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Abstract:  

Aim: To identify and analyze the clinical presentation, management and outcome of patients with acute 

bowel obstruction along with the etiology of obstruction and the incidence and causes of bowel 

ischemia, and resection. 

Methods: This is a retrospective observational study of all adult patients admitted with intestinal 

obstruction to the surgical department in Misurata central hospital in the period of one year, 

between March 2007 and February 2008. 

Results: Of the 54 consecutive patients included in the study, the clinical presentations were abdominal 

pain, abdominal distension, vomiting, constipation and obstipation. Adhesions (50%), 

obstructed hernias (37%), and large bowel cancer (9%) were the most frequent causes of 

obstruction. Bowel resection was performed in 15 cases, 5 of them to resect large bowel cancer 

and 10 of them because of bowel gangrene due to strangulated hernias, adhesions, volvulus and 

mesenteric embolism.  

Conclusion: Close and careful clinical evaluation along with proper investigations is essential for 

decision of management of patients with acute bowel obstruction to avoid serious 

complications. 
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Introduction:  

Acute mechanical bowel obstruction is a 

common surgical emergency that is frequently 

encountered in abdominal surgery.
1,2

 It 

constitutes a major cause of morbidity and 

financial expenditure in hospitals around the 

world
3
 and a common cause of admissions to 

emergency surgical departments.
4,5

 Intestinal 

obstruction belongs to highly severe 

conditions, requiring a quick and correct 

diagnosis as well as immediate, rational and 

effective therapy.
6
  

This common surgical emergency carries a 

reasonable prognosis if recognized and treated 

promptly. However, in cases that present late, 

or go undiagnosed, or are resuscitated 

inadequately before surgery, there can be high 

mortality and morbidity. 

Surgeons are concerned about bowel 

obstruction because strangulation, causing 

bowel ischemia, necrosis and perforation 

might be involved, and it is often difficult to 

distinguish simple obstruction from 

strangulation. Although close and careful 

clinical evaluation, in conjunction with 

laboratory and radiologic studies, is essential 

for the decision of proper management of 

patients with acute bowel obstruction,
2
 a 

preoperative diagnosis of bowel strangulation 

cannot be made or excluded reliably by any 

known parameter, combinations of parameters, 

or by experienced clinical judgment.
7-9

 

Immediate and correct diagnosis of this 

condition and its etiology is essential, and 

appropriate treatment is important. 

We therefore, conducted this retrospective 

study to identify and analyze the clinical 

presentation, the etiology as well as the 

management and the outcome of these patients. 

 

Materials and Methods: 
This is a retrospective observational study of 

all adult (over 14 years old) patients admitted 

to the Department of Surgery, Misurata central 

Hospital, with a diagnosis of acute bowel 

obstruction between March 2007 and February 

2008.  

Patients with paralytic ileus were excluded 

from the study. 

All adult patients with clinical and radiological 

evidence of acute bowel obstruction were 

included in the study. 

Clinical data, management, operative findings, 

etiology of obstruction, complications and the 

final outcome of the patients were collected 

from the patients׳ files. 
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Intraoperative findings were also recorded with 

great emphasis on the etiology of obstruction 

as well as the incidence and causes of bowel 

ischemia and gangrene. 

 

Results:  
During the one year study period, 54 

consecutive adult patients with acute bowel 

obstruction were admitted and composed our 

study group. More than 70% of patients aged 

above 40 years as shown in table (1).  

There was no significant difference in sex 

distribution (table 2). Regarding clinical 

presentation, abdominal pain represented the 

most common symptom 51 (94.4%) whereas 

abdominal distension in 37 patients (68.5%), 

vomiting in 34 patients (63%) and constipation 

in 32 patients (59%), Table (3). 

In terms of history of previous operations, 24 

patients representing (44%) of the group had 

no history of previous surgery, while 30 

patients (56%) had under gone previous 

surgical procedures, Table (4). 

In the study group, the cause of obstruction 

was adhesions in 27 patients (50%), obstructed 

hernia in 20 patients (37%) and bowel cancer 

in 5 patients (9%), Table (5).  

Moreover, all patients with adhesive 

obstruction had previous abdominal 

operations. 

Regarding the management, we found that 24 

patients were successfully treated 

conservatively (44%) most of them were cases 

of  post operative adhesions, and 30 patients 

were operated (56%), the reasons for operation 

were either no response to conservative 

treatment or the cause of obstruction mandated 

the surgical treatment, as strangulated hernia, 

cancer, Table (6).  

Large bowel cancer was found in 5 patients 

(9%) in sigmoid, descending and transverse 

colon.  

In the operated group (30 patients), bowel 

resection was performed in 15 cases, cancer 

was the cause in 5 patients, and in 10 cases, 

and bowel gangrene in 10 cases, Tale (7).
7
  

 

Discussion:  
Acute bowel obstruction remains a common 

surgical emergency,
2
 which is a frequent cause 

of admission to hospital emergency surgical 

departments.
4,5

 

Regarding clinical presentation of our patients, 

abdominal pain (94.4%), abdominal distension 

(68.5%), vomiting (63%), constipation (59%), 

obstipation (13%) were the most common 

symptoms.  

Our results, (which are mainly compared to 

Markogiannakis H and others  study, carried in 

Hippokration Hosp, Athens medical school) 

even though some differences are noticed, are 

in accordance with the literature.
1,10,11

 

Particularly, Cheadle et al reported abdominal 

pain (92%), vomiting (82%), abdominal 

tenderness (64%), and distention (59%) as the 

most frequent symptoms and signs,
12

 whereas 

abdominal distension, bilious vomiting, 

absolute constipation and abdominal pain were 

the main signs and symptoms in another 

series.
13

 Perea et al prospectively studied 100 

patients with adhesive small bowel obstruction 

and found that the presenting symptoms were 

vomiting (77%), colicky abdominal pain 

(68%), absence of passage of flatus and/or 

feces (52%), and constant pain (12%), whereas 

abdominal distension constituted the most 

frequent clinical sign with a prevalence of 

56%.
10

   

Adhesions, incarcerated hernias, and large 

bowel cancer constitute the most frequent 

causes of obstruction.
3,5,14

 This finding was 

also noticed in our study.  

Several studies postulate that adhesions are 

responsible for 32%-74% of bowel obstruction 

and are the leading cause of small intestinal 

obstruction representing 45%-80% of it.
15,16

 

The vast majority (65%-90%) of the patients 

with adhesive obstruction have undergone 

previous abdominal operations.
12

 In the present 

study, this was observed in all patients. 

As for the types of previous operations in our 

study patients, appendectomies, gynecological 

operations, cholecystectomies, were more 

prevalent. This is also in accordance with the 

literature.
17,18

  

Even though the appropriate management of 

adhesive obstruction is still controversial, a 

substantial share of these patients, ranging 

from 35% to 75% in several studies, can safely 

and effectively be treated with non operative 

management as it was also shown in our 

patients.
3,4

 The increasing role of adhesions as 

a cause of acute intestinal obstruction demands 

greater need for routine preventive measures 

against adhesion formation.
15

   

Moreover, obstructed hernias were the second 

most common etiology of obstruction as well 

as the predominant cause of bowel ischemia.   

It should also be emphasized that bowel 

ischemia is reversible in one case with 

obstruction due to incarcerated hernias 

justifying immediate surgery in these patients. 

Since abdominal hernias continue to account 

for 8%-25% of all cases of intestinal 
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obstruction,
16,19

 while in a few series represent 

the most common cause of intestinal 

obstruction accounting for 30%-55%,
20,21

 and, 

moreover, they still remain the most common 

cause of strangulation,
22,23

 surgeons should 

continue their aggressive attitude towards 

elective repair of all abdominal hernias as well 

as towards immediate operative intervention in 

patients with acute bowel obstruction 

secondary to obstructed hernias.  

As it was also observed in our study, large 

bowel cancer, particularly sigmoid cancer, is 

the most common etiology of obstruction in 

patients with large intestinal obstruction with a 

prevalence of 40%-90%
15,24

 all of such patients 

in our study were operatively treated. 

Other less common causes of obstruction 

reported in the literature are Crohn’s disease
3,22

 

and gallstones,
14

 accounting for 3%-7% and 

2% of small bowel obstruction cases, 

respectively, and bowel volvulus
25

 and 

intussusceptions,
26

 accounting for 4%-15% and 

4%-8% of total obstruction cases, respectively. 

