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CHAPTER I

INTRODUQPLQN




INTRODUCTIQN

Acute large zut obstruction is one of the common acute
surgical emergencies, Approximately 25% of all intestinal
obstructions in adults occur in the large gut(Turell 19%69;
and Walter Birnbaum,1975).

The mortality and morbidity rates accompanying large gut
obstruction are high, and in most series is more than 30%,
(Marshall,L,Michel Jr. et al,1950;Byrne,19%60 and Becker,1953),
This high mortality is attributed to old age, early dormant
symptoms of the disease and prevalence of carcinoma as an

etiologlical factor,

It was found that more than 75% of cases of colonic
obgtruction occurs in patients over 50 years of age(Turell,
1969) ,and 90% of fatalities occur in people over 50 years
(Marshall,1950,and Turell,l969).

However, age is not the only contributing factor to the
high mortality; one of the difficulties is in the prompt recog-
nition of the often surprisingly dormant symptoms especially in
alderly patients (Turell,1969).

This delays the diagnosis, and results in greater intestinal
distension and possible strangulation which contributes more

to the high mortalitly.

Carcinoma of the colon being the most common cause of

obstruction, augments more the mortality from this disease
(Davis C, Sabiston,1972 and Zlatarski,l1973).



In view of this prevalent high mortality, it is evident
that acute large gut obstruction remains one of the serious
problems in abdominal surgery.

However, the mortality rate from large gut obstruction dsclined

appreciably nowadays. This significant decrease is attributed

to several factors (Leon F., Nadroski,l974): — o

- Introduction of gastrointestinal decompression. /,”Ai;:/&xyk

- Fluid, electrolytes and blood replacements.

- Antibiotics,

~ Improvement in surgical techniques.,

- Early interference in simple mechanical obstruction before
strangulation occurs.

~ Wide utilization of C.V.P, monitoring.

- Improved knowledge and correction of the hypercoagulable
state,

- Great appreciation of pulmonary physiology with particular
attention to the "'yawn manoever",

- The use of intravenous feeding "hyperalimentation"for anabolic

maintenance,
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AIM OF THE WORK

Acute largéygutﬂﬁbstruction is one of the serious problems
in abdominal surgery and by study of this problem we may be
able to improve the survival rate .

Our study includes the following :
a- Statistical study of cases of acute large gut obstruction
in adults recieved and managed in Alexandria University

Hospital during the period starting January I97I to June

I976 .

b- Detailed clinicopathological study of cases of acute large
gut obstruction in adults encountered during the period
starting January to June I976 .,

c- Comparative study with world literature .

g i B

e




MATERIAL AND METHODS

CHAPTER II
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MATERTAL AND METHODS

A- A five-year statistical suxrvey was carried out in the
Alexandria University Hospital for the period 1971 -~ 1975

on acute large gut obstruction in adults,

B~ Our cases which we managed during six months from

January to June 1976,

In every case the obstruction was diagnosed on the basis
of clinical examination, radiological findings and findings

during laparotomy.



CHAPTER IIT

RESUITS AND DISCUSSION




RESULT'S AND DISCUSSION,

Out of 563 cases of intestinal obstruction in adults
treated in Alexandria University Hospital during the period

starting January 1971 to June 1976, 106 cases were due to acute °
N — 1
large gut obstruction (18,8%), Table 1.

Table 1l: Percent of acute large gut obstruction in
adults compared to total cases of intestinal
obstruction for the period starting January
1971 to June 1976 in Alexandria University

Hospital,
Large Small §
Period Total gut t

‘' 'No | % No! %

1971 - 1975 (a)! 500 | 90 {18.0{410(82.0

| January-June 1976 (B)| 63 | 16 |25.4| 47|74.61

Total 563 | 106 |18.,8|457 81,2

Michel (1950) found a percentage of (16.5%),
John A.Shephered (1960) (21.6%), Turell(1969)and
Walter Birnmbaum (1975) (25%).

However, Paul Nemir Jr (1951) had found a percentage of
5.73% which is considered to be a too low percentage compared

to other series.



The over-all mortality for cases of acute large gut
obstruction in adults admitted to Alexandria University Hospital

during our period was 40 cases (37.7%), as shown in table 2.

Table 2: ilortality in the 106 cases of acute large gut
obstruction in adults treated in Alexandria
University Hospital for the period starting
January,l1971 to June, 1976.

§ Period motal Deaths Living
! ‘No % No.t %
1971 - 1975 (8) | 90 35 {38.9 | 55 | 6l1.1

January-June 1976 (B) 16 543L.3 {11 } 68,7

Total 106 40 t37.7 166 | 62.3

As shown in Table 2 there is significant decrease in
the mortality during January-June 1976 (31.3%) than that during
the period 1971 -1975 (38.9%) due to the better understanding
and correction of the pathophysiological changes resulting from
large gut obstruction.

The over—all mortality in our series(37.7%) is still
higher than other series: Becker (1953)"32.7%"; Byrne(1960)

"31.9%"; Marshall (1950)"30% "; Eliason (1%7)"16%" and
Brindley (1w5)"21%". This is due to the better facilities and
equipment within their centers that help early diagnosis and
proper managemgpiygg‘their patients.

The sex incfﬁgg;e in our series showed that males were
e RIS T IO s —

commonly affected than females with a ratio of 2,2 : 1.



The etiology and mortality rate accompanying the 106

cases of acute large gut obstruction are shown in table 3.

