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ABSTRACT

Background: Intestinal obstruction is a commonly encountesrdergency in the
practice of General Surgery and accounts for lpegeentage of abdominal emergencies
and surgical admissions. When intestinal obstracisonot relieved in time, the patient
may die. Early diagnosis and prompt managementttasfore mandatory. Several
factors contribute to poor out comes in the casentaistinal obstruction. Some of this
determinant may include poor health care seekimgier, ignorance and poverty. The
pattern of intestinal obstruction is an indicatdr fiow well surgical services are
developed in a certain region. Intestinal obstorcttan be caused by many conditions
that vary from country to country, from area tosavéthin the same country. But there is
no much study regarding the pattern and magnitdidet@stinal obstruction in Ethiopia
at large and Jimma University Specialized Hospitgdarticular.

Objective: To assess the pattern of intestinal obstructioadult operated patients in
Jimma University Specialized Hospital.

Methods: A two year retrospective, institution based cresstional descriptive study
was carried out in Jimma University Specialized pitad by reviewing patient’s records,
which were admitted and operated in a period framuary 1, 2010 to December 31,
2011. The data was analyzed using SPSS versiondLéha results were displayed using
frequency tables and figures. For all statisticgghificance test, the cutoff value set is
P<0.05 as this was considered statistically retigbl the analysis of the study. Crude
odds ratios of variables whose statistical sigaifite values are <0.05 were checked in
the binary logistic regression.

Results: A total of 323 patients were admitted with a diagja®f intestinal obstruction
of whom the records of 248 patients were found 2b@l patients were included which
made the basis of this study. The male to femdie veas 2.8:1. The ages ranged from14
years to 73 years with a mean age of 3838. Small bowel volvulus accounting for
33.3% of cases was the leading cause of intestbatruction followed by hernias
(15.4%) and sigmoid volvulus (14.5%). There wered2éths giving an overall mortality
of 12%. A higher mortality rate was observed ingras who presented late.

Conclusion and Recommendations: Intestinal obstruction deserving emergency
surgical management is quite common in Jimma UsityeBSpecialized Hospital which is
in line with earlier reports from Africa had showmall bowel volvulus was found to be
the leading cause of intestinal obstruction in gtigly. The over all mortality of 12% is
high and could be attributed to late presentatitarly diagnosis, adequate pre operative
resuscitation and proper post operative care wdedachieved by increasing public
awareness on intestinal obstruction as well asnigyraving the knowledge of mid and
lower level health professionals on the diagnasisuscitation and importance of early
referral to higher center. More over, health féiel capable of handling patients with
intestinal obstruction should be available withha reach of the community.

Key words: Intestinal obstruction, Jimma University Specialized Hospital
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CHAPTER-ONE INTRODUCTION
1.1 Background

Intestinal obstruction is one of the commonest atidal surgical emergencies worldwide.

When intestinal obstruction is not relieved in tintee patient may die. Early diagnosis and
prompt management are therefore mandatory. Sefeetaks contribute to poor out comes in the
case of intestinal obstruction. Some of these detemts may include poor health care seeking
behavior, ignorance and poverty. Poor clinical megt is also one of the negative factors

leading to poor prognosis in case of intestinatmigsion (1).

Intestinal obstruction can be caused by many cammditthat vary from country to country, from
area to area within the same country and at diftetienes. The outcome of management of the
condition may be a good indicator of how well amoy's surgical services are doing. Little is
known about the spectrum of intestinal obstructioaur environment. In a previous report from
the United Kingdom, between 1925 and 1930 fiftycpet of bowel obstruction was due to
strangulated hernias followed by malignancy (23%J adhesions (7%). However in a study
between 1942 and 1945, the picture had changeddmesions were found to be the commonest
cause of 10 (31%), followed by malignancies (27%} astrangulated hernia (10%). In rural

Africa, acute intestinal obstruction accounts fgreat proportion of morbidity and mortality (2).

Acute appendicitis is the most frequently seen eaisacute abdomen in developed world. The
leading cause of intestinal obstruction in Africdras mostly been hernia and volvulus whereas,
adhesions are most frequent in the developed wdHdre are however, some African studies
which are pointing to a change in these establigaterns (3). Little has been reported about
intestinal obstruction in Ethiopia. According toetliew reports available from northern and

central Ethiopia, sigmoid volvulus was the leadiagse of intestinal obstruction (3).



A study done in Ethiopia in Tikur Anbessa HospitaP006, showed that intestinal obstruction
was the second leading cause of acute abdomendped®y acute appendicitis(Iptestinal
obstruction has been the leading cause of acutenadm in several African countries but in
Ethiopia very little is known about the generaltpat and the relative incidence of the causes of
intestinal obstruction(3). Hence this study will benducted with the aim of assessing the
magnitude, pattern and outcome of surgical treatoel© in JUSH.



1.2 Statement of the Problem
Intestinal obstruction is defined as partial or ptete blockage of intestine producing symptoms

of vomiting, constipation, abdominal distention aafatilominal pain. 1O is one of the common
abdominal emergencies and in some communities tbst mommon like in developing
countries. Unfortunately, a patient with 10 presemate, so that they may present with
dehydration, hypovolemia, oliguria and shocked. Thieician may face difficulty in deciding
that the patient is obstructed. Because of thisstitial obstruction is said that it is one of the
challenges in medicine. Intestinal obstruction d@ye when air and secretions are prevented
from passing distally as a result of either inticns extrinsic compression. The incidence of 10
in USA was 0.13%. Even though the general incidesicéO seems the same in USA and
Ethiopia the causes are different i.e. cancer aigbsions are the leading causes in developed
world and on the other hand sigmoid volvulus amdngjulated hernias are the main causes in

developing world (4).

In Tikur Anbessa Hospital 10 accounts for 26% lblaaute abdomen. (3) Intestinal obstruction
leads to proximal dilatation of the bowel and dmsuperistalsis. Bowel above the obstruction
becomes distended with fluid and gas. This stineglaxcessive peristalsis producing colicky
pain. As distention increases with time blood visssethe bowel will be stretched and narrowed
impairing blood flow and leading to ischemia. Algore capacity of the gut decreases and with

a net increase of water and electrolyte secretidn the lumen. (3, 4, 5)

There will be increased vomiting which leads toldgpn of extracellular fluid which eventually
leads to hypovolemia and dehydration. A strangdldbop dies and perforates to produce
severe bacterial peritonitis which is often fat&hrossly distended abdomen restricts

diaphragmatic movement and interferes with respimai, 5).



A multiple organ failure will subsequently resdlthe strangulated loop is not removed. One of
the many ways in which the industrial and the depetl world’s differ is the way in which the
guts of their inhabitants obstruct. This differermdween developed and developing countries
result in higher rate of morbidity and mortalityAfrica and other developing countries. (6)

It has been well documented in the literature thatpattern of intestinal obstruction varies from
country to country and varies from time to timehe same country. This study aimed to reveal
the pattern of 10 in JUSH.



1.3 Significance of the Study

Scientific knowledge is the cumulative effect ofmgaesearchers. As the time goes peoples are
trying to search for conditions that can help tarae their environment and life style. In such a
way that living in this world will be simple andtective. Therefore Studying pattern of
intestinal obstruction among adult operated PaienttlUSH, South West Ethiopia may help to
fill the information gap about intestinal obstractiin health care practitioners in understanding

the Spectrum, cause and commonest complicatiomsestinal obstruction in our set up.
It may also helps in determining the quality of ltteaervices in our set up.

This study believed could have epidemiological fieheand will serve as a base for other
studies. As a result the findings of this studylddielp to identify the pattern of 10 in JUSH.



CHAPTER- TWO LITERATURE REVIEW

Intestinal obstruction is one of the leading caudescute abdomen worldwide in general and in
Africa and other developing countries in particuldris contributing to increased number of
morbidity and mortality. One study done in Ghanapattern of intestinal obstruction on one
hundred and five patients aged between 1 month8@ngears (mean age of 31.8 years) were
operated on for intestinal obstruction. There wéenales (72.4%) and 29 females (27.6%) and
the male to female ratio was 2.6:1. Eighty twoigrds (78.1%) presented more than 24 hours
after the onset of the symptoms. The average dwrati symptoms was 3.5 days (this ranged
from 12 hours up to 20 days). Inguinal hernias wheeleading cause of intestinal obstruction
followed by intussusceptions. Adhesions occupied third position. Two patients with
obstructive adhesions were successfully treated operatively. Thirty eight patients had
intestinal resection followed by anastomosis. Tak of intestinal resection was 36.2%. The
highest rates (more than 80%) of resection werergbd in sigmoid volvulus, internal hernias,
caecal volvulus and ileosigmoid knotting. Six @a)7patients who died had reported more than
24 hours after the onset of the symptoms. Only @@5%) patient died among those who
reported before 24 hours after the onset of thepsyms. The overall mortality rate was (6.7%).
Four (3.8) patients who died had intussusceptiéps (

In Nigeria seventy six cases were studied forstmal obstruction. Among this 51 were males
and 25 females giving a male to female ratio of Pdak age incidence was in the first decade of
life (33.7) with equal distribution between therthand seventh decades. The major complaints
were abdominal pain (90%), abdominal distentior®485vomiting (71.2%), constipation (65%),
abdominal tenderness (97%), 43% showed evidensgsbémic toxicity. Seventy five (98.68%)
had surgery and 42(55.26%) had resection of gangeebowel (8).

Among all emergency operations performed in rdrapitals of East Africa by medical

officer’'s small bowel resection accounts for 45% &arge bowel resection accounts 17 % (21).

The seasonal pattern of intestinal obstruction wlaserved in north western Ethiopia and the
prevalence was significantly higher during the rhenof June through October (winter and

spring) than during the months of November to Maytymn and summer). Although the



seasons for seasonal variations are uncertainsehgonal activities of the young farmers who

are more commonly affected may be responsible. (20)

Other study done in rural areas of Kenya on smalléd obstruction, the frequency of small

bowel obstruction due to adhesion and sigmoid Val/wvere the leading causes of intestinal
obstruction each accounting 27%. The mean duratigiresentation was 8 days. Twenty four
were males and 15 were females. The mean age gfdbp patients was 31.5 years. Seven out
of 33 patients with small bowel obstruction hadddgiving a mortality rate of 21.2%. Among

the patients having small intestinal obstructiocoselary to adhesion (17/33), nine were males
and eight were females. And 12 of them had previsusgery. Four were managed

conservatively and 13 were operated out of whialr fead died. There were 8 patients with
primary small bowel volvulus of whom 6 were malesl & females; and all had recovered.
There were 3 cases of primary intussusceptionsafimiesented late and all of them succumbed

after surgery (9).

