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ANALYSIS OF THE RESULTS OF THE POSSIBILITY OF
VIDEOLAPAROSCOPY IN THE DIAGNOSTICS AND TREATMENT OF
ACUTE INTESTINAL OBSTRUCTION
Mansurov T.T., Daminov F.A.

Samarkand branch of the Republican Scientific Center for Emergency Medical Care,
Samarkand State Medical University. Uzbekistan.

Relevance. In recent years, with the growth of the population, the number and
scope of various operations in the abdominal organs are increasing, which in turn is
progressing in the number of patients with various types of acute intestinal
obstruction (AIO). It is adhesive disease that is the main cause of intestinal
obstruction in developed countries, and in developing countries, the proportion of
AlO is approximately on the same level as strangulated hernia in the structure of the
etiology of this disease [1, 2, 14].

The main causes of AIO (more than 90% of cases) are adhesions, ventral
hernias and neoplasms [13]. In particular, up to 70% of cases of small bowel AIO
occur with adhesions [11], and can also develop with hernias and tumors of the
abdominal organs [5]. The cause of colonic obstruction in up to 60% of cases is
obstruction of the intestine by a neoplasm [6], in 30% of cases - intestinal volvulus
and diverticulosis, as well as other pathologies of the abdominal cavity [9, 11, 13].

The risk of adhesive ileus is highest after colorectal, oncological, gynecological
or pediatric operations [6, 14]. For example, after colectomy in the next 3 years,
every tenth patient develops at least one episode of AIO [7, 10]. After abdominal
operations in children, repeated operations for adhesive AlIO are performed in 4.2—
12.6% of patients, and after operations for colon tumors - in 3.2% of cases [4, 8, 13].

Along with high morbidity rates, AIO is also distinguished by alarming
mortality rates of the order of 9-13%, and in severe advanced cases it can reach 50—
70%. Although in recent years there has been a decrease in the level of mortality,
nevertheless, according to this indicator, AlO still occupies a leading place among all
acute urgent conditions in abdominal surgery [3, 5, 9].

After any abdominal surgery, the patient remains at risk of developing adhesive
AIO for life, however, this complication most often manifests itself during the first 2
years after the intervention, and repeated episodes can be observed at any period of
the life of the operated patient [3, 5], but still the frequency recurrences of AlO
remains higher in young patients [10, 12].

Purpose of the study: Optimization of diagnostic and surgical tactics in the
treatment of patients with AlO.
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Material and research methods. The foundation of the work was the results of
examination and treatment of more than 762 patients with AlIO operated on in the
Samarkand branch of the RRCEM for the period from 2010 to 2019. The mean age
of the patients was 45.8+18.1 years with a range of 16 to 90 years. Our observations
show that the incidence of AIO is inversely proportional to age: more than half
(53.1%) of patients were at a young age, middle-aged persons accounted for a quarter
(24.7%) of all patients, and even fewer were elderly and senile patients. — 17.5 and
4.6%, respectively. And only 1 (0.1%) patient was aged 90 years (Fig. 1).

Pic. 1. Distribution of patients with AlO by age.

53,1%
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In the structure of AIO, adhesive intestinal obstruction absolutely prevailed,
which was diagnosed in 640 (84%) patients. Obstructive AIO was much less
common, in 93 (12.2%) patients, as well as dolichosigmoid torsion and various forms
of invagination (in 29 (3.8%) cases) (Fig. 2.).

Of the total number of operated patients (n=762), 529 (69.4%) patients
underwent primary open interventions. In 233 (30.6%) cases, surgery was started
with the use of laparoscopic technique, including 192 (25.2%) patients with adhesive
intestinal obstruction, 31 (4.1%) with obstructive AIO and 10 (1.3%) - with volvulus
and invagination.
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Pic. 2. Etiological structure of AlIO (n=762).

