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Abstract---Background: Obstruction of the bowel is one of the most 

common problems intra-abdominally seen by surgeons in their 
practice. The reasons associated with these obstructions are 

biochemical disturbances correlated to adhesion, neoplasms, and/or 

hernia. Obstruction of either the large intestine or small intestine 
remains the major cause of mortality and morbidity. Methods: The 

study included a total of 48 subjects having intestinal obstruction 

within the age range of 18-87 years. The diagnosis was made based on 

hematologic parameters, radiologic parameters, physical examination, 
and clinical history of the subjects. Results: Most common 

complication seen in 14.58% (n=7) study subjects, followed by the 

surgical site infection seen in 10.41% (n=5) study subjects. 
Respiratory tract infection was seen in 8.33% (n=4) of study subjects. 

The least common reported complication was faecal fistula seen in 

4.16% (n=2) of study subjects. On assessing the mortality rate of the 
present study, it was seen that 12.5% (n=6) subjects died following 
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surgical management of acute abdominal distension, whereas, 87.5% 
(n=42) subjects survived and were cured Conclusion: The present 

study concludes that the most common reason behind intestinal 

obstruction was postoperative adhesion which can be accurately 
diagnosed with operative, radiological, and clinical assessment. 

Significant mortality is associated with undiagnosed malignancy cases 

which are seen as an emergency in subjects with intestinal 

obstruction. Timely management and early diagnosis are associated 
with good prognosis, whereas, delayed prognosis, increased age, and 

strangulation is associated with poor outcomes. 

 
Keywords---Bowel Obstruction, Mortality, Morbidity, Intestinal 

Obstruction, Tachycardia. 

 
 

Introduction  

 
Obstruction of the bowel is one of the most common problems faced by general 

surgeons in their practice and is the most common cause of the intra-abdominal 

problem. The reasons associated with these obstructions are biochemical 

disturbances correlated to adhesion, neoplasms, and/or hernia. Obstruction of 
either the large intestine or small intestine remains the major cause of mortality 

and morbidity.1 

 

Nearly 10-16% of all the surgical admissions are done for acute abdominal 

complaints manifesting as good appearance of the presenting subject with only 

mild distension and discomfort of the abdomen to hypovolemic shock and/or 
septic shock. This condition is considered an emergency surgical procedure.2  

 

The mortality associated with acute obstruction of the intestine is reducing with 
the advancement and increased understanding of its pathophysiology.3 With 

better knowledge of the intensive care unit, development of antibiotics with better 

efficacy, correction of electrolytes and fluids, and advanced diagnostic techniques, 

the mortality has been limited to elder subjects with associated comorbidities and 
delayed diagnosis. These comorbidities include respiratory diseases, cardiac 

diseases, and/or diabetes mellitus.4 Hence, the present study was conducted to 

assess the etiology, presenting features, management, morbidity, and mortality of 
acute bowel obstruction. Also, the present study was conducted to influence the 

various factors including socioeconomic status, diet, gender, and age on an acute 

bowel obstruction. 
 

Materials and Methods  

 
The present study was conducted to assess the etiology, presenting features, 

management, morbidity, and mortality of acute bowel obstruction. Also, the 

present study was conducted to influence the various factors including 
socioeconomic status, diet, gender, and age on an acute bowel obstruction. The 

study included subjects from the age range of 18-87 years with a mean age of 

43.6±6.78 years. Children were excluded from the study. The subjects were 

included based on hematologic parameters, radiologic parameters, physical 
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examination, and clinical history of the subjects.   

 

Subjects who were managed conservatively for subacute intestinal obstruction 
were also excluded. The subjects with acute intestinal obstruction managed with 

the surgical intervention were included to assess the pathology behind an 

intestinal obstruction to identify outcomes, pathology, findings, presentation, 
hematologic, and radiologic findings. After final inclusion and admission, clinical 

data were recorded. The final diagnosis was reached from clinical features and 

was confirmed with radiologic and hematologic findings. 
 

Following steps were followed in the present study including history recording, 

physical examination, laboratory tests, radiographic assessment, surgical 
intervention, and follow-up.  

 

After the admission of the patient, clinical data were recorded according to the 

Proforma. The diagnosis was mainly based on clinical examination and often 
supported by hematological and radiological examinations.  