Table 33 HEtiology and mortality in the 106 cages of
acute large gut obgtruction in our period.

: Total Deaths
Etiolo
1008y No.] % |No.| %
Cancer 31129,3 | 16! 51,6
External Hernia 29127 .4 6§ 20,7
Volvulus sigmoid 19{17.9 8! 42,1
Intussusception 8f 7.6 21 25,0
Bands 5| 4.7 3{ 60.0
Faecal Impaction S5t 4.7 1] 20.0
Mesenteric Occlusion 31 2.8 31100,0
Pressure from outside
(Fibroid uterus,ovarian cyst) 2t 1.9 1} 50.0
Obgtruction of colostomy,By stooll 2
By band 1 2.8 -1 Zero
Ileocasecal stones 1} 0.9 -1 Zero
'I‘ct:zanllj 106 40{ 37.7
v,/
Lres
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As shown in Table 3, malignancy, external hernia and
volvulus sigmoid are the most common etiological factors as
they represent 74.5% of causes of acute large gut obstruction,
also, the deaths from these three causes contribute more to the

mortality as they represent 75% of total deaths.

We encountered three cases of acute large gut obstruction
due to mesenteric occlusion (2.8%).
Compared to nine cases of mesenteric occlusion affecting the
small intestine during the same period in Alexandria University
Hospital, mesenteric occlusion affccting the large gut repre-
sent 25% of cases of mesenteric occlusion,

{lowever, reviewing the literature, mesenteric occlusion
of thb large gut is extremely rare and very infrequent as
a cauge of acute large gut obstruction, and when it does occur
it carries an extremely high mortality (John 4. Shephered,
1960; Turell,1969 and Wangensteen,1955).

All our three cases died,



Through out our series, and after reviewing the literabuve,

we noticed tant obetruction of the large bowel occurs more
A\erequently in the left colon as shown in (Fig.l) and (Table 4),

1Y/2

lable 4: Location of the 106 cases of acute large gut

obgtruction in adults in our series in
Alexandria University Hospital.

Left colon Right colon
ftiolop
Toilology Total I'IVIortal;i.‘uy Total t Mortality
No % No % No [ % No %
o ) AN
cancer 25 | 80,61 12} 48,0} 6 | 19.4} 41t 66,7 YQ
. —
Bxternal hernia 9! 31,0/ 1) 11.1 |20 | 69.0! 5] 25,0 {;ﬁ,
) 4-*»07 "v
Volvulus sigmoid 19 {100.0| 8 | 42,1 | - 0 - 0 5;;
vt
Intussusception 1] 12.5} = 0 7 87.5 21 28.6 ;;A
S
Bands 1 20,01 1 t100,0! &4 t 80,01 2 50.0
. IS S - ——
Faecal impaction 5 1100,0 1 20.0 - 0 - 0
SRPUDI
lMesenteric occlusion 1 53%.3 114100,0 2 66,7 21100,0
——- R §
Pressure from outside
(Fibroid uterus, ' 2 1100,0 1 50.0 - 0 - 0
Ovarian cyst).
Obstruction of col.os- o . , r
tomy by stool or band 5 1100.04 - 0 - 0 -y 0
‘ ; ——
Ileocaecal stones - 0 - 0 1 }100,0 - 0

- IR

Potal 66 | 62.3]1 25| 37.9 140 | 37.7| 15| 37.5
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Out of 106G cases, 66 cases (62.3%) occurred in the left

colon.

OBSTRUCTION DUE TO MALIGNANCY s

Carcinoma of the colon is by far the most common cause
of obstruction of the large bowel, The prognosis of patients
with this complication is bad (Davis C, Sabiston,1972 and
Zlatarski,l1973).

Between January,l1971 to June,19/6, 31 cases of acute
large gut obstruction due to cancer were seen at Alexandria
University Hospital (29.3%).

This percentage is smaller than that reviewed from the world
literature, (John A4, Shephered,1960 "38,3%"; TUrell,1969
"o0-70%"; and Love L,,1973 "48~86%").

Of the 31 patients, 23 were males (74.2%), and 8 were
females (25.8%), representing a ratio of approximately 3 males
to one female, However, the world literature showed preponde-
rance of females over males (Zlatarski,l973 '"males:females,is,
%3 ¢ 4", and John P. Welch,l1974 "Through his series >2 were

males and 72 were femalesg").

The average age in our series was 47.] years, and this
is considered a rather younger age compared to other parts of

the world:
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John P, Welch (1974)"™ 71,1 years",
Gerard (1971)"70.6 years",
Zlatarski (1973)" 62.5 years",

and Turell (19%9)" more than 75% of patients were over 50 years",

In our series the highest age was encountered in carci-

noma of the rectum (66 years), and the lowest was in carcinoma
of the rectosigmoid junction (18 years).
Of the 31 patients, 25 cases (80.6%) were located in the left
colon, while only 6 cases (19.4%) were located in the right
colon. Also, the majority of cases of left colonic obstruc-
tion due to cancer were located in the region of sigmoid and
upper rectum (22 cases) (71%) as shown in table 5.

Table 5: 31 cases of acute large gut obstruction in

adults due to cancer with 16 deaths in our
series in Alexandria University Hospital.

Site Total Sex Mortality | Mean
No % | Male | Female | No % age
Sigmoid 8 {25.8} 6 2 5t 62.5
Rectosigmoid 8 125.8 3) 2 2 25.0
Rectum 6 {19.4¢ 5 1 21 33.3 47 .1
Splenic flexuref 2 | 6.41 1 1 2 1100,0 | years
Caecum 3 9.7 3 , = 2| 66.7
Transversecolon} 3} 9.7/ 1 : 2 31100.0
Hepatic flexure} 1 3.2 1 - - -
Total 31 23 8 16
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The preponderance of obstructing carcinomas in the region

of sigmoid and upper rectum was reviewed in the literature and

was found to constitute:65,7% by Dennis (1H5)v64,.2%" vy

Wangensteen (1955), 48,4% by Campbell (1956), "56,% by Muir
(1%6), "62.1%"by Goligher (1967), "34% " by Floyd and Cohn
(19%7), " 70%" by Turell (1969) and "50,9%" by Kronborg(1975).

It was estimated that complete intestinal obstruction

occurs in 9-23% of patients with colo-rectal cancer (John.P,

Welch,1974).

The results of the operative management of the 31 cases

of cancer in our series are shown in table (6).

Table 6: Management of the 31 cases of acute large gut
obstruction in adults due to cancer in our period
in Alexandria University Hospital.

—_ (A) Colostomy 26 (B) |{(C)Ex~ |(D)Pri~'
TransverssiPelvic Caeco~| By~pass{terio- [mary re~
colostomy {colostomy |stomy 3 riéiion;s%ption,

First stage 19 5 2 3 1 1

Second stage 3 4 - - 1 -

Third stage 2 - - - - -

Mortality 9 2 2 2 0 1

47 .49, 40% 100% | 66.7% 1005
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The management of the 31 cases of acute large gut

obstruction due to cancer was as follows (Table,6).

A~ Proximal Colostomy:

Wag done to 26 casges:

1l- Transverse Colostomy: was done in 19 casess

- 17 Cases in the period 1971 - 1975:

. Seven cases of cancer sigmoid colon: one
had later on anterior resection and
survived, one was very advanced and dise
charged living with the colostomy, and the
remaining five case® died before a second
operation due to peritoﬁiﬁis, septic shock
and pulmonary complication,

. Four cases of cancer recto sigmoid: in one
patient on reopening the abdomen the mass
was fixed and unresectable and closed
again, another case discharged after the
colostomy, and the remaining two cases
died before a second operation from coro=-
naxry occlusion and pulﬁonary oedema .

. Four cases of cancer rectum: two patients
discharged after the colostomy as they
were very late, and the other two refused

further operation,



. One cage of cancer splenic flexure and
died of cerebrovascular accident.
« One case of cancer transverse colon and
died of pulmonary complication,
- 2 cases in the period starting January to June
1976
. The first had cancer rectosigmoid and was
8 young female (18 years), four weeks
after the colostomy anterior resection
was performed,
The patient passed a smooth post-operative
period, One and haif months later, the
Colostomy was closed extraperitoneally and
the continuity of the large gut resumed
again (Fig.# a - 4d).



Fi;,.%,a: X-ray film in the
grect position to z
cagse ol obstructing
rectosigmoid carci~
noma which shows
marked distension
especially in the
flanks,also,multiple
{luid levels are seen,

Fi;. #,b: The same pavient, ''he
specimen 1s the lower
signoid and upper rectum
showing the site of obo-
truction by the carcinoma.
bls50,10 18 very clear Lhat
tnere 1s proximal dilatation
and disval eollapse.
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Fi;.2,¢: Sice of normal mucosa
uninvaded by the
malignancy,

L .9, Lite of ulcugal
Qagtruction and
invasion by the
tumour,




- 17 -

. ne second cqise was cancer sigmold colon
wiiici was presented by a picture of scutbte
large put obstruction, 4 transverse colo-
sComy was done,

Ihree weexks later, exploration was carried
vut, a loop of awall intestine was closely
adherent tu the nass, Anterior resection
was carried oub with safety margin and the
adhereat loop of small intestine was resec-
Led and anastomosls was performed,

I'he patient survived the procedure well,
Pathological exanlination of the specimen

proved an (adenocarcinoma),Fig.$.
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Fig., %3¢ Specimen removed from o patient with obstructing
carcinoma of sipgmoid removed by asnterior resection,
4s shown,the lesion was bulky and nearly completely
scoludin: the colon witn proximal dilatation and
distel collapse,



- W

S EE&YEQ*QQ%Q€QQEZ’ wWas doine to five casessy

e 20U ceses 10 the period 171-1975: two
rasts of cancer rectosigmoid to whom~1ater
=abdouiinoporineal ressction was done and
vney survivod,

Une case 0 cyncer rectum to whicn~later
on~-pelvic excentration and uretrocutanes:s
implantation was done but the patient died
of septic saock;

rhe last case was a very advanced caucer
rectum and the patient died of acute heawt
failure sind pulmonary oedema before i
second openaition,

. Une case 1lu the period starting Januamy 1970
wio had eavcer recbosigmoid, Lthe lesion
Was atulia nd presentdwith acute larse
sut ocbhatraction,
velvic looy colostomy Wwas done, Five weeks

e - Iater an abdominoperineal vesection was

done znd “he pabtient passed a very smooth
POsL~0per: Tive period wid discharged well
vinree weeks later,Miz. é,a & b,

Fatholoslcally, it was an adenocarcinoma.
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(4lthoupgh the patient had a bariue enems
done two months before presenting with
iutestinal obsbruction showing filling
defects "Fi:- .4, yet, the patient -elused

surgical intexrvention at that time).

