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• On June 8, 1956 President of the United States 
Eisenhower developed vague, ill-defined discomfort 
in the lower abdomen at 12:30 am.

• His physician arrived at the White House 30 minutes 
later and found moderate distention of abdomen but 
no particular point of abdominal tenderness

• Tap water enemas in the morning gave no relief. The 
pain became colicky and centered on the umbilicus 
and right lower quadrant.

• At operation, the terminal 30 to 40 cm of the ileum 
had the typical appearance of chronic Crohn's 
Disease.

HISTORY



Acute Intestinal Obstruction  accounts for 5% of all 
acute surgical admissions.

Intestinal obstruction
It is a mechanical or functional obstruction of the 
intestines, preventing the normal transit of the products 
of digestion
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CLASSIFICATION
INTESTINAL OBSTRUCTION

DYNAMIC

EXTRINSIC MURAL INTRALU
MINAL

ADYNAMIIC

ABSENT 
PERISTALSIS 

Eg.
PARALYTIC 

ILEUS

PRESENT 
PERISTALSIS

Eg.
PSUEDO 
OBSTR.

MESENTERIC 
OCC.



CAUSES OF INTESTINAL 
OBSTRUCTION (DYNAMIC)

Intraluminal
• Foreign bodies
• Bezoars
• Gallstone 

Intramural
• Congenital atresia
• Stricture
• Malignancy(15%)

Extramural
• Bands/ adhesion(40%)
• Hernia (12%)
• Volvulus
• Intussusception
• Tumor-

benign/malignant 
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•Investigations- Plain X-ray
•Duodenal obstruction- stomach & proximal 
duodenum are distended- “double bubble”

•J
   - air fluid 
levels present

Congenital atresia/stenosis

DUODENAL OBSTRUCTION

JEJUNAL AND ILEAL 
OBSTRUCTION



Plain x-ray
• Shows small dilated bowel loops
• Gastrograffin enema shows up the meconium

MECONIUM ILEUS



• Investigation:
• Plain x-ray of the small bowel gas shows 

malrotation & level of obstruction. 

MALROTATION AND NEONATAL 
VOLVULUS



Acute intussusception

Occurs when one portion of 
the gut becomes invaginated 
within an immediately 
adjacent segment.
Common in 1st year of life
Common after viral illness 
enlargement of Peyer’s 
patches
Ileocolic is the commonest 
variety in child.
 Colocolic intussusception 
commonest in adult
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Obstruction by Adhesions 
Ischemic 
areas
• Sites of 

anastomoses
• Trauma
• VaSC.ocC

Foreign 
material
• Talc, starch, 

gauze, silk

Infection
• Peritonitis, TB Infammato

ry disease
CROHNS DISEASE Radiation 

enteritis

• Peritoneal irritation local fibrin production produces adhesions 
between apposed surfaces
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Hernia
• Accounts for 20% of SMALL BOWEL OBSTRUCTION.

• Commonest 1. Femoral hernia

  2. INDIRECT inguinal 

  3. Umbilical

  4. Others: incisional 

• The site of obstruction is the neck of hernia

• The compromised viscus is with in the sac.

• Ischaemia occurs initially by venous occlusion, followed by oedema  and 
arterial compromise.

• Strangulation is noted by: Persistent pain
                                    Discolouration

                          TENDERNESS
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Large Bowel Obstruction

Aetiology:
1. Carcinoma:          
THE COMMONEST CAUSE, 18% of colonic ca. present with           
obstruction
2. Benign stricture:
         Due to Diverticular disease, Ischemia, Inflammatory bowel  

disease.
3. Volvulus:             
-Sigmoid Volvulus/ Caecal Volvulus
4. Hernia.



Investigations: 
• White cell count: >20×109 /L
• Serum amylase: slightly raised (>200IU)
CECT- ABDOMEN
MESENTERIC ANGIOGRAPHY 

Acute MESENTERIC ischaemia 





Medical causes of small & Large bowel 
obstruction

Metabolic:
1.Hypokalemia.
2.Hypomagnesemia.
3.Hyponatremia.
4.Ketoacidosis.
5.Uremia.
6.Porphyria.
7.Heavy metal poisoning.



Medications:
1.Narcotics.
2.Antipsychotics.
3.Anticholinergics.
4.Ganglionic blockers.
5.Agents used to treat Parkinson’s disease.