 

Following the surgery, improvement in general condition and decrease in 
abdominal distension was seen in all the study subjects in subjects with 

adhesion. Conservative treatment was done for subjects who had decreased pain 

and improved bowel movements. These subjects were excluded from the study. 
Subjects with the persistence of symptoms and signs for acute abdominal 

distension were planned for the surgery. The surgical intervention carried out 

were strangulated obstruction repair, anastomosis of intestinal gangrene, 
caecopexy for intussusception, reduction of adhesion, and abandoran release. The 

specimen was collected for histopathologic examination wherever needed.  

 

Following surgery, all subjects were monitored carefully at different times of 
hourly or four hourly differences, based on the toxaemia and general condition of 

the subject. Antibiotics, intravenous fluids, and tube aspiration were given to all 

the subjects. Any complication encountered was noted and treated appropriately. 
The follow-up postoperatively was done for 6 months. Few subjects did not turn 

up for the follow-up visits. The results were formed based on the following 

parameters: causative factors, age, gender, examination results, symptoms, 
operative findings, investigations, operative procedures, operative findings, 

and/or any complications encountered. 

 
Results 

 

The present prospective clinical study was conducted to assess the etiology, 

presenting features, management, morbidity, and mortality of acute bowel 
obstruction. Also, the present study was conducted to influence the various 

factors including socioeconomic status, diet, gender, and age on an acute bowel 

obstruction. The study included subjects from the age range of 18-87 years with a 
mean age of 43.6±6.78 years. The demographic characteristics of the study 

subjects are listed in Table 1. It was seen that the highest number of subjects 

were within the age of 51-60 years with 27.08% (n=13) subjects followed by 25% 
(n=12) subjects in the age range of 41-50 years, and least subjects in >80 years of 

age with 4.16% (n=2) subjects. There were 72.91% (n=35) males and 27.08% 
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(n=13) females in the present study. Majority of the subjects reported with 
abdominal pain in 87.5% (n=42) subjects followed by peristalsis in 79.16% (n=38) 

study subjects, vomiting in 75% (n=36) subjects, tachycardia in 72.91% (n=35) 

subjects, and abdominal distension in 68.75% (n=33) subjects. The least common 
symptom was constipation seen in 58.33% (n=28) of study subjects.  

 

On assessing the etiology behind the intestinal distention in the study subjects, it 

was seen that the most common cause was postoperative adhesion seen in 
27.08% (n=13) study subjects followed by malignancy seen in 22.91% (n=11) 

study subjects, obstructed hernia in 16.66% (n=8) study subjects, band and 

volvulus each in 10.41% (n=5) study subjects, and TB abdomen in 8.33% (n=4) 
study subjects. The least common etiologic factor seen was intussusception and 

mesenteric ischemia each seen in 2.08% (n=1) of study subjects as depicted in 

Table 2.  
 

The present study also assessed the complications seen in the study subjects 

following surgical intervention for acute abdominal distension. It was seen that 
sepsis was the most common complication seen in 14.58% (n=7) study subjects, 

followed by the surgical site infection seen in 10.41% (n=5) study subjects. 

Respiratory tract infection was seen in 8.33% (n=4) of study subjects. The least 

common reported complication was fecal fistula seen in 4.16% (n=2) of study 
subjects. On assessing the mortality rate of the present study, it was seen that 

12.5% (n=6) of subjects died following surgical management of acute abdominal 

distension, whereas, 87.5% (n=42) subjects survived and were cured (Table 3). 
The reason for the mortality in the subjects was respiratory tract infection and 

septic shock. 

 
Discussion 

 

The present prospective clinical study was conducted to assess the etiology, 
presenting features, management, morbidity, and mortality of acute bowel 

obstruction. Also, the present study was conducted to influence the various 

factors including socioeconomic status, diet, gender, and age on an acute bowel 

obstruction. The study included subjects from the age range of 18-87 years with a 
mean age of 43.6±6.78 years. It was seen that the highest number of subjects 

were within the age of 51-60 years with 27.08% (n=13) subjects followed by 25% 

(n=12) subjects in the age range of 41-50 years, and least subjects in >80 years of 
age with 4.16% (n=2) subjects. There were 72.91% (n=35) males and 27.08% 

(n=13) females in the present study. Majority of the subjects reported with 

abdominal pain in 87.5% (n=42) subjects followed by peristalsis in 79.16% (n=38) 
study subjects, vomiting in 75% (n=36) subjects, tachycardia in 72.91% (n=35) 

subjects, and abdominal distension in 68.75% (n=33) subjects. The least common 

symptom was constipation seen in 58.33% (n=28) of study subjects. These 
demographics were comparable to the demographics assessed in the studies by 

Haridimos M ET al5 in 2007 and Richard LD Lake ET al6 in 2010 wherein their 

respective study authors assessed similar demographics. 
 