One study done in southern Ethiopia, Yirgalem shtbasong two hundred thirty five patients
operated on for acute intestinal obstruction ofchi8(41.7%) cases (88 males and 10 females)
had small intestinal volvulus. The male to femaorwas 8.8:1. The age ranged from 16 to 65
years with a mean of 31.4. The peak age of occoerevas between 20 and 40 years which
constituted 63% of patients. Sigmoid volvulus wasceintered in 13.6%. Post operative
adhesions occurred in 11.9%, and intussusceptiensaan in 8.5% of the cases. The infrequent
cases included tuberculous adhesions, bands, catanicer, ileosigmoid knotting, strangulated
hernia and caecal volvulus. Miscellaneous causéstestinal obstruction were ascaris bolus in

two of the cases, ileal stenosis in one case, &ppgndix encircling the bended lower segment of

the ileum in one case and internal hernia througtesenteric defect in one patient.(7)

In Uganda a total of 44 cases were studied haW@ogigmoid knotting. The patients age ranged
from 16 to 80 years, with a mean of 52.2 (SD+_1p&@® mode of 60 years. The peak age was
51-60 years for males and 41-50years for femalego patients (4.5%) died after the operation

who presented after 24 hours (24).



In Tropical African countries the frequency of sigichvolvulus rose with increasing age and this
was more so for the males. Males account for 84%asés; the male to female ratio was 5.3:1.
Sigmoid volvulus is often associated with high rabtity because it affects elderly patients who
may have severe co-morbid conditions. The highestatity usually occurs in cases of resection
and primary anastomosis of gangrenous sigmoid cdldmst authors have reported a high
mortality of sigmoid volvulus varying between 6%64% but this depend on whether there was
gangrene, perforation, emergency surgery, toxiclslpmst operatively, co-morbid conditions
and other post operative complications. Howeveg tomplication of anastomotic failure
frequently seen n sigmoid colonic surgery may blated to chronic ischemia in sigmoid

volvulus other than the surgical technique (14).

The frequency of small bowel obstruction due toesilbn and sigmoid volvulus were the leading
causes of intestinal obstruction in Gonder, eacbowaating 27%. The mean duration of
presentation was 8 days. Twenty four were maleslandere females. The mean age group of
the patients was 31.5 years. Seven out of 33 patwith small bowel obstruction had died
giving a mortality rate of 21.2%. Among the patgerhaving small intestinal obstruction
secondary to adhesion (17/33), nine were maleseayit were females. And 12 of them had
previous surgery. Four were managed consenhatared 13 were operated out of which four
had died. There were 8 patients with primary siael volvulus of whom 6 were males and 2
females; and all had recovered. There were 3 acdg@smary intussusceptions and all presented

late and all of them succumbed after surgery (15).

In a study done in North West Ethiopia, Sigmoidwitls was the leading cause of colonic
obstruction (17/29). Fourteen were males and 3 amales. Their ages ranged from 40-78
years and the mean age was 5Bl# years. The average duration of illnesgedgntation was

4.5 +2.1 days. Seven had simple volvulus and 10 hadrganus volvulus(16).

Three of the patients with gangrenous sigmoid Valvulied before surgery and two died after
surgery. One of the patients with simple sigmoidvulus died after simple derotation by

laparotomy. In total 6(35%) patients with sigmeavulus died (16).



A Study done in Obafemi Awolowo Teaching Hospithbwed adhesive intestinal obstruction
was the commonest cause of symptoms in 44%, fotlole volvulus in 14%, and external
hernias in 11% of patients. A correct pre operatiagnosis was made in over 70% of patients.
Out of those with adhesive obstruction, 75% hadiptes abdominal or groin operation. While
57% had surgical exploration for failed consernatwanagement. The mean duration of hospital
stay was 6 days. And the overall mortality rate @@% (17).

Other study in Nigeria revealed the commonest caasmtestinal obstruction to be strangulated
hernia and adhesive bands. There was one caseakeRediverticulum causing ileal volvulus;
one case of mesenteric thrombosis in adult sickiera case of fecal impaction with no organic
cause. And the commonest post operative complicéditowing intestinal obstruction was burst
abdomen in four percent of patients. There wasamastomotic leakage; one fecal fistula; two
transfusion reactions. Two had prolonged paraligics. On the whole there due to conditions
not directly related to the primary condition, draa anesthetic death, one had cerebrovascular

accident while recovering from surgery and died.(10

Also other studies showed the commonest complicdticthe post operative period following

surgery for intestinal obstruction were sepsis, mebinfection, pneumonia, and paralytic ileus

(19).



CHAPTER —-THREE OBJECTIVES

3.1. General Objective
» To assess the pattern of intestinal obstructioradilt operated patients in Jimma

University specialized Hospital, Jimma, South WEttiopia.

3.2. Specific Objectives
» To assess intestinal obstruction distribution amodifferent socio-demographic

characteristic groups.
» To identify the commonest causes of intestinal roicsion.
» To assess the operative management of patients.

» To assess the outcome of the patients.

10



CHAPTER FOUR - METHODOLOGY

4.1. Study Area and Period

The study was conducted in Jimma University spiedlHospital which is located in Oromia
regional state, south West, Ethiopia, and is 353 laway from Addis Ababa covering 167
hectares. The altitude of the town is 1676 ft alsee level, 7, 6667 (740'0.012”N) latitude and
36, 8333 (3649'59.880"E) longitude. Administratiyehe town is divided in to 13 kebeles and
the population of the town is estimated to be 128(@nsus 2007). JUSH is one of the oldest
public hospitals in the country. It was establisired930 E.C by Italian invaders for the service
of their soldiers. It is the only teaching and redeHospital in South west Ethiopia with a total
bed capacity of 450 and a total of more than 7&ffssboth supportive and professionals. It
provides approximately 9000 inpatient and 80,00patient attendances per year coming to the
Hospital from the catchment population of aboutniilion people. The surgical department is
one of the actively serving departments giving eyaecy and elective services among the

services given by the Hospital with a capacity bf beds.
The study was conducted from February 16-28, 20€2G.

4.2. Study Design

The design of the study is descriptive instituti@sed retrospective cross sectional study.
4.3 Population

4.3.1 Source Population

The source population of the study is all patievite were diagnosed to have acute abdomen.

4.3.2 Study Population
All operated Patients with a diagnosis of intedtotsstruction seen from January 1, 2010 to
December 31, 2011G.C

11



4.3.3 Study Unit

Adult operated patients with the diagnosis of itited obstruction and their charts include full

information.

4.4 Sample Size determination
The records of all adult patients with intestinestuction admitted and operated in a two year

period, i.e. from January 1, 2010 to December B112vere reviewed.

4 5Inclusion and Exclusion Criteria

Inclusion criteria

% Adult operated and registered patients on surd¢pcpbooks with a diagnosis of intestinal

obstruction and their charts having complete infaran.
Exclusion criteria

¢ Patients with incomplete items (information).

4.6 Measurement (Variables)

4.6.1 Dependent Variable
» Outcome of patients

4.6.2 Independent variables
Age

Sex

Address

Chief complain
Duration of onset
Signs and symptoms
Diagnosis

Intra operative finding
Type of operation
Post operative course
Type of complication/s
Length of Hospital stay
Cause of death

VVVYVYYVYVVYVVYVYYVYVYY
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4.6.3 Operational Definitions of Terms
Adult — a person greater than the age of 14.

Cause of death- a factor which made the patient to succumb.

Complications- patients’ morbidity in the post operative period.

Expired patients- death of the patients who were operated for fimalsobstruction and
Died in thi®spital.

I ntestinal obstruction- blockage of the gut partially or completely.

I ncomplete item- Patients charts not containing full information.

Length of Hospital stay- days elapsed when the patient is in the Hospital.

Outcome- condition of the patient at discharge.

4.7 Data Collection

4.7.1 Data Collection Instruments
The data was collected by trained health professidata collectors(nurses) by using a pre

structured format and the data were collected ftioenpatients chart, inpatient and OT records,
admission and discharge books. The data were telldcom February 14 — 28, 2012. Data
concerning socio demographic characteristics, duradf illness, presenting symptoms and
signs, diagnosis, operative findings, post opeeativurse, type of complication/s, outcome and

length of hospital stay were extracted and filled pre prepared format.

4.7.2 Data Collection Procedure
Training was given to the data collectors by thefétl two consecutive days before data

collection Started on how to fill the pre prepactecklist and the importance of the quality of
the data. Five diploma holder clinical nurses wirenlved in collection of data. Two first
degree holder HQvere supervising the daily activity, consistencg anmpleteness of the filled
checklist and were giving appropriate support dyrine data collection process. The Pl was

checking the daily activities of supervisors anel data collectors.

13



4.7.3 Data Quality Control
To assure the quality of the data, data collectmd supervisors were trained and a regular

supervision and follow up was made by Supervisord BI. In addition regular checkup for

completeness and consistency of the data was nmedaily basis.

4.7.4 Data Processing and Analysis
Data concerning socio demographic characterigfiesgtion of illness, presenting symptoms and

signs, diagnosis, operative findings, type of openadone, post operative course, outcome and
length of Hospital stay were extracted and aftez data was entered cleaned analyzed by using

SPSS version 16 and the results were displayed frequency tables, figures and charts.

The socio demographic data was summarized andntesséy using graphs, tables and other
summery measures. For all statistical significatesg, the cutoff value set is P<0.05 as this was
considered statistically reliable for the analysfishe study.

Crude odds ratios of variables whose statisticadiBtance values are <0.05 were checked in the
binary logistic regression.

4.9 Ethical Consideration

Ethical permission to undertake the study was obthifrom ethical committee of Jimma
University. Letter of cooperation was given to difint authorities of the Hospital and as well
informed consent will be obtained from surgical a#ment head of JUSH. The information
found in the patient’s charts was kept secured thedinformation is used only for this study

purpose and finally the charts were returned badke record office.

4.8 Dissemination and Utilization of the Result

Based on the results obtained conclusions and meemdations were made. Then the results of
the study will be submitted to Jimma University l@ge of public health and medical sciences,
IEOS coordinating office, JUSH, Oromia regional Ibedureau, and other responsible or

interested organizations. The results were predahiang thesis defense as a partial fulfillment

of degree of MSc in IEOS and trials will be madeptesent in different seminars, meetings,

conferences and workshops. Moreover, efforts vélintade to publish the findings of the study

on journals and scientific publications.
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CHAPTER FIVE- RESULTS
Socio demographic characteristics

A total of 767 adults with acute abdomen were deeran the study period. Out of this three
hundred and twenty three adult patients were hawitegtinal obstruction which is 42% of all
cases of acute abdomen. Out of which records ofp2di@nts found and charts of 216 patients

were retrieved for analysis. The over all retrienedé of charts was 76.8%.

There were 159(73.6%) males and 57(26.4%) femdlas.male to female ratio is 2.8:1. Their
age ranged from 14-73 years. Age of 29(13.4%) réfigen 14-23years, 62(28.7%) were 24-33
years which is this group accounted larger numban tthe other age groups, 50(23.1%) were
34-43 years old, 43(19.9%) ranged from 44-53 yelis22(10.2%) were 54-63 years old and
the rest 10(4.6%) wereb4 years of age. (See figure 1). The mean af@srseries was 38.3 +

3.9 years.
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Figurel. Age and sex distribution of adult operatd patients for intestinal obstruction in

JUSH from Jan 1, 2010-Dec 31, 2041=216)
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key MJimma
B out of Jimma

Figure2. Addressof adult operated patients for intestinal obstructon in JUSH from

Jan 1, 2010ec 31, 2011 (n=21!

Majority of surgically treatecpatients with intestinal obstructiomere from out side of Jimr
town accounting 189(87.5%nd 27(12.5%) reside in Jimma to( see figure above)
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Clinical features and Characteristics

Ninety six (44.4%) of patients reached to JUSH inith8 hours after onset of symptoms and
120(55.6%) reached after 48 hours.

Table 1. Duration of onset Vs out come of adult opated patients for intestinal obstruction

In JUSH from Jan 1, 2010-Dec 31021 (n=216)

Outcome of the patients

Discharged

Variables improved Expired UeiEzt

No. % No. %

Duration of onset of <48 hours 89 02.7 7 7.3 96
symptoms in hours >48 hours 101 | 84.1| 19 | 159 120
Total 190 26 216

All of the patients included in this study had afmilwal pain at presentation, vomiting (88%),
abdominal distension (70%) and constipation (64%)clv were the commonest symptoms in

patients with intestinal obstruction.

On physical finding 118(54.6%) had distended abdgra8(27%) had tender abdomen, 26(12%)
had mass and the rest 14(6.5%) had other findikgsvisible peristalsis, empty rectum and so
on.

Small bowel obstruction was the leading cause t¢éstmal obstruction than large bowel
obstruction. SBO accounted for 75.5% and large baWwstruction accounted for 24.5%. In this
study 72(33.3%) had small bowel volvulus of which rhales and 13 females, 33(15.3%) had
different types of hernias of which 23 were maled 20 females, 23(10.6%) had intussusception
of which 12 females and 11 males, 19(8.8%) hadrotistg band, 16(7.4%) had adhesion of

which 10 had previous abdominal surgery and sixtbbdrculous adhesion.
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Thirty two (14.8%) had sigmoid volvulus among tRS were males and seven were females.
11(5.1%) had an ileosigmoid knotting of which siere males and five were females. Cecal

volvulus, transverse colon volvulus, colonic caotiras and tumors accounted for the rest 10%.

Table 2. Causes of intestinal obstruction in adulbperated patients for intestinal

In JUSH from Jan 1, 2010-Dec 31021 (n=216)

Sex
Male Female
Causes
Frequency %
No % No %
Small bowel volvulus 72 59 | g1.9| 13 18.1 33.3
1 *
Hernias 33 o3 | 897 49 30.3 153
Sigmoid volvulus 32 o5 | 78.2 7 218 14.8
Intussusception 23 11 | 479 12 52.1 10.6
Band 19 15 79 4 21 8.4
Adhesion 16 12 | 75 4 25 7.4
lleo sigmoid knottin 54.6
J J 11 6 5 | 454 | 51
ok 10 8
Others 80 20 48
Total 216 159 | 746 | 57 26.3 100

Hernias* inguinal hernia, femoral hernia, epigast@ernia, umbilical and paraumblical

Others**  transverse colon volvulus, ceaallulus, colonic ca, and tumors.
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Intra operatively 74(34.3%) of patients had gangusnbowel and for 65(87.8%) of them
primary resection and anastomosis was done of wk(it8.7%) had post operative complication
by anastomotic leakage, for 18(24.3 %) colostomyg d@ne. Out of 26 patients who succumbed

post operatively 18(69.2%) had gangrenous bowel.

In 157 patients the post operative period was smatiereas, Fifty nine (27.3%) of patients had
post operative complications and the leading cafigmst operative complication was sepsis in
which 12(20.3%) patients had it out of all compliicas seen, 9(15.2%) had pneumonia,
8(13.5%) had wound infection, 7(11.8%) of patienthad anastomotic leakage. Other
complications seen were complete wound dehiscgrazalytic ileus, aspiration pneumonia and
other anesthesia related complications. The mtytadite in patients who had post operative

complication was 24(92.3%).

Table 3. Frequency of complications among patientsperated for intestinal obstruction

In JUSHrom Jan 1, 2010-Dec 31, 2011 (n=59)

Complication Frequency Percent
Sepsis 12 20.3
wound infection 8 13.5
wound dehiscence 6 10.1
Pneumonia 9 15.2
aspiration pneumonia 4 6.7
paralytic ileus 6 10.1
anastomotic leak 7 11.8
Others* 8 13.5
Total 59 100

Others*- pulmonary edema, ARDS, short dasyadrome, intra abdominal collections,
Pericolostomy hernia, areniblostomy necrosis
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Twenty six (12%) of patients with intestinal obsfion succumbed post operatively. The
leading cause of death in 17(65.3%) was septicksiduach resulting in multi organ failure,
3(11.5%) respiratory failure, 2(7.6%) died of cadiarrest, the rest 4(15.3%) constitute
anesthesia related deaths, pulmonary embolism &td A

Table 4. Causes of death among adult operated patits for intestinal obstruction in

JUSH from Jan 1, 2010-Dec 31, 2011=06)

Causes of death Frequency Percent
septic shock 17 65.3
respiratory failure 3 115
cardiac arrest 2 76
Others* 4 15.3
Total 26 100.0

Others* pulmonary embolism, anesthesia reldeaths, ARF

Fifty six (25.9%) of patients stayed <5 days in pitad, 119(55.1%) stayed 5-9 days, 30 (13.9%)
stayed 10-14 days, 11(5.1%) stayed for longer flzadays. The mean duration of Hospital stay
was 6.88 days.
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Figure3. Length of Hospital stay in adult operated patients forintestinal obstruction in

JUSH fromJan 1, 201-Dec 31, 2011 (n=216)

Measuresof association betweeioutcome of the patientsand independent variable.

When the association between the dependent ve (outtcome of patien) and independent
variables assessedhetresults revealed that there was a significasuaatior between outcome

of patients anége of the patien [x? =17.49, p-value= 0.04].

There was alsa significant association outcomeof the patients and intra operative findi
[x?=15.862, p-value=0.001].

The study shows a significant associatiooutcomeof patients and type of operation d
[x?=19.151, p-value=0.008].
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The results also revealed that there was a signifiassociation between outcome of the patients

and post operative period[x62.887, p-value=0.000].

Table5. Measure of association between outcomepatients and independent variables.

Patients out come
_ . Discharged
S No| Variables Sl improved X2
No. No p-value
Age of the patients
14-23 1 29
24-33 5 56
1. | 3443 6 44 2_
44-53 4 39 X®=17.49 0.004
54-63 8 14
>64 2 8
Intra operative finding
2. | Gangrenous bowel 18 57
x*=15.862 0.001
Viable bowel 8 133
Post operative period
2 Smooth > 155 2
' . x°=19.151 0.000
Complicated 2 35
Complication
4 Yes 36
24 2_ 0.000
No > 154 X°=62.887
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Binary and Multiple logistic regression of outcomeof patients and independent variables

Binary logistic regression was made for each inddpat variable with the dependent variable.
Finally intra operative finding, post operative iperand complications becomes significant with
p-value <0.05 with out come of the patients.

After selecting the significant independent varghlvith the dependent variable multiple logistic
regression was made; intra operative findings awodt pperative period becomes more

significant with out come of the patients at p-wak0.05.

Patients who had gangrenous bowel intra operativele 0.19 times more prone to succumb as
compared with those had viable bowel intra opeeitifCOR=0.19, 95% CI of [0.078-0.463].

Patients with complicated post operative periodens3 times more likely to die as compared
with those who do not have post operative compboafCOR=53, 95% CI of [11.9,235.4].

Table 6. Binary and logistic regression of outcomef patients and independent variables.

Patients out come
S. Variables -
Discharged
No Expired Improved COR[95% CI] | AOR [95% CI]
No (%) No (%)
Intra operative finding
0.19
1. | Gangrenous bowel 18(69.2) 57(30) [0.078,0.463] 0.508
T [0.181,1.437]
Viable bowel 8(30.7) 133(70)
Post operative period
5 Smooth 2(7.7) 155(81.5) 53 143 a1
Complicated 24(92.3) 35(18.5) [11.9,235.4] [9.270,193.79]
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CHAPTER SIX -DISCUSSION

Acute intestinal obstruction is a global problerms@ming much in terms of surgical services.
Studies done locally and internationally have deiteed the magnitude of the problems, the
pattern and symptomatology which have differed diee. Diagnosis and treatment modalities
reflect a lot of local factors and peculiaritiesadifities available and the propensities of
managing teams). However, most agree that the d&egchieving good results is aggressive

resuscitation and prompt surgical interventiondieere the obstruction (1).

About 80 years ago, Mr. Hamilton Bailey used to $Hye sun should not both rise and set on
unrelieved case of intestinal obstruction.” Withrlgadiagnosis and prompt appropriate

management, most of patients suffering from int@$tbstruction can be saved. The situation is
quite very different most of the time. Some pasecbme after subjecting themselves to
relatively long periods of observation. They usygdtesent to health professionals when they

really feel very sick (2).

There are very few studies done on the generapadf acute abdomen in general and intestinal

obstruction in particular in Ethiopia (3).

In this series the male to female ratio was 2.8 the majority of patients were in theff 2nd

3 decades of life, which is in agreement with presistudies done in the country as in a study
conducted by B. Kotiso et@ Which is 2.6:1.And the mean age of the patierds 88.7 years
whereas, 31.8 years as in Ntakiyiruta et al (1).

Most patients in this series were males who resigteof Jimma in rural areas accounting for
87.5% of all patients. This agrees to the fact th&t problem is common in rural population

unlike acute appendicitis which is common in urbattings (3).

The majority of patients reported more than 48 kalfter onset of symptoms (55.6%) which is
in agreement with a study done in Kibogola Hospfalanda. Several factors could explain this
delay. Poverty, ignorance, poor infrastructures &wk of transport means are some of the
important ones. Late presentation in case of imasbbstruction accounts for disastrous out

comes, notably high rate of complications, longphias stay and high mortality rates (1).
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Small bowel volvulus was the leading cause of imesobstruction accounting for (33.3%).This
is in agreement with other study done in the soutpart of the country (7). However, B.Kotiso
et al (3) and other study in northern part of Bplaofound sigmoid volvulus and small bowel

adhesion were the leading cause of intestinal otistn each constituting 27.4%.

Different types of obstructed/strangulated hermiase the second leading causes of 10 in this
study by accounting 15.3% of all cases of intestofestruction. This is not surprising because
very few hernias are actually being repaired orelactive basis. There are many reasons why
people do not have elective hernia repairs. Theicakdxpenses were deemed very high and the
community has no health insurance are some of éasons. As long as the hernia was not
obstructed this was not top priority. It is alsateworthy to mention that absence of surgical
expertise at the nearby Hospital is a major barmaerwell. The surgical expertise at district

hospital level did not change accordingly however.

When surgical services are improved hernias actieddy repaired and other abdominal surgical
conditions are managed appropriately. In this vireyhernia becamé¥n the general pattern of
intestinal obstruction in this series. Adesunkahas reported the changing pattern of intestinal
obstruction from hernia, which has been the masjufent cause of small intestinal obstruction
in several African countries to one dominated bhemibns (14) which is in contrast to this
study.

Sigmoid volvulus ranked“éby accounting 14.8%. This is in agreement with odtady done in
the southern part of the country(7) However, Bikmet al. and other study in northern part of
Ethiopia (3,23) found sigmoid volvulus and smalweb adhesion were the leading cause of
intestinal obstruction each constituting 27.4%. Tlunber of patients with sigmoid volvulus
might have been deceased because cases of sigolaidig which were managed as outpatient

by simple rectal tube deflation were excluded.

In this series the intestinal resection rate wad%8w~hich is comparable to Ntakiyiruta et al. (1)
which was 36.2% but is in contrast to A.N. Osuigsteal (10) which showed the resection rate
of 50%. This could be explained by late presentatlbis well documented in literatures that
aggressive resuscitation which includes adequat@venous fluid infusion and antibiotic

exposure as well as prompt surgical interventioreguiired to reduce this resection rate. Some
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authors also emphasize the use of modern imagiclnigue in arriving at an accurate pre
operative diagnosis which leads to early surgicgrvention (17).

Fifty nine (27.3%) of patients had post operatieenplications which is in agreement with the
study done in TAH (28%) and Sepsis was the leadagse of post operative complication in
this study which accounted for 20.3% of all comgions encountered which is consistent with
the study of B. Kotiso et al (3) which identifidaet same complication as with this study. But in

Nigeria(10) the comment post operative complication wastabdomen.

In this study the overall mortality rate was 12%iahhis almost twice higher than that of a study
done in Ruanda which is 6.7% and in Nigeria thetafity rate was 9.2%(1,10). This higher
number of mortality in this study could be explaingy late presentation. The reason for late

presentation to institution delivering the surgitahtment needs to be studied further.

But still the reasons for the delay might be lalkappropriate institution or surgeon to handle
acute abdominal situation which in turn might halayed a role in the delay. Moreover a
sizable number (87.5%) of the patients had comebdimma which could also explain the late

presentation either due to lack of transport deldwareness about the iliness.
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STRENGTH AND LIMITATIONS OF THE STUDY

Strength of the study

* As far as many searches there were no other stddies on the same topic in the

same area. Therefore, this study can be used asedibe for other studies.

Limitations of the study

< Difficult to generalize to the country.
& Shortage of literatures on specific topic to conegaie results.

& Missing patient charts.
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CHAPTER SEVEN -CONCLUSION AND RECOMMENDATIONS

7.1 CONCLUSION
= Intestinal obstruction is a commonly encounteread@on accounting for large number

of the surgical emergency procedures done in tharti@ent.

Several factors contribute to poor out comes irctse of intestinal obstruction. Some of
this determinant may include poor health care sephkehavior, ignorance and poverty.
The pattern of intestinal obstruction is an indicaif how well surgical services are
developed in a certain region. Intestinal obstorctan be caused by many conditions

that vary from country to country, from area toaavéthin the same country.

w A total of 216 patients were included in this stulgarly 3/4 of the patients were males
and the male to female ratio was 2.8:1. Their agged from 14-73 years and the mean
age was 38.38.9 years. The majority of patients residence tsobdimma town which
is 87.5%.

w  Only less than half of the patients (44.4%) readloetl) SH with in less than 48 hours.

»  In this study small bowel volvulus was the leaduagise of intestinal obstruction
accounting for more than quarter of all cases w@fsitinal obstruction (33%) followed by
hernias and sigmoid volvulus 15.3% and 14.8% rdajaty.

= Significant number of patients had post operatmlications, sepsis being the leading

cause.

= The overall mortality rate of patients in this ssrivas 12% which may be unacceptably

high and the leading cause of death was septikshdi5% of the patients.

28



7.2 RECOMMENDATIONS
Based on the findings of this study, the followirgcommendations were given to

Different authorities.

& JUSH should give emphasis to appropriate keepingatients records for which

measures should be taken by the administrationeoHbspital.

& As far as JUSH is a teaching Hospital, the resbmdiodies in the Hospital should
communicate with Zonal and Woreda health departsehich are found within the
Hospitals catchment areas and should arrange cmmglitin upgrading health

professional’s knowledge and should evaluate thr@ictice on intestinal obstruction.