EMEGENCY Management of Acute intestinal 
Obstruction

“NEVER LET THE SUN RISE OR FALL 
ON A PATIENT WITH BOWEL 
OBSTRUCTION.”



ACUTE INTESTINAL 
OBSTRUCTION

VITALS 
UNSTABLE

VITALS 
STABLE



Vitals 
unstable

RESUSCITATION

TWO LARGE WIDE 
BORE CANNULAS

IV FLUIDS NS @ 
20ML/KG OVER 

ONE HOUR               
IV FLUIDS NS 

@URINE OUTPUT 
+75ML/ HOUR

SERUM ELECROLYTES

? HYPOKALEMIA
?HYPONATREMIA

?HYPOMAGNESEMIA

VOMITINGS
BOWEL WALL EDEMA

FLUID COLLECTION

ARTERIAL BLOOD GAS 
ANALYSIS

RESPIRATORY DISTRESS
SEVERE METABOLIC 

ACIDOSIS

HYPOPERFUSION
HYPOVOLEMIC SHOCKBLOOD  

PRODUCTS



SEVERE METABOLIC 
ACIDOSIS

DECREASED  
MYOCARDIAL 

CONTRACTILITY

DECREASED EJECTION 
FRACTION

INOTROPES

INJ SODIUM BICARBONATE   
IF PH < 7.1



ECG CARDIAC PROBLEMS

ATRIAL FIBRILLATION

EMBOLUS

MESENTERIC 
ISCHEMIA

CENTRAL VENOUS PRESSURE

LIPID PROFILE

ATHEROSCLEROSIS

MEAN ARTERIAL 
PRESSURE

<60 MMHG

ANTICOAGULANT 
EG-HEPARIN 



SEPTIC 
SHOCK

BACTERIAL OVER 
GROWTH AND  
ENDOTOXINS

COMPLETE BLOOD 
COUNT

BLOOD CULTURE SERUM 
LACTATE

INJ NOR-ADRENALINE 
2 to 4 mcg/min 

INJ DOBUTAMINE
2.5 mcg per kg /min

PRE-RENAL FAILURE
INTRINSIC RENAL 

FAILURE

BLOOD UREA
SERUM CREATININE

OSMOLALITY

OLIGURIA

<0.5ML/KG
/HR



MECHANICAL 
VENTILATION

DISTENDED BOWELS

COMPRESSION OF 
LUNG BASES

DIAPHRAGM 
PUSHED UP

REDUCED OXYGEN 
TENSION
HYPOXIA

RIGHT TO LEFT 
SHUNT

HYPOVENTILATION HYPERCARBIA 
AND  ACIDOSIS

GASTRIC 
DECOMPRESSION 
BY NASOGASTRIC 

TUBE



COUNSELLING
STABILIZE THE PATIENT AND ATTENDERS???



Infections caused 
by Gram-negative 
bacteria, such as 

Escherichia coli and 
Klebsiella

Bactericidal for both 
Gram-positive and 

Gram-negative 
organisms

Carbapenems

Cephalosporins-
Third generation

In penicillin-allergic 
patients and 

anaerobic 
infections

Clindamycin
7mg/kg

Typhus, cholera. 
Gram-negative, 
Gram-positive, 

anaerobes

Chloramphenicol

Infections caused 
by anaerobic 
bacteria and 

parasitic 
infestations

Metronidazole
-7.5 mg/kg q6-

8h

Aminoglycosides 
eg- gentamycin

fluoroquinolones
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Vitals 
stable

NASOGASTRIC 
TUBE 

DECOMPRESSION

ENEMA

XRAY CHEST
XRAY ERECT ABD

XRAY SUPINE ABD
LEFT LATERAL 

DECUBITUS VIEW
USG ABD

CECT ABDOMEN

ANTI-EMETICS



PARALYTIC 
ILEUS PSEUDOOBSTRUCTION

NASOGASTRIC SUCTION
PARENTERAL NUTRITION

STOP ANTI CHOLINERGICS
OPIOID MEDICATIONS

NASOGASTRIC SUCTION
COLONOSCOPIC 

DECOMPRESSION



TAKE HOME MESSAGE

EARLY IDENTIFICATION

EARLY STABILISATION

EARLY INTERVENTION



CONCLUSION