Ml .4,13 Barium enems o the patient who had annular carcinomi
of vhe vectosigmoid., ¢ can readily see the very marked
colonic distension and the tapering lower end of the
¢olumn of berium,
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Figl, 4,01 The same patient,

perincal resection) ushows the lower part of the

slgmoid colon till the anal verge,
carcincmatous stricture is very well seen occluding

The annulanr

the lumen completely und bulging into the lumen.

T ohig cage, -4

tion wiuld have been fessible 17 vhe patient had transverae

This is one of the drawbacks of pelvic culostomy,

colosbony,

i3

3 1T hilnders woosllilization ol viwe colon for

4 sphinctere

e —

. Pocadure,

SAVEN

o specim, (removed by abdomino

——————

R

tl.
|
/
:I ’



o= necostomy: Althoush condemned by most surgeons,

A

1t wis dune to Lwe cases:

Une case of cancer splemic flexure in the
period 1971 ~ 1995 which was very late angd
the paticul died of cardiogeniic shock three
days late:,

Une case of cuncer transverse colon in

Lthe period stnrting January 1976, The wass
was cauliflower and completely occluding
the lumen, 4 tube caecostomy was done.

The patient developed-later on-partial
burst of the exploratory wound with exco~
riation o7 the skin around the caecostony.
Five wueks later, the patient was re-opand
but the condilion was very advanced -nd
closed suain,

Tan days later, the patient died of peri-
tonitis and liver Tailure. & postenortenm
wag done and the abdominal contents were
nearly ovne wuass with invasion of the bumour
to most of | - sibdominal contents wilh
aacitas, M. 5. a-c).

fathologicaliy, 1t was an "adenocarcinoma .



Fig . §,as X-ray filn in the ercct position to the patient who
had obsuructing carcinoma of the transverse coloil,
vhe marked abdominal distension is readily seen,
(Only lazge gut is Jdisteuded).

Lnoyuch cuse, there is o threatening dznger of [sledas
foration of the caccam;({thinnest %ﬂd widest pa-t of
the large gut), aceondiag to the low of Laplace,
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i § i & post murbem pictn

~

¢ U2 the ascme patient.

e can sce bhat all boe abdominal contents
are nearly une mass vita puor differentiation
0l thue oruans,

e proeaber omentum i scen analpgamatied with
colon ot the site ol ousiruction,



Fip &,2: wWhe pame patlent, AUter dissectlon of the large
sub from the Lleociccal valve to the anus,
ihe bloack arrow puinis to the site of obstruction
(Large smut L3 opened), The proximal dilatstion
and the distl collapse is clscrly seen,



B~ By-Pass:

- Ileotransverse anastomoslis was done to two cases of
cancer caecum in the period 1971 -1975, the first
escaped vefore a second sitting, and the second died
of peritonitis.

~ Ileodescending anastomosis was done to one case of
very late cancer transverse colon in the period start-
ing January,1976.

The case showed massive dlssimination to all surroun-
ding structures with liver and small intestinal affec~
tion, together with about eight litres of malignant
ascites. The patient was harbouring multiple stone
kidney and had had past history of Jaundice,

She died three days later of hepatorenal failure and

electrolyie imbalance.

C- Bxteriorization:

Wag done in one case of annular carcinoma oi the hepa-
tic flexure in the period 1971 -~ 1975, Two days later,
excision of the mass was done with creation of a double~
barrel colostomy. One and half months later, the
colostomy was closed extrapeitoneally and the patient

survived,
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D~ Primary Resection:

Wag done to one case 0of cancer caecum in the period
starting January,1976. The lesion was cauliflower
mass encroaching on the ileocaecal valve and nearly
completely occluding the beglnning of the ascending
colon,

The mass was felt preoperatively.

To this patient, primary right hemicolectomy was done
with end-to-end ileotransverse anastomosis, but the
patient developed uraemia and died of pneumonia two

-

QJ weeks after the operation.

%L)'x Resection of complicated carcinoma of the right
?t;;Igéy side of the colon in the first sitting 1s accppted Dby
‘/ T

NI many authors, (Balslev,1971 and %B7).

While complicated carcingmawnfmlaitmsidvxof the colon

. . f
wjr‘ should be managed in stages, as primary resection
. A\\ W ““““““ S—
'ng/“/' anastomosis in the left side is follo _d_u ua;;x by
o - _
"\ leakage from the anastomotlc llae and gram—negatlve
¥ 4 )\ < T T e e e T

\
J
Qyﬁfgfﬁﬁ septic shock, (Gerber 1962)

N
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The deaths in the 31 cases of acute large gut obstruction
due to cancer werc 16 cases (51.6%) and represent 40% of total
deaths from acute large gut obstruction,

Of these, 12 deaths occurred with left sided cancer, and four
with right sided cancer,

Out of the 25 cases of left sided cancer, 12 cases died repre-
senting a mortality of 48% which is lower than that of rizsht
sided cancer, where we find that, out of the six cases, four
cases died (66.7%), this coincides with the series of "“John P
Welch,1974"™ who reported 21% and 1l% mortality with right colon
and left colon obstruction respectively.

