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Abstract
Introduction: Intra-abdominal adhesions represent the first cause of small bowel obstruction. It accounts
for 15% of all emergency room admissions for abdominal pain and occurs in up to 9% of patients following
abdominal operations. There is a diagnostic dilemma on how to distinguish between adhesive SBO from
other causes of intestinal obstruction, and how to distinguish between ASBO that needs emergency surgery
and ASBO that can be successfully treated conservatively.
Methods: We conducted a prospective study upon patients admitted to Government medical college and
hospital, Jammu with a diagnosis of adhesive small bowel obstruction to determine the outcome of non-
operative management. The study was conducted in time period of 1 year from april 2019 to April 2020.
Results: In our study most of the patients were in the age group of 60 to 70 years with mean age of 66.7
years. The male to female ratio was 2 : 3. In 40 patients who were admitted for first time after index surgery,
29 responded to non operative management while as 11 patients required operative treatment after mean
time period of 15.4 hours of conservative trial. Out of 17 patients admitted for second time as adhesion
obstruction, 16 patients responded to non operative management and only one patient needed operative
management after 16 hours of conservative trial.
Conclusion: Intra abdominal adhesions are the most common cause of small bowel obstruction. Complete
medical history and thorough physical examination is mandatory. Flat and upright radiographic films of the
abdomen characteristically show multiple air fluid levels and dilated loops of bowel. Adminstration of oral
water-soluble contrast agent (Urografin) has both diagnostic and therapeutic valve. The determinants of
successful nonoperative management are patient selection, type of bowel obstruction (complete vs partial),
etiology and the surgeon’s threshold for conversion to operative management.
INTRODUCTION :

Intra-abdominal adhesions represent the first cause of small bowel obstruction®. It accounts for

15% of all emergency room admissions for abdominal pain and occurs in up to 9% of patients following

abdominal operations?2. The post-operative adhesions are responsible for 40 — 80% of bowel obstructions in
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hospitalised patients. The management of patients with small bowel obstruction who underwent surgery is
challenging.
Adhesions are fibrous attachments of connective tissue that cause one organ surface to stick with other.
Adhesions develop universally after celiotomy and start within hours of intra-abdominal operations, since
inflammation is the primary cause of adhesion formation®. It has been estimated that 93% of patients who
undergo any abdominal surgery develop some degree of adhesions in their life time®. Risk of ASBO is 1 -
10% after appendectomy, 6.4% after cholecsytectomy, 10 — 25% after intestinal surgery and 17 — 25% after
restorative proctocolectomy®. There is a diagnostic dilemma on how to distinguish between adhesive SBO
from other causes of intestinal obstruction, and how to distinguish between ASBO that needs emergency
surgery and ASBO that can be successfully treated conservatively. Contrast enhanced
computed tomography (CECT) has improved diagnosis of ASBO in general but fails to accurately identify
adhesions as the cause.

Treatment for ASBO may be operative or non-operative. Operative treatment like
adhesiolysis through laparoscopic or open approaches, can be effective and essential in some cases i.e, those
involving strangulation®”®8. In adults, conservative treatment of ASBO is effective in a relatively large, but

somewhat variable (approximately 40% to 70%), proportion of cases.

METHODS :

We conducted a prospective study upon patients admitted to Government medical college and hospital,
Jammu with a diagnosis of adhesive small bowel obstruction to determine the outcome of non-operative
management. The study was conducted in time period of 1 year from april 2019 to April 2020. Patients
presenting with small bowel obstruction, with no prior abdominal surgery and patients with active TB or
history of ATT intake in past (with diagnosis of abdominal TB) and obstruction due to other identifiable
causes such as incarcerated hernia, were excluded. Patients presenting with complicated intestinal
obstruction suggested by presence of peritonitis, progressive leukocytosis, or impaired bowel wall perfusion
on imaging were excluded.

A total of 60 patients were enrolled in our study. Patients put on non-operative management were
aggressively resuscitated with an appropriate crystalloid solution. Attention was paid to volume
resuscitation, electrolyte balance, haemostasis and nasogastric decompression. Electrolytes were monitored
on daily basis and corrected. Oral intake was nil in presence of nasogastric tube. A water soluble contrast
agent (Urograffin) was adminstered via Ryles tube and an abdominal radiograph was taken after 8 hours of
contrast administration. Mortality and recurrence were considered as primary outcome measures. The
secondary outcome measures included need for surgical re-intervention (adhesiolysis or bowel resection),

complications, length of stay, time-interval to recurrence and number of recurrences during follow up

RESULTS :
Our study was conducted on 60 patients who were admitted with diagnosis of adhesion small bowel

obstruction. Patients were put on non operative management. Resuscitation with crystalloids was started and
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nasogastric tube insertion was done. Electrolyte analysis was done and correction was started. Patient was
catheterised and urine output was used as guide to resuscitation.

In our study most of the patients were in the age group of 60 to 70 years with mean age of 66.7
years. The male to female ratio was 2 : 3. The index surgery in 41.66% of patients was for perforation
peritonitis. 15 patients were operated for duodenal perforation and 10 patients for ileal perforation. Out of
10 patients who were operated for ileal perforation, ileostomy was made in 5 patients and later subjected to
ileostomy closure after 6 weeks. In 26.66% of patients index surgery was for acute appendicitis. In
remaining 19 patients index surgery was done for abdominal trauma (13.33%) and malignancy (18.33%).
The patients operated for malignancy, three patients had right colonic growth, five had gastric carcinoma,

two had left colonic growth and one had transverse colon growth.