In the etiological structure, operations performed for adhesive intestinal
obstruction absolutely prevailed - they were performed in 192 (82.4%) patients,
laparoscopic operations were performed much less frequently in patients with
obstructive AlO (31; 13.3%) and for volvulus and invagination of the intestine (10;
4.3%) (Fig. 3), which, by and large, reflects the general structure of the causes of
AIO, for which patients were subjected to surgical interventions.

obstructive OKN 31
(13,3%)

volvulus and
intussusception 10
(4,3%)
adhesive AlO 192
(82,4%)
H adhesive AlIO H obstructive AlO 1 volvulus and intussusception

Pic. 3. Types of AlOs for which VLS was performed, n=132.
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In all etiological forms of AIO, the proportion of videolaparoscopic
interventions (VLS) was approximately the same and amounted to 30-33% (Fig. 4.).

mVLC

M laparotomy

Adhesive AlO, n=640 obstructive AlO, n=93 Volvulus and
intussusception, n=29

Pic. 4. Share of VLS interventions in various forms of AlO, n=762.

At the same time, the share of VLS operations in patients with intestinal
obstruction has increased significantly over the past few years, reaching from 8% in
the first year of the introduction of this technology in 2010 to 66% in 2019. As is
known, this category of patients with AlO presents a high risk of intraoperative and
postoperative complications, especially when laparoscopy is used.

Results and discussions. Infringement by a cord (strand) is characterized by
localization of the level of obstruction within the ileum or, less commonly, in the
middle section of the small intestine. Detailed laparoscopic revision allows
visualization of the rods themselves (fibrous adhesive bands), which are often
twisted. As a rule, one of the ends of the rod is fixed to the parietal peritoneum, the
other - to the intestine or its mesentery.

In such cases, laparoscopic surgery was reduced to the release of the extrusion.
It was followed along its entire length, isolated with a dissector (Fig. 5.) and cut with
scissors close to the intestinal wall, usually after bipolar or monopolar coagulation
(Fig. 6.). If there is a long rod, it is necessary to cut it all the way. This is necessary to
prevent new adhesions in the postoperative period.
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Pic. 5. Extraction of the Pic. 6. Strand electrocoagulation.
extrusion.

Infringement in the window is rarely accompanied Dby significant
microcirculation disorders. Therefore, it is necessary to perform a thorough revision
of the intestinal infringement zone with an assessment of the condition of the
intestinal and omental loops that form the window, the loops incarcerated in it, as
well as the short, no more than 1 cm, adhesion that causes obstruction (Pic. 7.).

Pic. 7. Revision of the infringing window zone.

After the adhesion is isolated with a dissector along its entire circumference, it
is necessary to carefully perform its bipolar electrocoagulation and cut with scissors.
When treating short adhesions, due to the proximity of the intestinal wall, the use of
monopolar coagulation is dangerous. After the release of the restrained bowel loop, a
detailed revision of the anatomical formations in the area of the dissected commissure
Is completed.

Operations for adhesive intestinal obstruction, as mentioned above, were
performed in 640 patients, of which 448 (70.0%) patients underwent primary
laparotomy, 192 (30.0%) - VLS.

Videolaparoscopic operations were tried to be performed in persons who had
previously undergone no more than 2 abdominal operations, while in the group of
patients subjected to primary wide laparotomy (n=448), the number of patients who
had a history of more than 2 entries into the abdominal cavity was 58 (12.9%) people,
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including 17 (3.8%) patients, were admitted with a clinic of adhesive intestinal
obstruction after 4 or more abdominal interventions.

The results of our study show that the use of laparoscopic access in the surgical
treatment of adhesive AIO improves the immediate outcomes of the operation,
reduces the frequency of postoperative complications, and reduces the duration of
inpatient treatment, especially in patients with single adhesions. We have
demonstrated that the selection of patients for laparoscopic interventions, taking into
account the number and nature of previous laparotomic operations, is one of the
important factors that determine the conversion rate and the incidence of iatrogenic
complications. There are numerous observations of specialists indicating that surgical
and infectious damage to the peritoneum are considered important risk factors
involved in the pathogenesis of adhesion formation and adhesive intestinal
obstruction. It was revealed that in 93% of patients who had previously undergone
laparotomy, subsequently an adhesive process develops in the abdominal cavity and
its severity directly depends on the volume of the surgical intervention.

Conclusions: After VLS adhesiolysis, compared with primary laparotomy,
there are significantly fewer early postoperative complications (13.0% vs. 43.5%,).
The use of VLS of adhesiolysis in patients with adhesive AIO helps to reduce the
duration of inpatient treatment from 9.31+3.31 to 5.94+1.78 bed-days, and overall
mortality from 4.9 to 2.6%.
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