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GiRiS

[leus, bagirsak iceriginin normal akiginin engel-
lenmesi olarak tanimlanir. Bu akigin engellenmesi
intestinal segmentlerin herbirinden kaynaklana-
bilir. Mekanik tikaniklik vakalarin yaklasik olarak
yiizde 80’ninde rol oynamaktadir (1). Mekanik
tikaniklik bagirsak iginden veya disindan olusan
mekanik baskidan kaynaklanir. Ince bagirsak ve
kalin bagirsak kaynakli ileus tan1 ve tedavisi ayri
ayr1 incelenmektedir. Ince bagirsak obstriiksiyonu
daha yaygin goriilmektedir (2). Mekanik bir neden
olmadan ileus tablosu olusturan patolojiler pso-
do-obstriiksiyona neden olmaktadir.

EPIDEMIYOLOJi

Akut intestinal obstriiksiyon acil cerrahi tani ve
tedaviyi gerektiren yaygin bir klinik durumdur
(3). Karin agrist ile acil servise bagvuran hastalar-
da acil cerrahi tedavi yapilan hastalarin %20’sinde
neden ileustur (4). Ince bagirsak tikanikliklarinda
ortalama yas 68,5 iken kalin bagirsak tikaniklikla-
rinda 73’tiir (5, 6). Ileus kadin ve erkek cinsiyetler
arasinda benzer oranda goriilmektedir. Kolonda
obstriiksiyon liimenin daha dar oldugu transvers
kolon, inen kolon ve sigmoid kolonda daha sik

gorilmektedir (7). Kolorektal kanser taramalarina
ragmen, kalin bagirsak obstriiksiyonu kolon kan-
serlerinin %30’unda ortaya ¢ikan ilk semptom-
dur (6). Bagirsak tikanikliginin komplikasyonu
olan intestinal iskemi ve perforasyon mortaliteyi
6nemli oranda arttirmaktadir (2). Bu nedenle cer-
rahi veya medikal tedavi kararinin uygun hastada
erken donemde belirlenmesi 6nem arz etmektedir.

ETIYOLOJI

Bagirsak tikaniklig: fonksiyonel veya mekanik ne-
denlere bagli olmak iizere iki baghk altinda ince-
lenmektedir. Intestinal tikaniklik bagirsak disin-
dan, duvarindan veya liimeninden kaynaklanan
patolojilere bagli olabilir. Yapilan epidemiyolojik
calismalarda ince bagirsak tikanikliginin en sik
nedeninin intraperitoneal adezyonlar oldugu gos-
terilmistir. Bunu timorler ve komplike fitiklar ta-
kip etmektedir. Inflamatuar bagirsak hastaligs, saf-
ra tag1 ileusu ve invajinasyon daha nadir goriilen
etiyolojik faktorleri olusturmaktadir (1, 8). Kalin
bagirsak tikanikliklar: benign ve malign nedenler
olarak ele alinmaktadir(Resim 1). Kalin bagirsak
tikanikliklarinin -~ %60’ 1ndan  maligniteler(Resim
2) sorumludur (9). Benign nedenler ise; volvulus,
herniler, adezyon ve darliklar(rekiirren divertikii-
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Volvulus, kalin bagirsak tikanikliginin ikinci
en sik nedenidir. Sigmoid volvulusta, cerrahiye
uygun olmayan hastalarda fleksible sigmoidoskopi
denenebilir ama yiiksek niiks oran1 nedeniyle cer-
rahiye uygun hastalarda cerrahi tedavi 6n planda
onerilmektedir. Cekal volvulus olarak hastalarda
ise mutlak tedavi cerrahidir (37). Kronik tekrar-
layan iskemik kolit vakalarinda uzun vadede dar-
liklar gelisebilmektedir. Semptomu olmayan hasta
grubunda izlem onerilmektedir. Klinik sikayete
neden olan kismi tikanikliklarda rezeksiyon gere-
kebilir. Cerrahi rezeksiyon sonrasinda anastomoz
hattinda darliklar gelisebilmektedir. Anastomoz
darliginda ise, endoskopik dilatasyon, stentleme
ve cerrahi rezeksiyon tedavi segenekleri arasinda
bulunmaktadir (38).

Intestinal obstriiksiyon nedeniyle hastaneye
bagvuran hastalarin yaklasik %25’i cerrahi mii-
dahaleye ihtiya¢ duymaktadir (17). Cerrahi plan-
lanmayan hastalarin takibinde hastanin kliniginde
bozulma olmasi veya komplikayon gelismesi du-
rumunda acil cerrahi midahale gerekmektedir.
Hastalarin klinik takibinde ani bozulma olmamasi
durumunda, 72-120 saat ge¢mesine ragmen ba-
girsak fonksiyonlarinin geri gelmemesi de cerrahi
miidahale gereksinimini gostermektedir. Yapilan
birka¢ ¢alismada, gecikmis (72-120 saat sonra-
s1) cerrahi miidahalenin hastanede kalis siiresini
uzattidy, yitksek morbidite ve mortalite ile iliskili
oldugu bulunmustur (39). Yapilan ¢alisma verileri
ve kilavuz Onerileri géz oniinde bulundurularak,
varilan ortak karar, cerrahi miidahale zamanlama-
sinin hasta i¢in bireysellestirilmesidir. Yapilan bir
aragtirmada, alt1 klinik ve radyolojik parametre-
nin bagirsak rezeksiyonu ihtiyaci ile iliskili oldu-
gu saptanmustir. Bunlar; dort glinden uzun siiren
karin agrisi, fizik muayenede batinda defans ol-
mas1, CRP diizeyinin 75 mg/I'nin {izerinde olmasi,
beyaz kiire sayisinin 10.000 IU/dI iizerinde olma-
s1, BT'de 500 mlden fazla intraabdominal serbest
sv1 bulunmasi ve duvar kontrastlanmasinda artis
olmasidir. Bagka ¢alismalarda ise, BT de serbest
siv1 olmasi, hastaneye bagvuruda anormal serum
sodyum, kreatinin ve hemotokrit degerlerinin acil
cerrahi ihtiyacini gosterdigi bulunmustur (40, 41).

Inflamatuar bagirsak hastaliklari, tiiberkiiloz tutu-
lumu, divertikiilit, radyasyon enteriti vb. durum-
larda medikal tedavi ile obstriiksiyonun agilmasi
miimkiin oldugu i¢in acil cerrahi endikasyonu ol-
mayan vakalarda operasyonsuz izlem Onerilmek-
tedir.

Yash hastalarda non-spesifik semptomlar ile
hastaneye bagvurabilecegi i¢in erken donemde BT
cekilmeli ve medikal tedaviye yanit i¢in geng has-
talar kadar uzun beklenilmemelidir (42).

Intestinal cerrahi sonras1 morbidite ve morta-
litenin en sik nedenleri septik komplikasyonlar ve
¢oklu organ yetmezligidir. Komorbiditesi ¢ok olan
hastalarda riskin daha da arttign gosterilmistir.
Cerrahi mtidahele zamanlamasi, uygun antibiyotik
ve sivi-elektrolit tedavisi prognozu etkilemektedir.
Acil cerrahi miidahale gereken hastalar genellikle
pre-operatif degerlendirme yeterli olmadan ope-
rasyona alindigindan morbidite ve mortalitenin
artmasi beklenen bir durumdur (7).

KAYNAKLAR

1. Drozdz, W. and P. Budzynski, Change in mechanical
bowel obstruction demographic and etiological patterns
during the past century: observations from one health
care institution. Arch Surg, 2012. 147(2): p. 175-80.

2. Markogiannakis, H., Messaris, E. and Dardamanis, D, et
al., Acute mechanical bowel obstruction: clinical presen-
tation, etiology, management and outcome. World J Gast-
roenterol, 2007. 13(3): p. 432-7.

3. Miller, G., Boman, J., Shrier, I, et al., Etiology of small
bowel obstruction. Am J Surg, 2000. 180(1): p. 33-6.

4. Cappell, M.S. and M. Batke, Mechanical obstruction of
the small bowel and colon. Med Clin North Am, 2008.
92(3): p. 575-97, viii.

5.  Behman, R, Nathens, A., Hong, N,, et al., Evolving Mana-
gement Strategies in Patients with Adhesive Small Bowel
Obstruction: a Population-Based Analysis. ] Gastrointest
Surg, 2018.22(12): p. 2133-2141.

6. Aslar, AK, Ozdemir, S., Mahmoudi, H., et al., Analysis
of 230 cases of emergent surgery for obstructing colon
cancer--lessons learned. J Gastrointest Surg, 2011. 15(1):
p. 110-9.

7. Biondo, S., Pares, D., Frago, R., et al., Large bowel obstru-
ction: predictive factors for postoperative mortality. Dis
Colon Rectum, 2004. 47(11): p. 1889-97.

8. Lawal, 0.0, O.S. Olayinka, and J.O. Bankole, Spectrum
of causes of intestinal obstruction in adult Nigerian pa-
tients. S Afr J Surg, 2005. 43(2): p. 34, 36.



intestinal Obstriiksiyon, ileus ve Ps6do-Obstriiksiyon

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Frago, R., Ramirez, E., Millan, M., et al., Current manage-
ment of acute malignant large bowel obstruction: a syste-
matic review. Am J Surg, 2014. 207(1): p. 127-38.

Catena, F, Simone, B.D., Coccolini, F, et al., Bowel obst-
ruction: a narrative review for all physicians. World |
Emerg Surg, 2019. 14: p. 20.

Bizer, L.S., Lienling, R.W., Delany, H.M., et al., Small
bowel obstruction: the role of nonoperative treatment in
simple intestinal obstruction and predictive criteria for
strangulation obstruction. Surgery, 1981. 89(4): p. 407-13.
Flasar, M.H. and E. Goldberg, Acute abdominal pain.
Med Clin North Am, 2006. 90(3): p. 481-503.

Sule, A.Z. and A. Ajibade, Adult large bowel obstruction:
areview of clinical experience. Ann Afr Med, 2011. 10(1):
p- 45-50.

Zielinski, M.D., Eiken, PW., Bannon, M.P,, et al., Small
bowel obstruction-who needs an operation? A multivari-
ate prediction model. World J Surg, 2010. 34(5): p. 910-9.
Cosse, C., Regimbeau, .M., Fuks, D, et al., Serum procal-
citonin for predicting the failure of conservative manage-
ment and the need for bowel resection in patients with
small bowel obstruction. ] Am Coll Surg, 2013. 216(5): p.
997-1004.

Winslet, M., K. Barraclough, and G. Campbell Hewson,
Subacute small bowel obstruction or chronic large bowel
obstruction. Bmj, 2021. 374: p. n1765.

Behman, R., Nathens, A.B., Haas, B., et al., Surgery for
adhesive small-bowel obstruction is associated with im-
proved long-term survival mediated through recurrence
prevention: A population-based, propensity-matched
analysis. ] Trauma Acute Care Surg, 2019. 87(3): p. 636-
644.

Gerhardt, R.T., Nelson, B.K., Keenan, S., et al., Derivation
of a clinical guideline for the assessment of nonspecific
abdominal pain: the Guideline for Abdominal Pain in the
ED Setting (GAPEDS) Phase 1 Study. Am ] Emerg Med,
2005. 23(6): p. 709-17.

Gans, S.L., J. Stoker, and M.A. Boermeester, Plain abdo-
minal radiography in acute abdominal pain; past, pre-
sent, and future. Int ] Gen Med, 2012. 5: p. 525-33.
Taylor, M.R. and N. Lalani, Adult small bowel obstructi-
on. Acad Emerg Med, 2013. 20(6): p. 528-44.

Frager, D., Intestinal obstruction role of CT. Gastroenterol
Clin North Am, 2002. 31(3): p. 777-99.

Dalal, K.M., Gollub, M.J., Miner, T.J., et al., Management
of patients with malignant bowel obstruction and stage
IV colorectal cancer. J Palliat Med, 2011. 14(7): p. 822-8.
Ten Broek, R.P.G,, Krielen, P, Saverio, S.D., et al., Bolog-
na guidelines for diagnosis and management of adhesive
small bowel obstruction (ASBO): 2017 update of the evi-
dence-based guidelines from the world society of emer-
gency surgery ASBO working group. World ] Emerg Surg,
2018. 13: p. 24.

Zalcman, M., Sy, M., Donckier, V., et al., Helical CT sig-
ns in the diagnosis of intestinal ischemia in small-bowel
obstruction. AJR Am ] Roentgenol, 2000. 175(6): p. 1601-
7.

Matsushima, K., Inaba, K., Dollbaum, R., et al., Hi-
gh-Density Free Fluid on Computed Tomography: a
Predictor of Surgical Intervention in Patients with Adhe-

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

sive Small Bowel Obstruction. J Gastrointest Surg, 2016.
20(11): p. 1861-1866.

Petrovic, B., Nikolaidis, P., Hammond, N.A,, et al., Iden-
tification of adhesions on CT in small-bowel obstruction.
Emerg Radiol, 2006. 12(3): p. 88-93; discussion 94-5.
Atamanalp, S.S., Sigmoid volvulus: diagnosis in 938 pa-
tients over 45.5 years. Tech Coloproctol, 2013. 17(4): p.
419-24.

Ogata, M., Imai, S., Hosotani, R., et al., Abdominal ult-
rasonography for the diagnosis of strangulation in small
bowel obstruction. Br ] Surg, 1994. 81(3): p. 421-4.
Mullan, C.P, B. Siewert, and R.L. Eisenberg, Small bowel
obstruction. AJR Am ] Roentgenol, 2012. 198(2): p. W105-
17.

Hennekinne-Mucci, S., Tuech, J.J., Brehant, O., et al.,
Emergency subtotal/total colectomy in the management
of obstructed left colon carcinoma. Int J Colorectal Dis,
2006. 21(6): p. 538-41.

Stewart, R.M., Page, C.P,, Schwesinger, W, et al., The inci-
dence and risk of early postoperative small bowel obstru-
ction. A cohort study. Am J Surg, 1987. 154(6): p. 643-7.
Hayakawa, K., Tanikake, M., Yoshida, S., et al., Radiologi-
cal diagnosis of large-bowel obstruction: nonneoplastic
etiology. Jpn J Radiol, 2012. 30(7): p. 541-52.

Dorsey, S.T., Harrington, E.T., Peacock, W.E, et al., Ileus
and small bowel obstruction in an emergency depart-
ment observation unit: are there outcome predictors?
West ] Emerg Med, 2011. 12(4): p. 404-7.

Berrios-Torres, S.I., Umscheid, C.A., Bratzler, D.W., et al.,
Centers for Disease Control and Prevention Guideline
for the Prevention of Surgical Site Infection, 2017. JAMA
Surg, 2017. 152(8): p. 784-791.

Rocha, EG., Theman, T.A., Matros, E., et al., Nonoperati-
ve management of patients with a diagnosis of high-grade
small bowel obstruction by computed tomography. Arch
Surg, 2009. 144(11): p. 1000-4.

Hsu, J. and S. Sevak, Management of Malignant Lar-
ge-Bowel Obstruction. Dis Colon Rectum, 2019. 62(9): p.
1028-1030.

Swenson, B.R., Kwaan, M.R., Burkart, N.E., et al., Colonic
volvulus: presentation and management in metropolitan
Minnesota, United States. Dis Colon Rectum, 2012. 55(4):
p. 444-9.

Garcea, G., Sutton, C.D,, Lloyd, T.D., et al., Management
of benign rectal strictures: a review of present therapeutic
procedures. Dis Colon Rectum, 2003. 46(11): p. 1451-60.
Mortensen, M.R., