 1961:59:661-665

management. Arch

140 = GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS



24,

25.

26.

28.

29.

31.

32.

33.

34.

36.

37.

Hilidebrand HD, Zierier RE. Mesenteric vascular disease. Ann J Surg 1980;139(2):188-
192.

Bishop RF, Allock EA. Bacterial flora on the small intestine in intestinal obstruction. Br
Med J1960:1:766-770.

Sykes PA, Boulter KH, Schofield PF. The microflora of obstructed bowel Br J Surg
1976;63(9):721-725.27.Fielding LP, Welch GP. Intestinal obstruction. Churchill
Livingstone 1987

Bussemaker JB, Lindeman J. Comparison of methods to determine viability of small
intestine. Ann Surg 1972:176(1):97-101

Maingot's abdominal operations, Eleventh edition30. Sinha S, Kaushik R, Yadav TD,
Sharma R, Attri AK. Mechanical bowel obstruction: The Chandigarh experience. Trop
Gastroenterol 2002:23(1):13-5

Adhikari s, Hussein MZ, Amitabha D, Nilanjan M, Udipta R. Etiology and outcome of
acute intestinal obstruction: a review of 367 patients in eastern India. Saudi J
Gastroenterol 16:285-287.

Shatila AH, Chamberlain BE. Current status of diagnosis and management of
strangulated obstruction of small intestine. American J Surg, 1976,132:299.L

Taneja GP, Batra S. Factors influencing morbidity and mortality in intestinal
obstruction.Ind JSurg 1962

Ojha DJ.Volvulus of the smallintestine.Ind J Surg 1950:12(1) 42-52.

BudhrajaS.N. Acute intestinal obstruction in Pondichery.IndianJ Surg, 1976;111
Malik AM, Shah M, Pathan R, Sufi K. Pattern of acute intestinal obstruction: is there a
changeinthe underlying etiology. Saudi Gastroenterol 2010;16:272-274

AinulHadi, ZahidAman, IramBatool, Mazhar Khan, Shehzad Akbar Khan, Siddique
Ahmad, JamshedAlamKhattak. Causes of mechanical intestinal obstructionin adults.J

VOLUME-7, ISSUE-10, OCTOBER-

18 « PRINT ISSN No 2277 - 8160

GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS = 141