The present study also assessed the etiology behind the intestinal distention in 

the study subjects, it was seen that the most common cause was postoperative 

adhesion seen in 27.08% (n=13) study subjects followed by malignancy seen in 
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22.91% (n=11) study subjects, obstructed hernia in 16.66% (n=8) study subjects, 

band and volvulus each in 10.41% (n=5) study subjects, and TB abdomen in 

8.33% (n=4) study subjects. The least common etiologic factor seen was 
intussusception and mesenteric ischemia each seen in 2.08% (n=1) of study 

subjects. These results were consistent with the results of Robert MB erne et al7 

in 2008 and Branco BC et al8 in 2010 where similar etiologic factors were seen 
associated with acute abdominal distension by authors in their studies. 

 

On assessing the complications seen in the study subjects following surgical 
intervention for acute abdominal distension. It was seen that sepsis was the most 

common complication seen in 14.58% (n=7) study subjects, followed by the 

surgical site infection seen in 10.41% (n=5) study subjects. Respiratory tract 
infection was seen in 8.33% (n=4) of study subjects. The least common reported 

complication was faecal fistula seen in 4.16% (n=2) of study subjects. On 

assessing the mortality rate of the present study, it was seen that 12.5% (n=6) of 

subjects died following surgical management of acute abdominal distension, 
whereas, 87.5% (n=42) subjects survived and were cured. The reason for the 

mortality in the subjects was respiratory tract infection and septic shock. These 

findings were in agreement with the results of Ten Broek RPG et al9 in 2018 and 
Jaffe T et al10 in 2015 where authors showed comparable death rates and 

complications in their study subjects. 

 
Conclusion 

 

Within its limitations, the present study concludes that acute abdominal 
obstruction is a surgical emergency where success is largely dependent on 

accurate and early diagnosis with timely treatment. Radiographic and clinical 

features play a vital role in achieving success in treated cases. The most common 

cause behind obstruction was postoperative adhesion. High mortality is 
associated with undiagnosed malignancy cases. Delayed diagnosis can result in 

strangulation associated with poor outcomes. However, the present study had a 

few limitations including a small sample size, short monitoring period, and 
geographical area biases. Hence, more longitudinal studies with larger sample 

size and longer monitoring period will help reach a definitive conclusion. 
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Tables 
 

 Characteristics Percentage (%) Number (n) 

Age Distribution 18-30 10.41 5 

 31-40 14.58 7 

 41-50 25 12 

 51-60 27.08 13 

 61-70 16.66 8 

 71-80 6.25 3 

 >80 4.16 2 

Gender Males  72.91 35 

 Females 27.08 13 

Disease signs and 

symptoms 

Constipation 58.33 28 

 Abdominal distension 68.75 33 

 Vomiting 75 36 

 Abdominal Pain 87.5 42 

 Tachycardia 72.91 35 

 Peristalsis 79.16 38 

 

Table 1: Demographic and disease characteristics of the study subjects  

 
 

 

 
 

 

 
 



 

 

2095 

Aetiology  Percentage (%) Number (n) 

Mesenteric ischemia  2.08 1 

Intussusception  2.08 1 

Malignancy  22.91 11 

TB abdomen 8.33 4 

Volvulus 10.41 5 

Obstructed Hernia 16.66 8 

Band 10.41 5 

Postoperative adhesion 27.08 13 

 

Table 2: Aetiology of the acute abdominal distension in the study subjects  

 
 

Parameter Percentage (%) Number (n) 

Complications   

Fecal Fistula 4.16 2 

Respiratory tract infection 8.33 4 

Sepsis 14.58 7 

Surgical site infection 10.41 5 

Mortality (Death) 12.5 6 

Cured 87.5 42 

 

Table 3: Complications and mortality in the study subjects  

 
 

 


