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Abstract:

Acute intestinal obstruction is one of common abdominal emergency and is associated with significant morbidity
and mortality especially if it progresses to bowel ischemia. The diagnosis and management of the patient with
intestinal obstruction is one of the more challenging emergencies that a general surgeon can come across. The
study was conducted in the department of general surgery with symptoms and signs of acute intestinal obstruction
admitted in the surgical ward. Fifty cases of intestinal obstruction have been studied. Patients belonged to above
20 age groups are included in present study. Our study shows causes of intestinal obstruction, Post operative
Adhesions 36%, Obstructed Hernia 12%, Peritonitis 16%, Kochs Abdomen 12%, Volvulus 08%, Intussception
04%, Stricture 04%. In our study Out of 18 Post operative Adhesions 14 cases managed by Conservative methods,
4 by surgery. 4 cases of volvulus by surgery. 06 cases of Obstructed Hernia by surgery. 4 malignancy cases by
surgery. Out of 8 Peritonitis cases 1 case by surgery and 7 by Conservative methods. Acute intestinal obstruction
remains an important surgical emergency in the surgical field. Success in the treatment of acute intestinal
obstruction depends largely upon its early diagnosis, skilful management and treating the pathological effects of
the obstruction just as much as the cause itself.
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Introduction

Acute intestinal obstruction is one of the most department. It can pose diagnostic and treatment
common surgical emergencies. Etiology of acute challenges with its varied presentation and multiple
intestinal obstruction varies among different management options. The surgeon needs to use
countries and there has also been a change over astute judgment to spot the diagnosis and plan the
decades. The aim of our study was to provide a line of management. The management needs to be
complete epidemiological description of acute individualized for each patient considering his
intestinal obstruction in a tertiary care hospital. clinical state and progress of the disease
Intestinal obstruction occurs due to the failure of pathology.[3] In intestinal obstruction, time is at a
propagation of intestinal contents and may be due to premium. Inordinate delays often lead to worsening
a mechanical or functional pathology. Acute outcomes for the patient. With a wide gamut of
mechanical Intestinal obstruction is one of the conditions presenting with intestinal obstruction,
leading causes of surgical admissions in most Bowel obstruction, also known as intestinal
emergency departments worldwide. In developing obstruction, is a mechanical or functional
countries, the causes of mechanical bowel obstruction of the intestines which prevents the
obstruction are changing in their pattern because of normal movement of the products of digestion.
better health care facilities, early access to hospitals Either the small bowel or large bowel may be
and increasing rate of early surgical intervention.[1] affected. Signs and symptoms include abdominal
Intestinal obstruction is a significant cause of pain, vomiting, bloating, and not passing flatus.
morbidity and mortality, especially when associated Mechanical small intestinal obstruction is the cause
with bowel gangrene or perforation. Though of the majority of cases which require urgent
intestinal obstruction can be diagnosed easily, the surgical intervention.[4] Most commonly small
underlying cause except postoperative adhesions intestinal obstruction is caused by hernias,
and external hernias are difficult to be diagnosed adhesions, and carcinoma. Inguinal, Femoral and
preoperatively.[2]Intestinal obstruction is a major abdominal wall hernias and less commonly internal
part of the emergency caseload in a general surgical hernias cause intestinal obstruction commonly in our
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country.[5] The commonest cause of small intestinal
obstruction is inter bowel and intra-abdominal
adhesions following abdominal surgeries which
account for about 60 to 70% of patients. Neoplasms
are not common in contrast to colonic obstruction
accounting for about 10% of all the patients.
Commonly, the small bowel is obstructed by
malignancies arising from nearby GI structures such
as stomach, pancreas, colon or by ovarian
malignancies in the female.[6] This accounted for
about 92% of malignant small intestinal obstruction
in a case series by the Mayo clinic. Primary CA of
the small intestine causing obstruction is rare
occurring in about 3% of patients. Adenocarcinoma
and carcinoid are the 2 most common small bowel
malignancies. Duodenum and jejunum are the
preferred sites of adenocarcinoma.[7] Intestinal
obstruction, till date, continues to be the most
common surgical emergency worldwide, with
variables cases based on age, sex, region and socio-
economic status. It is either a mechanical obstruction
or atony of the intestine that prevents the forward
flow of bowel contents. There are multiple
predisposing factors which may or may not be
diagnosed preoperatively. Though the diagnosis of
intestinal obstruction is simple, the identification of
the underlying cause may not be that simple. At
times the underlying cause may become evident
only during laparotomy. There is a high risk of
morbidity and mortality linked with the condition,
making early diagnosis and management crucial.
The management may be conservative or surgical
based on cause and requires adequate fluid and
electrolyte resuscitation. We analyzed the various
etiological factors of intestinal obstruction in a
tertiary care center.

