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ABSTRACT
Background: This is a study conducted in a tertiary care hospital in eastern India aiming to provide detailed description of
etiology progression and management of acute small bowel obstruction in our patients. Methods: Around 215 patients
presented with features of acute intestinal obstruction.All presented with pain abdomen ,vomiting and distension and
constipation. Results: Subsequently 58 patients managed conservatively and rest 157 patients managed surgically.In most
of the patients multiple air fluid level are the most common radiological findings.External hernias (34.4%) are the most
common causeof acute small bowel obstruction.Resection and anastomosis(24.8%) done in of strangulated bowel and
rest are managed by hernia repair, adhesiolysis and stomy formation,Wound infection are the most common post-operative
complication. Morbidity(2%) and mortality was mainly due to old age and late presentation. Conclusion: In all cases early
diagnosis and surgical intervention are the keys to reduce complications and mortality.
Keywords: Acute small bowel obstruction, Hernia repair, Strangulation.

INTRODUCTION
Intestinal obstruction is a common medical problem
and accounts for a large percentage of surgical
admission for acute abdominal pain. It may be acute,
sub-acute or chronic depending upon the clinical
presentation. The natural history of the condition, its
response to treatment and the associated morbidity
and mortality all vary depending on the type of
obstruction present. Small bowel obstruction
accounts for 12-16% of surgical admissionsfor acute
abdominal conditions. It is mostly diagnosed by
radiological investigation mostly by X-Ray of
abdomen and pelvis. Type of intervention needed
depends on the etiology of obstruction, and the
severity of obstruction dictates the urgency of
intervention.so successful management depends on
comprensive
knowledge
of
etiology
and
pathophysiology of small bowel obstruction, good
clinical judgement and sound technical skill.
Aims
Intestinal obstruction is one of the most common
admitting diagnoses in surgery. Yet these patients
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might be the most difficult to manage.This is a study
conducted in a tertiary care hospital in eastern India
might be the most difficult to manage. This is a
study conducted in a tertiary care hospital in eastern
India aiming to provide detailed description of
etiology progression and management of acute small
bowel obstruction in our patients.

MATERIALS AND METHODS
This is a retrospective study done at SCB Medical
College and Hospital, Cuttack in different surgical
wards of the Department of general surgery between
January 2016 to December 2018 with the diagnosis
of acute small bowel obstruction.
We included all the patients admitted with the
diagnosis of acute small bowel obstruction and
managed by surgery.Age more than 12yrs. All subacute small bowel obstruction cases which are
managed by surgery.
We excluded all paediatric patients. Patients of acute
intestinal obstruction dueto functional obstruction
like any paralyticileus due to electrolyte imbalance
or neurologic disturbances. Patients managed
conservatively.
In this way we selected 215 patients.These were
workedupby taking detailed history and clinical
examination.
Subsequently 58 patients with sub-acute intestinal
obstruction who were managed conservatively were
excluded.
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A total of 157 patients with acute small bowel
obstruction were selected for the study from January
2016 to December 2018 of them 108 patients
(68.7%) were male and 49 patients (31.3%) were
females. Males outnumbered females in a ratio of
2.2 : 1(M:F).Most common age group affected are
40-60 years i.e around 41.4% followed by 60-80
years i.e 33.7%.Least number of patients are affected
were in between 12-20 years in our series.
Table 1: Age distribution of patients with acute small
bowel obstruction.
Age Range(Yrs)

No of patients

Percentage

>12 - <20
20-40
40-60
60-80
>80

05
31
65
53
03

3.1
19.7
41.4
33.7
1.9

Regarding the etiology of acute small bowel
obstruction in our study external hernia is the most
common cause of acute small bowel obstruction i.e
in 54 patients (34.4%) among 157 patients. This
external hernia includes obstructed or strangulated
inguinal hernia 35 (65%), incisional and ventral
hernia 19 (35%) followed by adhesion in 43 (27.4%)
patients, which may be due to bands or postoperative cases. In 21 (13.4%) of patients of
appendicitis presented with acute intestinal
obstruction. The less common causes are
tuberculosis, appendicitis, Intussusceptions, internal
hernias and miscellaneous cases. We found SMA
syndrome, GIST of jejunum, small bowel volvulus,
ileo-sigmoid knotting and foreign body as
miscellaneous cases.
Table 2: Etiology of acute small bowel obstruction in
our series.
Etiology

No of patients

Percentage

External hernias
Adhesive
obstruction
Appendicitis
Tuberculosis
Intursuception
Internal hernias
Miscellaneous

