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INTRODUCTION
The incidence of post operative intestinal obstruction is increasing 
because of increase in the number of abdominal operations. With the 
advent of newer potent antibiotics, the abdominal operations are being 
done in presence of sepsis too. Main cause of post operative intestinal 
obstruction is formation of adhesions , but mechanism of its formation 
is far from clear and we cannot predict which patient will get this 
complication and when, the present study presents the clinical 
experience of this condition at Patna medical college hospital.

MATERIAL AND METHOD:
This study was carried out on 68 cases of acute post-operative 
intestinal obstruction admitted to surgical casualty at Patna medical 
college Hospital, Patna from June 2017 to November 2018 . In 50 cases 
previous operations were performed elsewhere. Remaining 15 cases 
were operated in department of surgery (all on emergency basis). Each 
case was managed as following Detail history taking especially the 
type of previous abdominal operation . In 60 cases the previous papers 
were available, in remaining 8 the cause was derived from the history, 
thorough clinical examination, laboratory and x-ray studies and the 
treatment proper – conservative or surgery after proper resuscitation. 
All cases except those with suspected gangrene were given at least 12 
hours conservative trial in the form of naso-gastric  suction , iv –uids , 
prophylactic antibiotics and metronidazole infusion . Enema were 
given twice successively. Close monitoring was done in critically ill 
e.g urinary output , serum electrolyte ,urea and creatinine estimation . 
In suspected intra-abdominal gangrene exploration was done at 
earliest. failure of conservative treatment over 12 to 24 hours 
constituted indication for exploration.

Laparotomy  was mostly done through a RPM incision under general 
anesthesia , the full morbid anatomy and pathology noted , corrective 
procedure done , thorough peritoneal toilet done , drains provided 
whenever indicated  and laparotomy wound closed . Early ambulation 
and post-operative breathing exercises were noted and post-operative 
course noted.

RESULT :
During the period June 2017 to November 2018, 2280 laparotomy 
were performed in surgical department of P.MC.H. PATNA of which 
626  ( 27.4 %) were cause of intestinal obstruction . Among 626 cases 
68 obstruction were post-operative. The youngest patient was 3 and 
oldest was 74 year, mean age being 46.7 years. There were 44 males 
and 24 females 8 of which had undergone gynecological surgery (8 
cases ). Of these 5 cases were considered 'clean' , 10 contaminated  and 
remaining  45 were frankly infected . In 8 cases previous papers were 
not available. Most of the  cases  presented with combination of 
symptoms and signs like pain , vomiting , absolute constipation , 
abdominal distension , tender mass , hyperperistalsis or silent 
abdomen . Fever , leukocytosis  and free uid in peritoneal  cavity 
were sometimes present. The symptom free interval from original 
operation was variable. 15 patients belonged to early type within 2 
weeks, remaining 53 belonged to the delayed type, of former group 10 
were explored, while still were in hospital , the rest returned to hospital  
5-9 days after discharge . Of the delayed group all patient had been 
treated for varying periods ( 4 to 16 hrs ) at peripherals hospitals before 
being referred to us .Obstruction was simple in 55 cases (80.8% ) and 
strangulation in 13 cases (19.1%). 14 cases responded to conservative 
treatment alone . Of the 54 re-operated cases, lysis alone sufced in 46, 
only 8 cases  bowel resection and anastomosis  was done . Of the lost 6 
cases ( mortality 8.8% ) 4 underwent resection and anastomosis for 
gangrenous bowel and remaining 2 were brought to hospital in 

precarious condition.

DISCUSSION :
Fibrin formation and its organisation is the basic pathological process 
involved in formation of post –operative adhesions . There is a delicate 
balance between host tissue defense mechanism , environment and the 
insult leading to successful  resolution of brin .Sharif H Ellozy et al 
(2002)  suggested  that most of the adhesions are man made . Among 
different insulting  factors infections appears to be most important 
(Ronald M.Stewart et al 1987 ) 

In the present series 5 clean cases developed obstruction. They were 
however malnourished and were operated at peripheral hospitals. Rest 
of the cases belonged to contaminated (10 cases ) or frankly infected 
group ( 45 cases ) . In 8 cases previous papers were not available and 
the history suggested emergency operation. In our hospital few drops 
of povidon iodine is frequently used diluted in normal saline in 
emergency infected cases, to minimize intraperitoneal bacterial 
population and to washout brin rich exudates. Sharif H Ellozy et al 
(2002) blamed local application of chloramphenicol in 44% of his 
reported cases for adhesion formation. Antibiotics are hardly used as 
local application now. Our observation is contrary to the authors. In 
majority the previous operation responsible was an emergency one and 
in vast majority infection was present. If chemical irritation was 
primary cause, elective and emergency operations should have almost 
equal incidence. presence of infection is thus more important factor 
Much p jr (1987) also considered sepsis a more important factor than 
anti microbials.

thNo age is immune to this condition.  Highest incidence was found in 5  
decade which is similar to observation of Much p jr (1987). In general 
surgical group males predominated.  Presence of infection rather than 
type of previous operation is more important for post operative 
adhesion  formation . appendicectomy and gynecological infection 
were frequently blamed in past. But Much p jr (1987) held infection as 
offending factor. Klin Khir. (1993) advocated exploration after a trial 
of 12 hours . 54 cases of the present series underwent exploration after 
varying periods of conservative trial upto 16 hours . In majority (36 
cases ) ileum was involved , followed by jejunum (12 cases ) , 
transverse colon ( 6 cases ). Much p jr  (1987) observation were similar 
to , during exploration in in most  (46 ) of the cases lysis of the adhesion 
was all that required to relieve the obstruction . In only 8 cases 
resection and anastomosis was required , because of the strangulation 
and impending gangrene . Thorough peritoneal lavage was done , 
Lomodex in saline was poured into the peritoneal cavity empirically 
before closing the cavity empirically before closing the abdomen . 
Much p jr (1987) also emphasized the importance of thorough 
mechanical cleaning  of the peritoneum , to minimize the incidence of 
post-operative adhesion formation . 

The low mortality (8.9% ) and the negligible morbidity in the present 
series is comparable to that of Much p jr 1987 (8%).

SUMMARY & CONCLUSION:
Post-operative intestinal obstruction is a common problem , and its 
incidence can be minimized by meticulous surgical technique and 
control of peritoneal infection and irritation . Adequate conservative 
treatment trail and timely surgical intervention reduces mortality and 
prevents morbidity .
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