CONSERVATIVE TREATMENT OF ADHESIVE INTESTINAL OBSTRUCTION: EFFECTIVENESS OF NON-SURGICAL METHODS IN AVOIDING SURGICAL INTERVENTION
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Introduction. Adhesive peritoneal disease remains the most common cause of acute mechanical small bowel obstruction in adults in countries with a high level of surgical care. According to current estimates, after a single laparotomy the lifetime risk of developing adhesive small bowel obstruction is 4-12 %, and after multiple operations it reaches 30-40 %. [1, 2]  Clinical practice over recent decades has shown that 70-90 % of episodes of adhesive small bowel obstruction can be successfully resolved without surgical intervention provided timely diagnosis and correct treatment strategy are applied. [1,3] However, the absence of clear universal criteria that would reliably distinguish “simple” adhesive obstruction from strangulated forms leads either to excessive surgical intervention or, conversely, to dangerous prolongation of conservative treatment. The choice of tactics is particularly difficult in elderly patients and those with significant comorbidities, where the risk of postoperative complications significantly exceeds the risk of delayed intervention. [4]
Aim of the work. To assess the possibilities and limitations of non-operative management of adhesive small bowel obstruction in routine practice of a general surgery department and to identify situations when surgery cannot be postponed.
Materials and methods. A retrospective analysis was performed of the medical records of 5 patients (3 females, 2 males) treated in the general surgery department between January 2023 and March 2024 with a verified diagnosis of adhesive small bowel obstruction. All patients initially received conservative treatment (fasting, IV fluids, nasogastric tube, long intestinal tube). Decision about surgery was made in case of clinical deterioration or absence of improvement within 48-72 hours. Clinical symptoms and physical findings, laboratory parameters (complete blood count, C-reactive protein, lactate, electrolytes), plain abdominal radiography, and computed tomography of the abdomen with water-soluble contrast were evaluated.
Results and discussions. In a retrospective analysis of 5 clinical cases of adhesive small bowel obstruction, diverse clinical pictures were found that illustrate the advantages and limitations of the conservative approach. Each case demonstrates how diagnostic criteria influence the choice of treatment strategy. In all five patients, initial management was non-operative, with transition to surgery only in the presence of signs of complications or lack of improvement. The mean age of the patients was 58 years (range 32-78 years), with a predominance of individuals with a history of laparotomies (appendectomy, hysterectomy or intestinal surgery). Successful conservative treatment was achieved in three cases. In 2 cases surgical intervention was required due to signs of ischaemia or lack of improvement after 72 hours. Antegrade intubation (nasogastric tube) was used in 4 cases as the standard decompression method, whereas retrograde (transcecal) intubation was used in 1 case to enhance the effect when primary decompression was ineffective.
Clinical case №1. A 45-year-old female patient (hysterectomy was performed five years previously) was admitted with complaints of intense abdominal pain accompanied by repeated vomiting, abdominal distension, and absence of passage of flatus and stool. Clinical examination revealed tympanites over the abdominal cavity, weakened peristalsis, and absence of peritoneal signs. Laboratory findings: leukocytosis 12х10⁹/L, lactate 1.5 mmol/L, no significant electrolyte disturbances. Instrumental diagnostics included plain abdominal radiography, which showed multiple air-fluid levels in the small intestine, and CT with water-soluble contrast, which confirmed a transition zone in the distal small bowel without signs of ischaemia. Given the patient’s age (middle-aged, without significant comorbidities) and the absence of strangulation markers, conservative treatment was chosen: complete fasting, infusion therapy (Ringer’s solution 2-3 L/day), antegrade intubation with a nasogastric tube for decompression (800 mL aspirated on the first day). Symptoms regressed within 48 hours. Peristalsis resumed, distension decreased, and the patient began passing flatus. Surgery was avoided, discharge occurred on day 5 with dietary recommendations.
Clinical case №2. A 78-year-old male with a history of multiple abdominal operations (appendectomy 40 years ago, sigmoid resection 10 years ago) presented with colicky abdominal pain, bile vomiting, and abdominal distension lasting 24 hours. Examination revealed tachycardia (110 bpm), hypotension (100/60 mmHg), and rigidity of the abdominal wall in the epigastrium. Laboratory tests: leukocytosis 18х10⁹/L, lactate 3.2 mmol/L, hypokalaemia (3.1 mmol/L). Plain abdominal radiography showed gas in the small intestine with air-fluid levels; CT showed an obstruction zone in the proximal ileum with wall thickening (5 mm) and free fluid in the abdominal cavity, indicating possible ischaemia. Given the advanced age, concomitant diseases (ischaemic heart disease, diabetes mellitus), and signs of strangulation, conservative treatment was started but with a low threshold for surgery. Antegrade intubation with a nasogastric tube yielded 1200 mL/day of aspirate, but due to lack of improvement (persistent pain, lactate rise to 4 mmol/L), laparotomy with adhesiolysis was performed at 24 hours. Adhesions involving an ileal loop were found, without necrosis. The postoperative period was uneventful, discharge occurred on day 10. Age and comorbidities necessitated a rapid transition to surgery.
Clinical case №3. A 32-year-old female, two years after caesarean section, was admitted with abdominal pain, nausea, and absence of stool for 12 hours. Clinical picture: soft painless abdomen, active peristalsis, no peritoneal signs. Laboratory parameters were normal (leukocytes 9х10⁹/L, lactate 1.2 mmol/L). CT confirmed adhesive obstruction in the distal ileum without complications. Conservative therapy consisted of hydration and antegrade intubation with a long intestinal tube (for deeper decompression), symptoms resolved within 36 hours.
Clinical case №4. A 62-year-old male with a history of cholecystectomy presented with obstruction symptoms for 36 hours: pain, vomiting, distension. Diagnostic criteria: leukocytosis 14х10⁹/L, lactate 2.5 mmol/L. Initially antegrade intubation was performed, but it was ineffective (aspirate>1000 mL/day). Retrograde transcecal intubation was added to enhance decompression, which made it possible to avoid surgery, improvement occurred on day 3.
Clinical case №5. A 73-year-old female patient, after previous intestinal surgery, presented with a clinical picture of intestinal obstruction lasting 48 hours. Positive peritoneal signs, high lactate (4.5 mmol/L), CT showed strangulation. Conservative management with antegrade intubation was ineffective, surgery was performed at 48 hours with resection of the necrotic segment.
Conclusions. In 3 of 5 patients complete resolution of adhesive small bowel obstruction was achieved exclusively by conservative methods within 36-72 hours. Successful conservative management was possible mainly in younger and middle-aged patients (32-62 years) without pronounced CT signs of ischaemia and with adequate small bowel decompression. In two elderly patients (73 and 78 years) with high lactate levels and radiological signs of strangulation risk, surgical intervention was required within the first 48 hours, emphasising the need to lower the threshold for surgical activity in the elderly. The use of retrograde transcecal intubation in one case avoided laparotomy when standard antegrade decompression was ineffective, indicating the expediency of this method as a reserve option. 
The obtained data confirm the feasibility and high effectiveness of a primarily conservative approach to adhesive small bowel obstruction provided strict dynamic monitoring and readiness for immediate surgical intervention at the first signs of complications are ensured. Success depends on accurate diagnosis (CT as the gold standard) and timely decompression, mainly antegrade, with retrograde as a reserve. Transition to surgery is necessary in the presence of ischaemia markers or in elderly individuals where the risk of complications is higher. [1,2,3,4]
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