Caecostomy was done in ftwe cases and died, transverse colostomy

was associated with 47.4% mortality and pelvic colostomy had
“_’_,—._—-‘-

the lowest mortality(40%). t%:::;

Reviewing the literature, it was found that:

"Albert and Smith 1952 recorded a martality of 56% and 23%
with caecostomy and transverse colostomy respectively.
(Rack & Clement,1954 and Campbell,1956) find the mortality

after caecostomy slightly higher than transverse colostomy.

Caecostomy is condemned by most surgeons even for obst-
ructions proximal to the hepatic flexure., In cases of more
distal obstructions caecostomy may not provide adequate decom-
pression when there is faecal impaction and mucosal ulceration,

in addition to the fact that the stoma tends to dry up in 2-3
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days. Inadequate drainage leads to persistence of oedema, hyper-
aemia and tension specially for left sided growbhs with persis-
tent risk of gangrene and perforation in the presence of faecal

impaction.

Among the minority who recommend caecostomy we find
(Rack & Clement,l954 and Mynard & Turell,1955) who prefer
caecostomy to any obstruction ot any level as the vulnerable
thinned out caecum is directly deflated, handling of distended
bowel is avoided, contamination of peritoneal cavity is reduced
to minimal and colon can be adequately prepared through caecos-
tomy. Also the caecostomy often closes spontaneously when it is

no longer required.

On the other hand, transverse colostomy is recommended by
us and the majority of bther writers for growths beyond the
hepatic flexure and it provides adequate decompression, does
not nsed mobillization and does no:¢ interfere with second sitt-

ing and the proballe limit of resection.

For more proximal obstruction, a "By-Pags" operation is
recomuncnded after complete deflation of the distended colon,
\ \yﬁ/
With a competent ileocaecai valve perforation of the colon
in cases of large gut obstruction is a threat and prompt suigi-

cal decompression is mandatory,
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The caecum carries the highest incidence of perforation as it
has the widest and thinnest wall of all parts of the large gut,
(according to the law of Laplace). Q{;W/VQV’

N v N
Itwms estimated that there is a critical diameter of 9 cm.above
which there is a threatening danger of its perforation during
the course of distal obstruction specially with a competent

Lleocaecal valve,(Wangensteen,1955).

Reviewing the literature, it was found that the mortality
increases with obstructing than with nonobstructing colorectal
carcinoma: (John P, Welch,1974,Glenn,1971 and Gerber A.Thompson,
1962).

In most references the mortality rate from obstructing colorectal
carcinoma lies between 24% and 42%, (Campbell,l956; Becker,1953%;
Byrne,1960 and Zlatarski,1973).
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OBSTRUCTIQN IUE TO EXTERNAL HERNTA :

There were 29 cases of acute large gut obstruction due to
external hernia for the period starting January,1971 to June,
1976 (27.4%).

Obstruction due to external hernia was the second common cause
after carcinoma in our series and in the series of (Paul Nenir,
1951) at the Hospital of the University of Pennsylvania(3¢ .6%).

However, reviewing the literature, external hernia as a cause

of acute large gut obstruction is rare;(Turell,l969"6%";Byrne,

1960"1,1%; and Becker,1953 "12,2%").

Males were commonly affected than females. In our series
the ratio is approximately 3 : 2.
There were six deaths (20.7%) mortality, Table (3).
This mortality rate compares favourably with other series;
mortality was 16% by Becker(1953) and 50% by Byrne(1960).
The sites of external hernia encountered were the ingui-
nal, umbilical and epigastric regions:
- 16 cases in the inguinal region and all were malest
. Fourteen cases in the period 1971 -~ 1975, No Ffrank
gangrene was detected requiring exteriorization or
resection, but different grades of ischaemia., The

contents were the signoid colon in eight cases of
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left inguinal hernias, and caecum in six cases
of right inguinal hernias without deaths.

. Two cases in the period starting January 1976:
One case of strangulated left inguinal hernia
showed frank gangrene and multiple perforations
in the strangulated sigmoid colon and exterioriza~
tion was done. Following operation the patient
passed a state of shock, and the hypotension per-
sisted inspite of the intensive treatment.

An E.C.G, was done which showed marked ischaemin
of the heart with subendocardial infarction, left
axis deviation and left véntricular hypertrophy,
The patient died 18 hours after operation,
The second case was right inguinal hernia whose
content was the caecum which showed severe
ischaemia and which regained its normal colour
after dividing the constricting agent, and the
patient survived,

-~ 10 cases in the umbilical region and all were females:

. Seven cases in the period 1971 -1975. No frank
gangrene was detected in any case,

The contents were the transverse colon in all cases.

Four cases died in this group (two cases were above
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50 years of age and died of coronary occlusion and
cerebrovascular accident, one died of pulmonaxy
complication and the last died of irreversable
shock and rensl failure).

. Three casés in the period starting January,l976,
In all cases ischaemia was detected, but no
resection was needed as the colon was viable after
cutting the constricting agent.

In one case who wore a truss for 13 years, presen~
ted by a pleture of strangulated umbilical hernia
with multiple overlying skin ulcerations and
profuse bleeding that required blood transfusion,
No deaths were encountered in this group.

~- 3 cases in the epigastric region in the period 1971~
1975. One case wss a male and the other two were
females. The male patient died, he had frank gang-
rene of the middle segment of the transverse colon,
To this patient exteriorization was done, but he
died of septic shock three days later.
The other two cases had just severe ischaemia of
the affected colonic segment and responded well

to hot towels and oxygen, and they survived.
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As a conclusion we had only two cases who showed frank gangrene
of the affected colonic segment and to them exteriorization

was done, but the two cases died.