Material and Methods

This prospective study is conducted in the
Department of General Surgery. A total number of
50 cases of acute intestinal obstruction have been
studied . Study was done in selected patients who
attended to General surgery Department. From the
time the patients were admitted they were followed
up till their time of discharge/death. X-ray abdomen
erect and supine and CECT abdomen and pelvis
were routinely taken for all the patients. The history
and symptoms at presentation were documented as
well as the diagnosis, blood investigations,
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management, and outcome were all recorded in a
master chart for comparison and reference. The
outcomes were sub-grouped based on the morbidity
level and mortality.

Study was conducted under the following headings:
History taking

A complete history was obtained from the patient
and the complaints entered in the proforma in a
chronological order. Each complaint in the history
of presenting illness was documented in detailed
enquiry.

Physical examination

e General physical examination - evidence of
dehydration and the severity of it were looked
into it and vital parameters were recorded.

e Local examination - Abdominal examination
was done under standard headings inspection,
palpation, percussion and palpation. Per rectal
examination was done and findings were noted.

e Systemic examination - All other systems were
examined carefully to rule out associated
anomalies and to assess the fitness for surgery.

Laboratory examination

Haemoglobin

TC and DC

BT and CT

Blood grouping and Rh typing
Urine for albumin and microscopy

Radiological examination

e Plain X-ray, supine and erect abdomen
e  Ultrasound abdomen examination
e  CT Scan abdomen in selected cases

Inclusion criteria

All Patients admitted to department of general
surgery with symptoms and signs of acute intestinal
obstruction.

Exclusion criteria

e Infants with intestinal obstruction
e Adynamic intestinal obstruction.

Results

Table 1: Age groups of Patients

Age groups in years Number of patients (n=50) Percentage
20-25 06 12 %
26-35 08 16 %
36-50 12 24 %
50-60 14 28 %
>60 10 20 %
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Table 2: Symptoms in Patients
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Symptoms Number of patients (n=50) Percentage
Pain in Abdomen 46 92%
Lump 03 06%
Distension 45 90%
Vomiting 38 76%
Constipation 29 58%
Visible peristalsis 08 16%
Tenderness 44 88%

Table 3 : The etiology causes in patients with intestinal obstruction.

Etiology causes Number of patients (n=50) Percentage
Post operative Adhesions 18 36 %
Volvulus 04 08 %
Intussception 02 04 %
Obstructed Hernia 06 12 %
Malignancy 04 08 %
Peritonitis 08 16 %
Kochs Abdomen 06 12 %
Stricture 02 04 %

Table 4: Type of management according to causes.

Causes Patients (n=50) | Surgery Conservative
Post operative Adhesions 18 04 14
Volvulus 04 04 00
Intussception 02 02 00
Obstructed Hernia 06 06 00
Malignancy 04 04 00
Peritonitis 08 01 07
Kochs Abdomen 06 06 00
Stricture 02 02 00

Table 1 shows age groups of patients. Table 2 shows
that main symptom is Pain in Abdomen 92%,
Distension 90%, Vomiting 76%.