& Information Education Communication should focasaddressing the main
myths and misconceptions of the communities alb@astinal obstruction. This is
also essential when it planned and implementedbsliorating different stake

holders to increase the public awareness.

& The regional health bureau, the FMOH and othereshaitders should strengthen up
their capacities in making health professionalsabép of performing emergency
surgical procedures. And further efforts shouldrizde in equipping health facilities

with necessary materials.

29



CHAPTER EIGHT - REFERENCES

1. Ntakiyiruta G, Mukarugwiro B. Pattern of intestir@struction at Kibogola Hospital, a rural
hospital in RwandaEast and Central African journal of surgery 2009; 14: 103-108

2. P.K Okeny, T.GHwang, D.M Ogwang. Acute bowel obdinn in a rural Hospital in
Northern UgandaNigerian journal of surgery 2008;10:90-95

3. Kaotiso B., Abdurahman Z. Pattern of acute abdomeault patients in Tikur Anbessa
Teaching Hospital, Addis Ababa, Ethiopkzast and Central African journal of surgery
2006; 12( 1) 47-52

4. Fuad Alkhoury, W. Scott HelfoGI tract surgery: 3" edition, 1998

5. Schwartz principles of surgery™ @dition

6. M Ohene-Yeboa, E. Adippah, K Gyasi-Sarpong. Acatestinal obstruction in Kumasi,
GhanaGhana Medical Journal 2006;40(2):50-54

7. Zelalem A. Pattern of Acute abdomen in Yirgalem pitad, Southern Ethiopidthiopian
medical Journal 2000;38(4):227-235

8. Oladejo Olawal, Olaniyi S Olayinka, John O.Bank&@gpectrum of causes of intestinal
obstruction in adult Nigerian patien®uth African Journal of surgery. 2005;43 (2):34-36

9. Warambo MW. Acute volvulus of the small intestingiral areas of Keny&ast African
medical Journal, 1971;25(2) 40-42

10. A.N. Osuigwe and S.N.C Anyanwu. Acute intestinastolaction in Nnewi Nigeria, a five-
year review:The Nigerian journal of surgical research 2002;12(4)

11. Jahangir Sarwar Khan, Junaid Alam, Hamid, Mohamigbdl. Pattern of intestinal
obstruction, a hospital based stuBgkistan Armed forces med. Journal, 2007;57(4):295-
299

12.Ayalew T. Small intestinal volvulus in adults of @tar region, North West Ethiopia.
Ethiopian med. Journal, 1992;35(4)

13.Motuma D. Small intestinal volvulus in southern igtha. Abstract, 3rd annual conference
of the surgical society of Ethiopia, Addis Ababa, 1998.

14. Adesunkanmi AR. changing pattern of acute intektibatruction in Tropical African
population East African medical Journal, 1996;73(2):727-731

30



15. M.Kedir. Pattern of intussusceptions in Gondar jd&tta. East African med. Journal,
1998;32(5)

16. M.Kedir. Treatment of sigmoid volvulus, Experienogsondar, North West Ethiopia.
Ethiopian med. Journal, 1998;25(1)

17.Datubo-Brown DD, Adotey JM. Pattern of surgical tcabdomen, the University of Port
Harcourt Teaching HospitalVlest African med. Journal, 1990;32(4)

18. Tegegnie A. Small intestinal volvulus in adults@Gdndar region, North West Ethiopia.
Ethiopian Medical journal ,1992.;28(3)

19. Ghebrat K. The trend of small intestinal volvulasiiorth western Ethiopi&ast African
medical Journal, 1998;18(5)

20.K Ghebrat. Seasonal variation of primary smallstiteal volvulus in north western Ethiopia.
East African medical Journal, 1998;34(4)

21. Festus llako, Gianfranco Morino. Assessment of comsurgical conditions encountered by
medical officers based in rural hospitals in EafsicA. East African medical
journal,1992;18(1)

22. S. Tsegaye. Surgically treated acute abdomen ad& dsniversity Hospital, Ethiopid&ast
and Central African journal of surgery,2000;12(1)

23.T.R. Okello. Sigmoid volvulus and lleo sigmoid ktiog at St. Marry’s Hospital Lacor in
Gulu, UgandaEast and central African journal of surgery,2009 ;14(2):58-64

31



ANNEX - Data collection format

This check list is designed to collect data abtwat pattern of intestinal obstruction in adult
patients by reviewing patients chart, registratiooks, operation notes, admission and discharge
registrations.

N.B Please fill all the necessary information.
PART- I. IDENTIFICATION

1. Card number
2. Age
3. Sex
a. Male
b. Female
4. Address

PART- Il. HISTORY OF ILLNESS
5. Chief complain of the patient at presentation
a. Abdominal pain
b. Abdominal distention
c. Constipation
d. Vomiting

e. Other, specify if any

6. Duration of onset of symptoms (in hours)

7. Physical findings the patient had

8. What was the diagnosis?

9. What was the intra operative finding?
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10. What was the type of operation done for theept®

11. How was the post operative period?

a. smooth

b. complicated (if complicated go to the next question)

12. What was the complication/s the patient deved@Gp

13. The outcome of the patient
a. Improved c. Not improved
b. Expired d. Unknown

14. If expired, what was the cause of death?

15. Total days of Hospital stay? (In days)

N.B PLEASE RE CHECK THAT YOU HAVE FILLED ALL THE QUESTONS
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