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ABSTRACT

A major surgical emergency that is frequently found in the emergency unit is small bowel obstruction (SBO). The management of small bowel
obstruction in adults was examined using systematic keyword searches in the Pubmed, Cochrane, and Google Scholar databases. The timely use of
CT scans can have an impact on clinical outcomes in the management of SBO. Treatment for small bowel obstruction includes both surgical and
non-surgical methods. SBO management is evolving along with the development of evidence-based guidelines and SBO management continues to
change. Review will help Surgeons in treating SBO patients.
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INTRODUCTION

Small bowel obstruction is a surgical emergency occur when a
functional or mechanical blockade impairs the passage of intestinal
contents like chyme, and air, resulting in fluid and gas accumulation [ 1,
2]. Small intestine blockage commonly causes constipation, nausea,
vomiting, and stomach pain. Patients may discharge gas, faeces, and
even diarrhoea in the early stages of the obstruction. These signs
should not be used to rule out SBO [3]. Prior abdominal surgery and a
history of constipation are two factors in the past that have the highest
risk of being SBO [4, 5]. The incidence of SBO is decreased by
moderate exercise which will help in speed up the transit of chyme,
faeces, and gas inside the intestines [6, 7]. In the United States, there
are 579 to 654 SBOs per 100,000 persons each year [8]. In adults,
adhesions are the most common cause, and this can lead to mucosal
ischemia, necrosis, and perforation. Prior abdominal surgery, family
history of inflammatory bowel illness, personal history of neoplasia,
femoral and inguinal hernias, or gastrointestinal motility issues are few
of the known risk factors that can lead to the development of an SBO

[9].

In recent years, the management of small intestinal obstruction has
improved, leading to better treatment outcomes for small bowel
obstruction in the general population [10]. Diagnostic tools like
Computed tomography (CT) scan and use of water-soluble contrast led
to amore tailored approach and to a reduction of immediate operations.
Computed tomography (CT) detects different etiologies of bowel
obstruction [11]. Water-soluble contrast can accurately predict
completeness of obstruction and support conservative treatment in
clinical practice [12]. Regardless of age, a literature review suggests a
72-hour safe-time rule for the duration of initial non-operative therapy
[13, 14]. Patients with diabetes were reported to suffer from a 7.5%
incidence of acute renal injury and 4.8% risk of myocardial infarction
if the operation was delayed more than 24 h[15].

METHODS

In order to review evidence, synopses, and guidelines on the
management of small bowel obstruction in November 2022,
systematic searches of the Pubmed, Cochrane Collaboration, and
Google Scholar databases were conducted using the keywords.
Authors independently reviewed papers and gathered literature data.
Additionally, pertinent citations from the publications that were found
were included in the review. The journal's impact factor, citation
report, or h-index of published articles was not taken into
consideration by the authors as inclusion or exclusion criteria. The
retrieved papers were reviewed for potential inclusion in our study,
first for titles and/or abstracts, then for the article itself; publications
without an English language abstract or with low interest in the
relevant topics were not taken into consideration. Additionally, a
manual search was used to exclude duplicate records that came from
the same set of authors. The papers were rated for evidence strength
whenever available using the Oxford CEBM 2011 system.

|

Management of Small Bowel Obstruction

Today, conservative methods successfully treat more than 70% of
minor intestinal blockages, minimizing the risks associated with
potentially difficult surgical procedures [16]. Emergency surgery is
necessary when SBO provide obvious clinical or CT signs of ischemia,
perforation, or peritonitis [17]. Patients with uncomplicated
obstruction may be treated conservatively. Conservative treatment
(NOM) includes fluid and electrolyte replenishment, intestinal
decompression, and bowel rest. Patients can be successfully handled
with NOM in the absence of strangulation, a history of chronic
vomiting, or CT scan findings of free fluid, mesenteric oedema, small
bowel faeces, and devascularized intestine [18]. To prevent delirium,
functional decline, and problems brought on by starvation and
malnutrition in frail older patients, non-operative therapy must also
involve the correction of electrolyte imbalances and nutritional
supplementation [19, 20, 21]. Complete SBO treatment should not be
delayed, as this can increase morbidity and mortality significantly, as
well as the number of bowel resections. Despite its high failure rate, the
nasogastric tube is nonetheless useful in the conservative treatment of
small intestinal obstruction to immediately ease symptoms and
prevent aspiration [11]. Nasogastric tubes have allegedly been
outperformed by triple-lumen long tubes in terms of failure [22]. Small
intestinal obstruction surgery using laparoscopy has been offered as a
therapy option that may lessen postoperative morbidity; however this
minimally invasive method is not appropriate for all patients and
comes with its own set of complications [23, 24]. Young patients with
small intestinal blockage in the abdomen who has not undergone
surgery must be treated surgically within 24 hours of arrival, following
resuscitation and nasogastric decompression.