Table 3 shows causes of intestinal obstruction. Post
operative Adhesions 36 %, Obstructed Hernia 12%,
Peritonitis 16%, Kochs Abdomen12%, Volvulus
08%, Intussception 04%, Stricture 04%.

Table 4 shows Type of management according to
causes. Out of 18 Post operative Adhesions 14 cases
managed by Conservative methods, 4 by surgery. 4
cases of volvulus by surgery. 06 cases of Obstructed
Hernia by surgery. 4 malignancy cases by surgery.
Out of 8 Peritonitis cases 1 case by surgery and 7 by
Conservative methods.

Discussion

Bowel obstruction has been documented throughout
history with cases detailed in the Praxagorus in 350
BC and by Hippocrates.[8] It constitutes a major
cause of morbidity and financial expenditure in
hospitals around the world and a significant cause of
admissions to emergency surgical
departments.[9,10] Acute intestinal obstruction is
one of the most common causes for surgical
admissions worldwide. The etiology varies;
however, adhesions[11] appear to be the most
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common cause in the Western world as well as in
parts of Asia and Middle East.[12,13] Our study
shows causes of intestinal obstruction, Post
operative Adhesions 36%, Obstructed Hernia 12%,
Peritonitis 16%, Kochs Abdomen12%, Volvulus
08%, Intussception 04%, Stricture 04%. Intestinal
obstruction is one of the commonly encountered
clinical entities. There is probably not a day that
goes by, in which a clinical surgeon does not at least
once, come across the possible diagnosis of
intestinal ~ obstruction.  Intestinal  obstruction
continues to be a frequent emergency, which
surgeons have to face (1-4% of emergency
operations). The delay in the treatment will lead to
high mortality. Since the advancement in
understanding the anatomy/physiology fluid and
electrolyte management along with modern
antibiotics and intensive care unit. The mortality has
been decreasing consistently, associated medical
problems (like respiratory cardiac or metabolic
diseases) and advanced age carries a considerable
contribution in adding the mortality. In our study
Out of 18 Post operative Adhesions 14 cases
managed by Conservative methods, 4 by surgery. 4
cases of volvulus by surgery. 06 cases of Obstructed
Hernia by surgery. 4 malignancy cases by surgery.
Out of 8 Peritonitis cases 1 case by surgery and 7 by
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Conservative methods. Intestinal obstruction
requires a quick and correct diagnosis as well as
immediate, rational and effective therapy.[14]
Accurate  early recognition of intestinal
strangulation in patients with mechanical bowel
obstruction is important to decide on emergency
surgery or to allow safe non-operative management
of carefully selected patients.[15]Management of
intestinal obstruction is directed at treating the
cause, correcting physiologic derangements caused
by the obstruction.[16] The optimal outcome for
patients presenting with intestinal obstruction is
influenced by several factors, such as whether the
obstruction is partial or complete, the presence of
ischemic or gangrenous bowel, perforation, duration
of symptoms, development in the early
postoperative period, the admitting service, and
etiology.[17,18]

Conclusion

Our study shows shows that main symptom in
intestinal obstruction is Pain in Abdomen 92%,
Distension 90%, Vomiting 76%. Causes of intestinal
obstruction were Post operative Adhesions 36%,
Obstructed Hernia 12%, Peritonitis 16%, Kochs
Abdomen12%, Volvulus 08%, Intussception 0%,
Stricture 04%. Acute intestinal obstruction remains
an important surgical emergency in the surgical
field. Success in the treatment of acute intestinal
obstruction depends largely upon early diagnosis,
skilful management and treating the pathological
effects of the obstruction just as much as the cause
itself. Erect abdomen X-ray is valuable investigation
in the diagnosis of acute intestinal obstruction.
Postoperative adhesions are the common cause to
produce intestinal obstruction. Clinical radiological
and operative findings put together can diagnose the
intestinal obstruction.
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