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INTRODUCTION 
Acute intestinal obstruction is an enigma with its versatile 
presentation, is the most frequently encountered emergency in 
abdominal surgery[1][2]. Given the various different ways that AIO 
might present and the variety of current management techniques, it is 
an entity yet to be understood. It consistently tests the surgeon's ability 
to make accurate diagnoses and use good judgement for timely 
denitive intervention. Since the time of onset of intestinal  
obstruction, pathophysiological changes are in a dynamic state. 
Timing is the key and any delay in diagnosis or treatment rises the 
fatality rate[3]. The surgeon should be familiar with the common 
modes of presentation given the wide spectrum of illnesses known to 
induce obstruction.

This study is done to determine and analyse the incidence, clinical 
presentation, treatment, and prognosis of patients with AIO, as well as 
the incidence and triggers of ischaemia and intestinal necrosis.[4][5]

Death due to AIO is decreasing with better understanding of 
pathophysiology, improvement in diagnostic techniques, uid and 
electrolyte management. Early diagnosis of obstruction and timely 
operative management[6], proper technique during surgery and 
intense postoperative treatment carries a grateful result.

AIMS OF THE STUDY:
1. To determine incidence and various causes of bowel obstruction 

and their clinical presentation.
2. To assess the corelation between symptoms and need for surgical 

intervention.
3. To identify alarming signs that indicate the need for an early 

operative intervention.

MATERIALS AND METHODS:
This is a Prospective Analytical Study of 50 patients with AIO 
admitted in Government General Hospital, Anantapur. All patients 
aged 14 years and above are included in this study. Patients with 
history of previous episodes of obstructive features, and those with 
history of previous surgeries related to GIT are included on this study. 
Paediatric age group and Patients who were treated conservatively & 
relieved of obstruction were excluded. Patients with IO due to 
obstructed inguinal hernia with no evidence of strangulation that 
reduce spontaneously were also excluded. From the time of 
presentation the cases were followed up till the time of discharge / 
death. X-ray abdomen erect was routinely taken for all patients. The 
details of symptoms at presentation, the diagnostic investigations, type 

of surgery and outcome have all been recorded. 

The nal outcome has been sub grouped based on the degree of 
incapacitation to death. The observations were compared with the 
current literature on acute intestinal obstruction and conclusions were 
drawn.

RESULTS 
In the study of AIO which was carried out in the Government General 
Hospital, Anantapur, 50 cases were studied based on clinical 
evaluation and radiographic evidence. 

Age And Sex Incidence- 
As far as age distribution is concerned the age range was 14 – 72 years, 
most common occurrence between 30 to 60 years.

Clinical Symptomatology- 
Abdominal pain is the most common presenting symptom (100%) 
followed by vomiting (94%) and distention of abdomen (94%). The 
most common sign was tachycardia (96%), tenderness which was 
present in (96%) of the cases, followed by guarding (84 %) & absent 
bowel sounds which was present in (82%) of patients.

Disease Spectrum- 
The commonest cause of AIO is adhesions/bands (18 cases). Hernias 
were present in 16 cases, and is the second commonest cause.

Investigational Aids- 
Plain X-Ray abdomen was taken for all the 50 cases of intestinal 
obstruction. The most common nding in the X-Ray was multiple uid 
levels (>3) , dilatation of bowel loops proximal to intestinal 
obstruction was seen in some cases, one case had coffee bean 
appearance. X-Rays were inconclusive in some cases. Ultrasound 
abdomen was preformed, it revealed dilated bowel loops, free uid, 
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Signs No Of Patients Percentage
Tachycardia 48 96%
Tenderness 48 96%
Guarding & Rigidity 42 84%
Absent Bowel Sounds 41 82%
Symptoms Percentage No Of Patients
Abdominal Pain 100.00% 50
Vomiting 94.00% 47
Abdominal Distension 94.00% 47
Constipation 90% 45
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and in majority of the patients the results were inconclusive. The 
ultrasound had little role to play in the diagnosis of intestinal 
obstruction.

Surgical Procedure adopted- 
Exploratory Laparotomy & Adhesiolysis/band release was the most 
common surgical procedure performed accounting for 18 cases 
followed by hernia repair 16 cases. Resection and anastamosis was 
done in 6 cases, colostomy in 5 cases, ileostomy in 4 cases and other 
procedures were performed in the remaining patients.

The Surgical Outcome- 
Majority of patients had an uneventful recovery. Prognosis depends on 
the time of presentation, time of surgical intervention, associated 
comorbidities, most common being Diabetes and COPD. Most 
common post-operative complications that were noted were Surgical 
site infections, Burst abdomen, Anastamotic breakdown.

The earlier the intervention, the better the outcome. Three patients 
expired in the postoperative period due to the pre-exisiting 
comorbidities(COPD).

DISCUSSION-
Intestinal obstruction continues to be common emergency which 
surgeons have to face. The mortality has reduced signicantly by 
instituting the treatment at the earliest period nowadays. In this study, 
Intestinal obstruction although occurs in all age groups. This study 
showed highest incidence in the age group 30 - 60 years and which is 
comparable with the studies carried out by Adhikari S et al[7] and Cole 
GJ et al[8] . According to Brewer et al in 1976 analyzed 1000 
consecutive abdominal surgeries and reported an incidence of 
2.5%[9]. As study done by Gilroy P et al[10] in 1975, 3.2% reported an 
incidence. About 3.2 million cases of intestinal obstruction occurred in 
2015 which resulted in 2,64,000 deaths[11][12] . The common clinical 
features of intestinal obstruction are abdominal pain, vomiting, 
constipation and abdominal distension. In the study Duron JJ et al[13] 
found that adhesions contributed for intestinal obstruction upto 25.5% 
and Ti et al[14] reported that postoperative adhesions and bands 
contributed upto 23.8% which is almost similar to this study. Fuzan et 
al[15] study found that 42.2% patients the cause for intestinal 
obstruction was adhesions due to previous operations. In this study 
maximum presenting symptoms were abdomen pain (100%) followed 
by vomiting (94%), distension of abdomen (94%) and constipation 
(90%) which is least to study of Asbun et al that shows in retrospective 
analysis of 105 cases of small bowel obstruction found that incidence 
of pain abdomen 82%, vomiting 88%, were commoner than 
constipation (28%) and distention of abdomen (56%)[16] .

CONCLUSION- 
In conclusion, most of the recent advances in the management of bowel 
obstruction consist of developments in the imaging modalities available 
to assist in the diagnosis itself, particularly with regard to the distinction 
between partial and complete obstruction. Unfortunately, little progress 
has been made to enable physicians to detect early reversible 
strangulation. Because of the inability to detect reversible ischemia, 
there is a substantial risk of progression to irreversible ischemia when 
surgery is delayed for an extended period of time, especially in the 
setting of suspected complete obstruction. It is encouraging, that some 
advances have been made in understanding the patho-physiology and 
prevention of adhesion formation. Research efforts in the future should 
continue to focus on these issues as well as on the development of 
methods to better recognize early signs of strangulation.
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Complications No Of Patients Percentage
Fever 17 34%
Wound Complications 15 30%
Fistula 1 2%
Death 3 6%

Procedure Adopted No Of Patients
Adhesiolysis/Band Release 18
Hernia Repair 16
Resection Anastamosis 6
Colostomy 5
Ileostomy 4
Hemicolectomy 1
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