Indication of Index surgery Frequency Percentage
Duodenal perforation 15 25

Ileal perforation 10 16.66
Acute appendicitis 16 26.66
Abdominal trauma 8 13.33
Carcinoma stomach 5 8.33

Right colon growth 3 5

Left colon growth 2 3.33
Transverse colon growth 1 1.66

Total 60 100

In our study, 17 patients were admitted for second time as adhesion obstruction and out of these 17 patients,
16 patients responded to non operative management and only one patient needed operative management
after 16 hours of conservative trial. This patient had undergone distal gastrectomy with Roux-en-Y gastro-

jejunostomy as index surgery for pyloric growth. In 40 patients who were admitted for first time after index
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surgery, 29 responded to non operative management while as 11 patients required operative treatment after
mean time period of 15.4 hours of conservative trial.

In our study, 3 patients were admitted for third time and managed by non operative treatment.

In our study, the mean time duration from index surgery to first readmission was 7.4 months, from ist to 2"
readmission was 4.3 months and from 2" to 3™ readmission was 4 months.

In our study, length of hospital stay was compared at the time of index surgery, first readmission and 2"
readmission. The mean hospital stay at the time of index surgery was 8.4 days. In patients managed by
operative intervention at 1% readmission, mean hospital stay was 9.2 days while as in those managed by non
operative treatment, mean of hospital stay was 5.8 days. The mean hospital stay for patients at 2"
readmission was 7.9 days and 3.4 days for those managed by operative treatment and non operative
treatment respectively.

In our study, patients who were managed by operative treatment, wound infection rate was found to be 9%.

CONCLUSION :

Intra abdominal adhesions are the most common cause of small bowel obstruction. The most common

presentation of patients with small bowel obstruction include crampy abdominal pain, nausea, vomiting,
distention and acute obstipation. The proximal obstructions present with early and prominent nausea and
vomiting while distention is usually late and less prominent.

Complete medical history is of paramount importance to make the diagnosis and determine the
etiology. A meticulous physical examination and assessment of vital signs and hydration status are
important as part of the initial resuscitation. Flat and upright radiographic films of the abdomen
characteristically show multiple air fluid levels and dilated loops of bowel (Figure 1,2). On a plain

abdominal film, the small bowel lies centrally and intestinal markings from the valvulae conniventes or

plicae circulars encompass the entire diameter of the bowel.
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Many centers have replaced plain radiographs by computed tomography (CT) as the primary
diagnostic imaging modality for the diagnosis of suspected intestinal obstruction. Early detection of bowel
ischemia is key to successful surgical management of obstruction. CT has a reported diagnostic accuracy of
greater than 90%!213,

The initial management should begin with aggressive fluid resuscitation and nasogastric
decompression to prevent further accumulation of fluid and air. Nasogastric decompression decreases the
chances of aspiration and relieves vomiting. Adminstration of oral water-soluble contrast agent (Urografin)
can be tried. The persistence of contrast material in colonic lumen after 8 hours of oral administration had
an accuracy of 93% for predicting which patients would benefit from nonoperative therapy. Lab analysis
should include serum electrolyte estimation, complete blood count, lactate concentration, and arterial blood
gases analysis. The conditions like suspected ischemia, large bowel obstruction, closed-loop obstruction,
acutely incarcerated or strangulated hernia, and perforation are absolute contraindications to non operative
management.

Any patient developing signs and symptoms suggestive of strangulation should be
immediately subjected to operative intervention. These danger signs include fever, tachycardia,
leukocytosis, localized tenderness, continuous abdominal pain, and peritonitis. The presence of any three of
these signs has an 82% predictive value for strangulation obstruction'*. The signs of strangulation
demonstrated by CT include pneumatosis intestinalis, bowel wall thickening, portal venous gas, generalized
ascites, and nonenhancement of the bowel wall. Operative intervention should be strongly considered under
these settings™. Any patient who is not improving with nonoperative management should be offered
operative management. However timing of such conversion is more controversial. Some surgeons have
advocated 48 hours of nonoperative intervention in all patients before operative intervention'®’. Others
advocate a more liberal use of nonoperative therapy, citing a mean time to successful resolution of up to 4.6
days'®. One must note that nonoperative management always carries a risk of overlooking an underlying
strangulated obstruction®®.

Over the last 100 years, multiple attempts were made to prevent the formation of unwanted
postoperative adhesions. These attempts include, among others, the use of cow cecum, shark peritoneum,
sea snake venom, and fish bladder, as well as multiple fluids, mechanical barriers, and gels®3. Some authors
place a Silastic sheet between two injured peritoneal surfaces for 36 hours to prevent adhesion formation.?:.
Others separate the surfaces at risk for the first 5 to 7 days until full mesothelialization occurs. This appears
to be most effective provvided the barrier should not incite its own inflammatory response. The most

effective method to date has been the application of a sheet of bioresorbable hyaluronate membrane?°22,
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