In our series, the prevalence of Crohn’s disease 

and bowel volvulus was much lower, whereas 

no case of obstruction due to gallstone or 

intussusception was observed in adult. 

An important share of our patients was success 

of conservative treatment. This was more 

prevalent regarding adhesive small bowel 

obstruction. This has also been noticed in other 

studies.
13,27

   

Much attention should be paid to the treatment 

of these patients since the incidence of bowel 

ischemia, necrosis, and perforation is 

significantly high. Strangulation rate in the 

literature ranges from 7% to 42%.
8,17

 In 

addition, Kossi et al reported an incidence of 

ischemia of 20%, of necrosis of 8%, and of 

perforation of 2%.
28

  

In regard to the risk of strangulation in the 

present study, a significantly much higher risk 

was noticed in operated patients, as about one 

third of them required resection of bowel due 

to bowel gangrene.  

In our study, postoperative complication rate 

was insignificant and no mortality rate 

recorded.  

In the literature, complication rate ranges from 

6% to 47%
12,29

 whereas mortality ranges from 

2% to  19%.
16,22 

 

In general, appropriate treatment of acute 

bowel obstruction as well as timing of surgery 

for patients selected to undergo operative 

intervention still remain controversial.
3,27

 

Management of this condition requires careful 

assessment and awareness while the 

appropriate treatment needs to be tailored to 

the individual situation.
24

  

Furthermore, no specific factors that may 

predict success of conservative or surgical 

management have been identified.
27

 Although 

modern surgical management continues to 

focus appropriately on avoiding operative 

delay whenever surgery is indicated, not every 

patient is always best served by immediate 

operation. As it was also proved in the present 

study, certain entities, such as bowel 

obstruction secondary to obstructed abdominal 

wall hernia, and patients with clinical signs 

and symptoms suggestive of strangulation do 

require prompt operative intervention.
22

 

However, other conditions such as 

postoperative adhesions, particularly in 

patients with numerous previous abdominal 

procedures or concomitant medical problems, 

often justifiably benefit from a trial of non 

operative management.
17,22

  

 

Conclusion:  

Close and careful clinical evaluation, in 

conjunction with laboratory and radiologic 

studies, is essential for the decision of proper 

management of patients with acute bowel 

obstruction; if any uncertainty exists, prompt 

operative intervention is indicated. It should be 

emphasized, though, that great caution should 

be taken for the management of these patients 

since studies have shown that preoperative 

diagnosis of bowel strangulation cannot be 

made or excluded reliably by any known 

clinical, laboratory, or radiologic parameter, 

combinations of parameters, or by experienced 

clinical judgment. 

Table 1: Shows the age distribution of the study group 

 

Total >60 years 40-60 years 20-40 years <20 years Age group 

54 20 18 10 6 Number of cases 

%100 %37  33.4% 18.5% 11.1% percentage 

 

Table 2: Shows sex distribution among the study group 
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Sex M F Total 

No. of cases 26 28 54 

Percentage 48.2% 51.8% 100% 

 

Table 3: Shows the common clinical presentation 

 

Obstipation constipation vomiting 
Abdominal 

distention 

Abdominal 

pain 
Signs & symptoms 

7 32 34 37 51 No of patients 

%13  %59  %63  68.5% %94.4  Percentage 

 

Table 4: Shows the history of surgery in the study group 

 

 H/O surgery No H/O surgery Total 

No. of cases 30 24 54 

Percentage 56% 44% 100% 

 

Table 5: Shows the causes of obstruction in the study group 

 

Cause adhesion hernia cancer volvulus 
Mesenteric 

embolism 
Total 

No. of cases 27 20 5 1 1 54 

percentage 50% 37% 9% 2% 2% 100% 

 

Table 6: Shows the out come of patients. 

 

Outcome operative conservative 

No. of patients 30 24 

percentage 56% 44% 

 

Table 7: Shows the causes of bowel resection 

 

Cause of 

resection 

Carcinoma 

colon 

Strangulated 

hernia 

adhesions volvulus Mesenteric 

embolism 

No. of cases 5 5 3 1 1 

Total no. of cases underwent resection of bowel was 15.  
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