      INTESTINAL OBSTRUCTION  張俊智/林捷忠
Paralytic ileus: is caused by failure of the motor function of the gut.

Mechanical obstructions: can be either simple or strangulating. 

Strangulating obstructions impair intestinal blood flow and may cause necrosis of the bowel. 

GENERAL MANIFESTATIONS

1. Loss of fluid and electrolytes into the gut→ hypovolemia or shock 

2. Bacteria proliferate in the gut lumen→local or systemic sepsis and toxicity→perforation and peritonitis

3. Two types of such pain. 

A) splanchnic or visceral pain: deep and poorly localized (periumbilical from small bowel and suprapubic from the colon). The autonomic response to this type of pain includes sweating, nausea, and hypotension.

B) parietal pain: from the body wall, which is better localized and is associated with tenderness and rigidity. This type of pain occurs in the presence of peritonitis.

4. In high or proximal obstructions: 

A) stomach, duodenum, and upper jejunum,

B) cramps are more frequent, and vomiting occurs earlier. 

C)  abdominal distention; 

D) abdominal examination may be normal 

E) soon leads to dehydration, hypokalemia, and hypochloremic metabolic alkalosis 

F) plain radiographs may also be normal. 

5. In low or distal obstructions:

A) jejunum, ileum, or colon 

B) vomiting occurs later and less frequent 

C) Bacterial overgrowth may result in feculent vomitus. 

D) abdomen distended, 

E) loops of dilated bowel 

F) large volumes of water accumulated in the gut lumen, but electrolyte imbalance is less

DIAGNOSIS

Differential diagnosis: pancreatitis, sickle cell crisis, Henoch-Schönlein purpura, biliary colic, lead poi-soning, familial Mediterranean fever, lower-lobe pneumonia, acute adrenal insufficiency, renal colic, torsion of the testis or ovary, diabetic ketoacidosis, and acute intermittent porphyria

1. History, patient’s age, past history and physical examination.

2. Plain anteroposterior radiography:.a) In small bowel obstruction, reveal dilated bowel with air-fluid levels with or without gas or stool in the colon. b) Multiple distended loops suggest a distal obstruction. c) duodenal or high small bowel obstructions have normal or nearly normal plain radiographs. d) paralytic ileus: have dilated small bowel and colon down to the rectum.

3. Ultrasonography 

4. Contrast exminations: a)contraindicated in high-grade or complete obstructionso the peri-toneum b) indicated in partial obstructions to rule out malrotation with volvulus or duodenal obstruction by Ladd’s bands. 

5. CBC/DC, CRP, blood culture, BUN/Cr, electrolytes

Treatment.


1. Resusciation:

a. Hold all oral intake.

b. Decompress the stomach by nasogastric tube.

c. Establish an intravenous line and replace fluid and electrolyte deficits and continuing losses.

d. Ensure adequate urine output.

e. Type and crossmatch blood if operation is anticipated.

2. conservative or nonoperative therapy :

a. be attempted for 6-12hours in early

b. early postoperative (within 3 weeks of a previous laparotomy), partial, and recurrent adhesive obstructions, pyloric stenosis, intussusception, meconium ileus, and duodenal hematomas
3. Operation:

a. exceptions as 2-b, definitive treatment required urgent operation

b. after 6-12h conservative treatment but to worsen his conditions 

c. malrotation or volvulus 

MECHANICAL OBSTRUCTION

Etiology of acquired mechanical intestinal obstruction 

Intraluminal 

Polyp

Tumor

Feces (impaction, meconium ileus equivalent)

Bezoar

Intussusception

Foreign body

Parasitic infection

Intramural

Stricture (anastomotic, Crohn’s disease, necrotizing enterocolitis)

Tumor

Pyloric stenosis

Hematoma

Extrinsic

Postoperative adhesion

Adhesion from other causes (appendicitis, primary peritonitis)

Hernia (internal, external)

Volvulus (gastric, midgut, colonic)

Tumor

Cause of intestinal obstruction in children

	Cause
	Incidence(%)

	Pyloric stenosis
	25

	Intussusception
	18

	Atresia
	15

	Incaerated hernia
	11

	Imperforated anus
	8

	Hirschsprung’s disease
	6

	Postoperative adhsion
	5

	Malrotation
	5

	Meconium plug
	3

	Annular pancrease
	1

	Meckel’s diverticulum
	1


Guide to therapy adhesive bowel obstruction

	Factors favoring early operation
	Nonoperative therapy

	Severe pain
	Pain relieved by nasogastric drainage

	Early presentation( > 3 weeks postoperation)                 
	Late presentation( < 3 weeks preoperation)

	Tachycardia, fever
	Multiple previous obstructions

	Localized tenderness, guarding
	Partial obstruction

	Crohn’s disease
	

	Leukocytosis
	


Specific cause of intussusception 

Meckel’s diverticulum

Lymphoma or other neoplasm

Henoch-Schönlein purpura

Polyps (Peutz-Jeghers syndrome, juvenile polyps)

Ectopic pancreas

Duplication

Intramural hematoma (hemophilia)

Cystic fibrosis (inspissated stool)

Hemangioma

Ventriculoperitoneal shunt

Intestinal parasites

PARALYTIC ILEUS

Introduction:

Paralytic ileus is a type of intestinal obstruction caused by failure of the normal peristaltic motor function of the small intestine.

Causes: 

peritonitis, ischemia or surgical manipulation of the bowel, retroperitoneal hemorrhage, operation or inflammation, fractures of the spine, pneumonia, hypokalemia, drugs (vincristine), systemic sepsis, uremia, diabetic ketoacidosis, and myxedema.

Differential diagnosis:

chronic intestinal pseudo-obstruction: a rare disorder also caused by abnormal gut motility of unknown cause and characterized by recurrent attacks of abdominal pain, distention, vomiting, weight loss, and a tendency to wax and wane. 

Diagnosis:

It is similar to those of mechanical obstruction except that strangulation is rare. A key feature of paralytic ileus is the absence of bowel sounds.

Radiologic studies:

typically gas throughout the bowel, including the colon and rectum. Mechanical obstructions cause progressive bowel distention, with distended proximal and collapsed distal segments. 

Management:

usually resolves spontaneously on conservative 

intravenous fluids

nasogastric decompression.