Management of Adhesive Small Bowel Obstruction (ASBO)

The most frequent cause of small bowel blockage is adhesions [25]. An
extremely common surgical emergency that can result in substantial
morbidity and possibly occasional fatality is adhesive small bowel
obstruction (ASBO). Such intestinal blockages are generally caused
by adhesions left over from prior abdominal surgeries. Developing
hemodynamic instability after initial stabilization, peritoneal signs on
physical examination, bowel ischemia, necrosis, and/or perforation on
imaging, development of fever, tachycardia, feculent nasogastric
drain, and failure of non-operative management on the fourth day of
post-admission day after the onset of symptoms are the criteria for
operative management in patients with postoperative adhesive bowel
obstruction. A history of prior episodes of bowel obstruction by
adhesions or CT imaging excluding alternative bowel obstruction
causes are two main ways to confirm the adhesive aetiology of bowel
obstruction without using any invasive procedures.

About 70-90% of ASBO patients respond well to non-operative care
[26, 27]. If there are no symptoms of peritonitis, strangulation, or
intestinal ischemia, non-operative treatment should always be
explored on patients with adhesive small bowel obstruction [28]. The
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two hallmarks of non-operative therapy are nasogastric tube
decompression and nil per os. [29].

Laprotomy Vs Laproscopy In Management of ASBO

The conventional treatment for adhesive small intestinal blockage has
been surgery involving abdominal exploration through laparotomy.
This procedure carries a high risk of morbidity, a high potential for
bowel damage, and may dramatically lower post-operative quality of
life [30]. In individuals receiving surgery for ASBO, laparoscopic
surgery may reduce morbidity. Less extensive adhesion (re)formation,
an earlier return to bowel function, decreased post-operative pain, a
shorter hospital stay, decreased risk of morbidity, in-hospital mortality,
and reduced surgical infections are some potential advantages of
laparoscopy [31, 32, 33]. Two previous laparotomies, an
appendectomy as the preceding operation, no prior median
laparotomies, and a single adhesive band are all indicators of a
successful laparoscopic treatment of ASBO [34]. With the use of an
adhesion barrier made of hyaluronate carboxymethylcellulose, ASBO
in paediatric patients was significantly reduced [35].

In laparoscopic surgery for ASBO, the risk of intestinal damage
appears to be increased. In fact, according to some authors, bowel
damage occurred in 6.3% to 26.9% of patients who underwent
laparoscopic adhesiolysis for ASBO [36, 37, 38]. Bowel resections
were shown to be substantially more common in laparoscopic surgery
in a recent population-based study. In contrast to open surgeries,
laparoscopic procedures had a 53.5 againsta 43.4% incidence of bowel
resection [39]. Extreme complications including enterotomies and a
delayed identification of perforations are more likely to occur during
laparoscopy in an abdomen with several complicated adhesions,
highly inflated loops of bowel, and other abnormalities [40, 41]. In
patients with adhesive occlusions, gastrografin swallow is efficient at
predicting the need for surgery. Additionally, it shortens the hospital
stay and decreases the overall requirement for surgery [42].

Management of Malignant Bowel Obstruction (MBO)

MBO is a serious side effect of advanced cancer [43]. Management of
MBO should be multi- and inter-disciplinary. Despite the possibility of
using a percutaneous decompressing jejunostomy as a palliative
measure, non-operative care has a significant failure rate in MBO [44].
Surgery offers only minimal to no benefit in cases of peritoneal
carcinomatosis. It will result in significant morbidity, prolonged
hospitalization, and frequently irreversible re-obstruction [45, 46].
Oral osmotic laxatives should be avoided in cases of total MBO but
should be taken into consideration for managing impaired bowel
movements due to partial bowel obstruction [47]. Drugs like
anticholinergics (hyoscine butylbromide), steroids for the treatment of
acute discomfort, nasogastric tubes for temporary decompression in
acute MBO, and endoscopic or percutaneous gastrostomy tubes are
employed in the management of gastric decompression are all non-
surgical treatments for MBO.

CONCLUSIONS

Clinical outcomes in the management of SBO can be influenced by the
timely use of CT scans. Surgeons should be aware that a tiny bowel
obstruction can be treated non-operatively with the right diagnosis. If
surgery is necessary, a laparoscopic technique can be advantageous for
patients who have little peri-operative morbidity. Nevertheless, there
is a high possibility of conversion to an open laparotomy, thus caution
must be exercised to prevent intestinal injury. As evidence-based
guidelines progresses, SBO management continues to change. The
recommendations in this evaluation can be used by surgeons to treat
SBO patients.
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