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Abstract

Case Report

Taking into account the frequency, morbidity and mortality of peritoneal adhesion, they constitute a real public health
problem in both developed and emerging countries. Small bowel obstruction (SBO) due to postoperative adhesions is
their main presentation. We report a case of patient admitted to the emergency department after a 5 hours-onset small
bowel obstruction with a history of appendectomy 5 years ago. According to the onset of symptoms, hemodynamic
stability and normal blood tests, we choose a non-surgical management. With the hemodynamic deterioration non
resolution of the obstruction the patient was operated. Postoperative adhesions are currently the main cause of acute
small bowel obstruction. The most effective prevention way is the respect of the general principles of abdominal

surgery.
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INTRODUCTION

Any aggression of the peritoneum; infection,
irritation or surgery, causes an inflammatory reaction
resulting in the formation of adhesions.

Almost a 1/3 of patients who undergo a
laparotomy are readmitted on average twice for
adhesive complications. This include: acute bowel
obstruction, chronic abdomino-pelvic pain and
infertility [1]. Adhesions are also associated with
operating difficulties during a subsequent surgery, with
the risk of visceral lesions.

This therefore exposes health care system to
considerable morbidity, mortality and economic burden.
As the cost of health care continues to climb and the
number of patients requiring surgical management
increases as the population ages, the financial burden of
adesions will continue to increase.

Over the past two decades, much research has
been carried out to understand the biochemical and
cellular phenomena of adhesions formation, their
frequency, predisposing factors and prevention
methods.

CASE REPORT

A 40-year-old patient admitted to the
emergency department for the management of diffuse
abdominal pain, bloating, nausea and vomiting. She had
a history of appendectomy 5 years ago. An abdominal
X-ray (Fig-1) showed a typical pattern of small bowel
obstruction. A dilated loops aspect in computed
tomography led to the diagnosis of SBO. There were no
signs of ischemia or necrosis. We first choose a non-
surgical management, according to the onset of
symptoms (5 hours), hemodynamic stability and normal
blood tests. That includes intra-venous hydration,
painkillers, nasogastric tube and an X-ray control. With
the hemodynamic deterioration, lactic acidosis and the
clinical and radiological non resolution of the occlusion
the patient was operated. Striction of the small bowel
around an adhesion led to bowel distension (Fig-2-3).
We performed a complete bowel adhesiolysis without
resection and a bowel retrograde evacuation and
placement. The patient was discharged from hospital on
the 4th post-op day in excellent condition.
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’
Fig-1: abdominal X-ray showing a typical pattern of small bowel
obstruction

Fig-3: Surgical findings: dilated bowel loops

DiscussiON
A. Definition and importance of the problem
Peritoneal adhesions correspond to fibrous
formations developing between two digestive structures
(two loops) or between a loop and the wall, or between
the greater omentum and a surgically deperitonized area
(operative scar, parietal peritoneum, uterine fundus).
Thy can be a thin film of connective tissue, a thick
fibrous bridge containing blood vessels, or a direct
adhesion between two organ surfaces. Unlike
adhesions, which are wider and more diffuse, bridles
are fibrous, firm cylinders of varying length stretched
across the abdominal cavity [2].

They have 80% surgical origin. If not, they are
of congenital or inflammatory origin. They form as
early as 72 hours after surgery and reach a maximum in
intensity between the 10th and 15th postoperative day
[3]. In the postoperative period, the areas where
adhesions are found are often the incision, the greater
omentum, the operative site and the small intestine. The
incision and the surgical site are areas of major trauma.

Their formation and reformation can be a
cause of significant morbidity, with multiple potential
complications, many of which sometimes appear
several years after the first laparotomy. It is considered
that after any type of abdominal surgery, the percentage
of patients with adhesions is between 93 and 100% [4].

B. Predisposing factors

The most important one is the type of surgery
and the extent of peritoneal damage: Colon and rectal
surgeries and gynecologic surgeries are associated with
a higher risk of complications from adhesions. Surgical
techniques causing tissue trauma (electrocoagulation,
resection of tissue by ultrasound, laser energy) [4].

Postoperative  complications,  peritonitis,
emergency surgery. The existence of preliminary
adhesions. Multiple previous laparotomies (> 3).

Untreated  intra-abdominal  inflammatory
diseases. Penetrating abdominal trauma, especially
gunshot wounds. Africans develop keloids more easily,
so they may be more at risk of forming adhesions. Age
less than 60 years.

Intra-peritoneal foreign bodies: any abdominal
intervention is accompanied by "peritoneal pollution”.
[6]Radiation therapy and chemotherapy: bridles are
often mentioned as secondary to pelvic irradiation. For
intra — peritoneal chemotherapy, the data are
contradictory since, experimentally, some products
show efficacy in the prevention of bridles while
clinically the importance of adhesions after such
treatment has been highlighted [7].
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CO, pneumoperitoneum used in laparoscopy.
Hemoperitoneum seems to potentiate the action of other
factors.