54
43

34.4
27.4

21
17
10
3
9

13.4
10.8
6.4
1.9
5.7

adhesiolysis (27.4%),resection and anastomosis if
strangulated bowel was present and stomy
formation. Out of 157 cases 12 out of 27 cases were
strangulated (17.2%) and the most common cause of
strangulated small bowel is external hernia. 7
patients out of 43 patients of adhesive obstruction
were strangulated,6 patients out of 10 patients of
intussusceptions and 1 patient of internal hernia and
1 patient of miscellaneous cases were strangulated.
In external hernia 44 (28% ) of cases are due to
inguinal hernias and rest are are due to other causes.
Modified Basini’s repair was done in all inguinal
hernias and repair of the defect done in other
external hernias. Adhesiolysis done in 43(27.4%) of
cases due to bands and adhesion and resection and
anastomosis if required, loop ileostomy done in 16
(10%) of cases. Resection and anastomosis done in
39(28.4%) cases.
Table 3: Surgical procedures of patients with acute
small bowel obstruction.
Surgical
procedures

No of patients

Percentage

Modified Basini’s
repair.
Adhesiolysis
Resection
and
anastomosis
Appendicectomy
Loop ileostomy
Miscellaneous

44

28

43
39

27.4
24.8

21
16
4

13.4
10.1
2.6

Out of 157 patients complication in post-operative
periods occurs in 39(24.8%) of cases, of these 26
(16.5%) patients had wound infection, 7 (4.5%)
patients had wound dehiscence, anastomotic leakage
in 3 (1.9%) patients, respiratory complication in 3
(1.9%) patients and sepsis in 6 (3.8%) patients
mainly due to immune compromised conditions like
tuberculosis,
AIDS
patients,
Respiratory
complications developed mostly in elderly patients
and in chronic smokers. In our series we found
wound infection as the most common complications.
Secondary suture applied in all cases of wound
dehiscence and in few cases of wound infections. In
our case series mortality rate was 3 (1.9%) mostly
due to old age and strangulated bowel.
Table 4: Post-operative complications.

In our series most common symptom was abdominal
pain followed by vomiting and distension with
constipation.
The most common radiological finding was multiple
air fluid level with distended bowel loops.
All the patients were managed by operative
intervention. Factors prompting surgical intervention
include worsening of abdominal pain and distension,
high grade fever, leucocytosis, tachycardia, and
peritonitis. After exploratory laparotomy surgical.
Procedure done based on intraoperative findings.
Out of 157 cases most common procedure done was
external hernia repair (34.4%) followed by

Complications

No of patients

Percentage

Wound infection
Wound dehiscence
Respiratory
complications
Anastomotic
leakage

26
7
3

16.8
4.5
1.9

3

1.9

DISCUSSION
Acute small bowel obstruction is one of the mist
common surgical emergencies. The mean age of
incidence in present study is 50 years which is
compared to other epidemiological studies. In our
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CONCLUSION
Our study reveals that acute small bowel obstruction
comprise of a major percentage of surgical
emergencies and cam cause significant morbidity
and mortality if it is strangulated. External hernias
and adhesion are the most common cause of small
intestinal obstruction. It also highlights that majority
of patients mortality rates are due to strangulation,
septicaemia, late presentation and presence of other
comorbid factors i.e elderly age, cardio pulmonary
disease and immunologically deprived patients.
In all cases early diagnosis and surgical intervention
are the keys to reduce complications and mortality.
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study male outnumbered females (M:F- 2.2:1)
though there is very minimal difference. From
various aetiologies of acute small bowel obstruction
external hernia account 54(34.4%) of cases with
adhesions whether post-operative or due to band
contribute 43(27.4%) of cases. This in contrast to
western literature where most common cause of
small bowel obstruction is adhesion. The
tuberculosis is prevalent in Indian subcontinent. We
had 17
(10.8 %) of patients of intestinal
tuberculosis causing obstruction and requiring
surgery.
The clinical parameters like continuous pain and
fever (>37.5℃), tachycardia (>100/min) and
abdominal examination finding enable us to detect
the presence of strangulation. From radiological
investigation we have not got positive air fluid level
in early stage of obstruction in cases of inguinal
hernias. The reported accuracy of radiography for
the diagnosis of small bowel obstruction varies from
50%-86%.
Nandyala VNR et al reported63% and 37%incidence
of leucocytosis and hypotension which coincides in
our series of strangulated cases with leucocytosis
and hypotension. Post-operative hospital course of
119 (75.7%) of patients were uneventful. The most
common cause of morbidity was wound infection
26(16.8%).Respiratory complications were present
in 2 (1.9%) and sepsis 6 (3.8%) of cases.
Landercasper et al reported 3% incidence of wound
infection, 4.6% of respiratory complication which is
comparable to the findings in our series. Mortality in
the present study was 3 (1.9%) and mostly due to
strangulated bowel.
Ti and Yong found that extremes of age, premorbid
illness, bowel gangrene and malignancy increased
the death rates.
Deutsch et al found a significant relation between
strangulation and death. The death rate was more in
strangulated group.