On the other hand, out of the 27 cases who showed different
grades of ischaemia, only we encountered four deaths which

represent a mortality of 14.8% as shown in table (7).

fable 7: 29 cases of acute large gut obstruction
in adults due to external hernia with
6 deaths for the period starting January
1971 to June 1976,

}Mortality Sex
No, Contents | ‘
No. | 7% M, | P,
Nine: Sig-
Site Inguinal 16| 1 6.3 |govenmnid |16) -
cum
Umbilical 10| 4 40,0 fgrt8re | -1 10
colon
|
Bpigastric 31 1 |33.3 |pLlare 11l o2
colon,
Management Red:ction 27| 4 |14.8 15 12
Repair :
Exteriorization 2 2 100 | . 2| =~
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OBSTRUCTION DUE TO VOLVULUS OF SIGMOID COLON:

This was the third cause in its order of frequency after
malignancy and external hernia as a cause of acute large gut
obstruction in adults in our series as shown in table (3).
Sigmoid volvulus is a clogsed loop intestinal obstruction, most
common in the geriatric population who tend to have high residue
diets and neglect regular bowel habits:,"Ralphs Greco et al,
19747,

Also, it was proved that there was an association between
Psychiatric disease and sigmoid volvulus(String and Decosse,1971),
they found in their patients that there are evidences of psy~
chiatric disease in 48% of patients.

Also, in the series of "Dean,& Murray,l952", volvulus sigmoid

was common in mental patients (more than 75%), and this is most
probably due to the increased carbohydrate diets, violent
purgation, bulky indigestable residue and chronic constipation.
(Kohn,1944) ,had concluded that volvulus of the sigmoid is most

likely to occur with pregnancy and parturition,

e encountered 19 cases of volvulus of sigmoid colon,
(17.9%). Out of these, 17 cases were males and only two cases

were females.

The mean age in our series was 55 years (Table, 8).
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Pable 83 19 cases of acute large gutb obstruction in

adults due to volvulus of sigmoid colon with
8 deaths for the period starting January 1971

to June 1976.
Mean Sex Management
Number o
ag M | P | Untwist{Resection | Exterio-
ing rization
19 55 17 2 12 6 1
years
Mortality 7 1 6 2 0
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Out of the 19 cases of volvulus of sigmoid colon in our
series, 17 cases were encountered in the period 1971-1975, of
these only three patients had past history of abdominal ope ra—
tions (Hysterectomy,appendicectomy and previous untwist of vol-
vulus sigmoid).

Definite gangrene was encountersd in six cases, and immediate \
resect?gg_yas done to them with end-to-end anastomosi with two L
deaths (33.3%). - |

J—
Severe colour changes were encountered in eleven cases, o them

L4

untwisting, peritoncal fixation and application of rectal tube
were done with five deaths.

In the period starting January to June (1976), two cases were
encountered., The first was 65 years old, hypertensive with
coronary artery disease, and died on the operating table of
cardiac arrest during the simple untwisting of the volvulus wiuch
showed just colour changes,

The gecond case was 45 years old, showed also just colour changes,
untwisting and exteriorization was done after deflation of the
colon,(Flg.,06).

Oral feeding was resumed three days later after creating an
opening in the sumit of tne sigmoid loop, two weeks latexr, the
second operation was exislon of the redundant sigmoid loop and

restoration of the colonic continuity, and the patient survived.



The pecurrence rate with conservative management is very

high,(55% by Gary J,Arnold,19/3, and 89 by Shepard J.J.,1968).

We recomend untwisting, deflation, then exteriorization

of the sigmoid colon even if viable, as the first emergency

RS

measure to any case of volvulus of si ol ged by O

resection as a second stage operation.

PR \

The over-all mortality was 42:1%.MwReviewing the literature,

there is still high mortality from volvulus of sigmoid colon,

(S.M.Gulati,1974"36.7%"; Gray J.Arnold,1973" 44%").

S.M.Gulati,1l974) had concluded that the mortality rises
steeply in the presence of gangrene of gsigmoid colon irrespec-
tive of the surgical procedure used. However, in our series
the mortality with gangrene in case of sigmoid volvulus was (33,3%,
which is lower than the mortality in non gangrenous volvulus
sigmoid (46.2%)due to variations in the general condition of
different kinds of patients.

In analysing the management of our cases of volvulus of
the sigmoid colon in the period 1971 -1975, resection anastomo-
sis of gangrenous cases is not accepted by most surgeons. On
the other hand, we can not explain the high mortality in cases
in which simple untwisting was done, There is doubt that the

gangrenous process of reduced pelvie colon has progressed,that

is why we recommend exteriorization in all cases of sigmoid vol-
vulus.
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#lg, ,us X-ray in the erect pouliisn to a case of volvulus
ul the signuld colon, shurs that there is mark:d
colonic distension, 4lsc, the sigroid volvulus is
well delineated and vertically placed in the

Qodomen,
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FifT . l_:= 3 !_).‘__-'-\_;{;S

4L oense o0 volvulus of siomolid to whnich exteriorlza-~
tion w-g done, [he hu-ely distended colon, lon
1aop nad conestion is very well seen,

thig pioto wos three dog after the encrnsency

oper:tlon,
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1, 5,18 Jhlg pioty was twelve doys slver the emeriency

sperablon, ine we K- aluiaution in size 1s very

well seaa,

d.B.e Anoopenlag wos doae al tne suuit of <he
slniold loop niwe diys veiore,



OBSTRUCTION DUE TO INTUSSUSCEPTION:

Bight cases were encountered causing colonic obstruction
due to intussusception (7.5%).
Reviewing the literature, intussusception as a cause of large
gut obstruction in adults is amongz the rare causes.
It represented 5% by "Marshall,l1950" and 5.8% by "Becker,195%",
There were two deaths which represent a mortality of 25%.
Three cases were males, and five were females, and the average

age was %4 years,

Ileo-caeco~colic intussusception was encountered in six
cases with two deaths (%3.,3% mortality): in four cases frank
gangrene was present and to them right hemicolectomy was done
with end-to-end ileotransverse anastomosis, but two patients

died of leakage and peritonitis,
Succegsful operative manual reduction was done to the remaining

two cases without deaths.

Caeco-~colic intussusception was encountered in one
patient, to him successful reduction by barium enema was done

with recovery.

Colo-colic intussusceptlon was encountered in one patient
at the sigmoid region, to him successful reduction by barium

enema was done and recovered (Table,9).
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Je can not tell if the cause is idiopathic

these eight cases of intussusception.

or not in

Reviewing the literature, "Pallin,l973" had reported a case

of idiopathic sigmoidorectal intussusception,

However, usually there is an exciting cause either in the

colon itself or outside it, '"Cedermark,l1973" had reported three

cases of intussusception causing acute large gut obstruction

in adults, the primaxry cause was & malignant intestinal tumour,

Table 9: 8 cases of acute large gut obstruction in
adults due to intussusception with two deaths,

in our period, (55 Years)

No. Mortality Mean
No. % age
)
E Site Ileocolic 6 |2 33,3 K
y PRV N > ) - ¢
f ECaecoeolic 5 R 0 '
| | .
Colocolic (sigmoid).t 1 - 0 b 34
. Right hemicolectomy. s |2 !50 years
Yo
Operative reduction} o - 0
Barium enema. ] 2 - 0

B e -

Male : female
3 H 5




QUSLRUGTION DU 10 MESENTERIC QCCLUSLONs

Ve encountered three ceses of mesenteric occlusion of
the large gut causing its acute obstruction in the period
191 - 195, (2.8%). They nepresent 25% from total cases
of mesenteric occlusion ag previously shown,
Reviewing the literature mesenteric occlusion of the large
gut is extremely rare and has = very high mortality. In our
series all three cases died.

One c:ise had gangrene of pa:t of the transverse colon, resece-
Glon anastomosis was done, but the patient died of high blood
ure: and electrolyte imbalance,

The second case showed severe colour changes and disturbed
Viablility of descending and pa:t of pelvic colon togethex
with gangrene of about four metens of lleum, Only resection

of ileum was done, and for the colon exygen and hot towels
wexe applied, but the patient died on table from cardiac
arrest,

The third case showed gangrene of the caecum, ascending colon,
right part of trangverse colon and terminal ileum.Multiple
perforations we:’e present in the gengrenous part with huge
amount of pus in the peritoneal cavity, A right hemicolcctomy

was done with end to end ileot:ansverse anastomosis, but the

patient died of peritonitis,



OTHER CAUSESs

Bandss

Faecal
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We encountered five cases in the period 1971-
195 (4.7%). Three cases died (60%) mortality.
One case was affecting the left colon, and the
remalning four were affecting the right colon,
Past history of previous abdominal operation
was present in all cases:-two appendicectomies,
one cystolithotomy, one exploration for peri-
tonitis and the last was for decongestion opera-
tion,

The management was right hemicolectomy in one
case, and just cutting the bands in the other
four cases, Cause of death was peritonitis in
two cases, and coronary occlusion in onse,

impaction: We encountered five cases(4.7%)with

one case died of cardiac arrest on table,

Of these, four cases were encountered in the
period 1971 -1975,

To two . cases manual extraction of the faeces
were done under spinal anaesthesia, and in two,
laparotomy was done where we found faecal mass
impacted above a bilharzial mass, and in the
other , the rectum and sigmoid colon were hugely

distended and obstructed by huge amount of hand

stool, to them milking was done manually towards
the anal orifice,



In the porlod oo ny=June,l96, vie cise wra
encounoered walen wag presented by sevete
distension wud rbsoluve constipation for Licee
days. &n xe2ay wis taken in the erect position
(F1..7) which siiows nassive disbesion and

salviple fluld levels,

()

Fregeent louvky soap «<nd water cnemas wene (onc
snd Jound suliiclent To rid the patiens o7 hils
proolem, aad suvvived,
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Lzesgure (nom oubigide: !wu cases were encountered in

the period 191~ 1975 (1.9%).

i one case tlie ¢ruse was incarcerated »eloe
verved flexed {ibroid uterus pressiag on anad
occluding the rectum, 4 subbotsl hystercctony
wes doue but tone ur fient developed wraemis nd
died o iLrrevors:vle shock, "llawat,1973" reported
A siallsr coage,

Liie second case wes dae Lo incarceration of hu=ze
ovarian cyst i the pelvis, 'The patient survived

noter exelsion ol the cyst,

Uosbruction of colostomys Lhis was by hard stool in

Gwoy cases who had vid nbdominoperineal resection
fox cancer recéun with left iliac colostony,
dialal extraction ol the hard fnecal machben wasz
done,

Liv tae period startlay January to June L9975, we
encxuntered one case in which the ovstrection

Wis due to baand snoring the colostomy, [aig
patient had nad & defunctioning left iliac
cologtony for severe trauma laceracing vhe pelvis

aild «nal canal three weeks oreviously,
ine manacemens was cubting the bend and ¢l
pioeleat survived.