C. Clinical complications
1. Acute bowel obstruction

Postoperative adhesions are currently the
leading cause of acute small bowel obstruction with a
relative prevalence of 32% [3]. Particularly dreadful
complication:

For the patient: it is an unforeseeable
emergency inevitably leading to hospitalization with the
risk of emergency surgery in the following hours or
days.

For the surgeon: lack of predictive factor
before necrosis allowing to set the indication for
surgery, whether clinical, biological or CT apart from a
few signs of gravity. This surgery has elements of
gravity due to the septic potential and the technical
difficulties which increase the duration of the
intervention and the risk of enterotomy. The
intervention is not curative as shown by the rate of
rehospitalizations and reoperations.

For the society, this pathology has a
considerable social and financial impact, both for the
surgical management itself and for the costs of
hospitalization,  convalescence  and  temporary
professional disinsertion that this causes.

2. Other clinical complications

Accidental enterotomy is statistically the first
recognized complication of adhesiolysis, with an
incidence of approximately 20% on surgical revision,
leading to significant postoperative mortality and
morbidity (fistula, intestinal obstruction, abscess,
respiratory complications). The number of previous
laparotomies and obesity (BMI> 25 kg / m2) are
considered to be risk factors for intestinal damage.

Adhesions were incriminated in 25% of the
patients who consulted for chronic pelvic pain and
constitute a frequent reason (10%) of consultation in
gynecology [8]. These pains could be explained by the
limitation of the movement of the viscera abnormally
joined together. Some patients may be relieved after
adhesiolysis. However, the causal relationship between
peritoneal adhesions and chronic pain is not always
clear.

Female sterility and ectopic pregnancy: by
restricting the sweep of the tube fringes on the ovary.
Peri-adnexal adhesions have been found in 20-30% of
infertile women and the pregnancy rate significantly
increased after adhesiolysis [9].

In our era of advanced laparoscopic surgery,
adhesions have become even more important,
frequently making this approach more difficult, if not
impossible. Extensive adhesiolysis is often required,
resulting in prolonged operating time, increased blood
loss and other complications.

For patients with chronic kidney failure,
adhesions can make peritoneal dialysis impossible.

D. Prevention

A study has shown that the use of a preventive
method that is 25% efficient has saved 40 million€ in
10 years [1]. Several agents (mechanical barriers,
chemical agents) have been tested in both animals and
humans. In lak of an evidence based protocol of the use
of these agents, the most effective way is the respect of
the general principles of abdominal surgery (Halsted
principles).

Any surgical technique that can reduce
traumatic lesions of the peritoneum is recommended.
Atraumatic manipulation of tissues, achieving careful
hemostasis,  parsimonious  coagulation of the
peritoneum, protection of the small bowel by moist
fields, sparing use of sutures [10]. Frequent irrigation of
the dissection area to avoid the formation of fibrinous
deposits, excisions of peritoneal lesions with scissors
and minimal use of monopolar electrocoagulation to
avoid diffused thermal injuries, maximum resection of
devitalized tissues , elimination of foreign bodies (talc,
threads), fibrinous residues and blood clots before
peritoneal closure [3].

The following are also recommended: the
careful peritoneal cleansing of any peritonitis or
hemoperitoneum using warmed physiological serum,
remove any false membranes (without harsh), carry out
the spotting of serous or mesenteric wounds, reposition
the omentum over the intestinal loops and under the
incision, avoid unnecessary draining or prefer inert
materials (silicone).

Laparoscopy: its benefit on adhesions is
directly correlated with the reduction in operating time
and the pressure of the pneumoperitoneum, the
humidification and heating of the insufflated CO,, the
regular use of suction and washing, the parsimonious
coagulation use and gentle manipulation of the
intestinal loops and peritoneum [11]. Its theoretical
advantages include: minimal incision of the parietal
peritoneum, maximal reduction of microscopic foreign
bodies, decreased bleeding and more precise dissection
(especially for pelvic and rectal surgery) and the
absence or minimization of handling beyond the
operational zone.
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The Noble or Childs-Philips intestinal and
mesenteric plication or fixation procedures are
abandoned. Their effectiveness has not been
established, they are fraught with serious complications,
and subsequent operation for these patients is often
extremely difficult.

CONCLUSION

Adhesions are often responsible of direct
complications (acute bowel obstruction, chronic
abdominal pain, infertility) and indirect complications
encountered during reoperation (difficult dissection,
prolonged operating time). Prevention seems to be the
first way to reduce this morbidity.
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