A voary inlezestia: case, 4 lé=Yecans old o le
meeally metardsd poesented in the period
suatting Jajwasy o June 1976 by a pleture of
invesclnal ossoruetio, Voxic lool, sand evidae. i
meoound tenderness, 01 exploration, there vee

-

Tee stones 1a vhe pelvic cavity with two perw
cometlons 1. The Uemainal ileum and excessive
puadlent matvexinl La the peritoneal cavity,
'here was a stone impacted in the ileocaecal
orifice wit oblie luxse numbers of stones i
Cae Cceriinal ilew., Reszection anastomosis wes
do.aw: Jive centinmccers Jrom the ileocsecal v 1lve
cnver extraction o7 the stones,

Dl sUunes wele oJ dllereat character, naturo,
glze and shape,

nelntivesg told ug uvnet there is s tradition i
The ural side oo vlie eldlectiveness of eatlin

stones and aad To7 tie Lrestment ol Anigyloghoe

fllesig 11



Bl -3  Eesected pant of toae ileunm,

Also, wulviple gtones ol different sizes awve seer,
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Amongest the rare causes which we did not encounter,

but were reviewed i the litexature are:

Obstruction due to Gall-stones: (Grey-Turner,1933) had reported

successful extraction of two gall stones from the
transverse colon after its obstruction,
One stone was 17.8 cm. in circumference and 105 gm, in

welght from a female patient.

Endometriosig:s (Krajka,1972), (Madding,19%4): each reported

a case of acute large gubt obstruction in adults

secondary to endometriosis, affecting the pelvic colon,

Crohn's diseage: (4rnaout,1972) had reported two cases of

Crohn's disease of colon causing its obstruction,

Pancreatitiss (Carter,1974), (Torregrosa,l973) each reported

a case of acute large gut obstruction in adults

secondary (o pancreatitis,

Trichobezoar: (J,Am.Geriatrics Soc,,1974) reported a case

of acute large gut obstruction from trichobezoar in

the sigmoid colon,

Herniation of the caecum through the foramen of Winslow: had

been repoxted by (Malter,1973) causing acute large gut

obstruction in an adult,



CHAPTER IV

SUMMARY AND CONCLUSI ON
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SUMMARY "AND CONCLUSION

- A series of 106 cases of scute large gut obstruction in
adults in Alexandria University Hospital for the period start-
ing January 1971 to\June 1976 requiring emergency surgexry

has been analysed as regards etiology, management, morbidity
and mortality.

Detailed study has been glven to the cases seen during the

period January -~ June 1976,

- Large gut obstruction xep:.esented in our geries 18.8%

of all intestingl obstructions in adults,

- Males were commonly affected than females (2.2 : 1).

- The over-all operative moxtality for cases of large

gut obgtruction for the period starting January 1971 to June
1976 was (37.9%).

However, for the period Januexy - June 1976 the mortallty was
(31.3%).

- The most common causes encountered in our series we:cs
Cancer colon (29.3%), External hernia (27.4%) and volvulus
signold (17.%). Also, these three causes constituted 5% of
total deaths; cancer alone constituted 407,
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- Large gut obstruction occurs more frequently in the
left colon (62,3%), also, (62,5%) of mortality occurred with

left colon obstruction,

- Obstructing colorectal calcinoma occurs more frequently
in the left colon (80.6%) and particularly in the region of
rectosigmold junction (71%).

- In our series, males were commonly affected by caroino~

ma (75%) than females and this is against most references,

- In our series obstructing colorectal carcinoma occurs
at a rather younger age (47.1 years) compared to world lite-

ratue,

- For obstruction of left oolon, s proximal colostomy ls
the best as an emergency measure, to be followed by prepara-
tion of the patient for elective surgery.

While for lesions of Right side of the colon, a(By-~Pass)

procedure is recommended,

- The mortality rate was lower after transverse colostomy
than after caecostomy. Also, tiansverse colostomy is preferred
for left iliac colostomy as it may help later on for a sphine

cter~saving procedure during radical operation,
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- Bxternal hernia was the second common cause in our
serles whlle most references reganrd 1t amongest the rare

causes,

- With gangrenous strangulated external hernia the
moxtality was (100%), while witi non gangrenous colon the

mortality was (14.8%).

- We recommend~ in cases of volvulus sigmoid colon -
untwisting, deflation then exte:iorization of the sigmoid
colon even if viable, as the first emergency measure to be

followed later on by resection anasbtomosis.,

- In our series we encountered volvulus of slgmoid colon
only.
- In the recorded cases of intussusception we can not

tell if the cause is idiopathic or not, however, reviewing

the literature there is usually an exciting cause.

- Three cases of mesenteric occlusion had been encountered
and all died.

- In cases of faecal impaction, just frequent soap and
water enemas are all what is nceded. T

- An interesting case of intestinal obstruction due to
ileocaecal stones is presented,

No similar case hsd been reviewed in the literature.
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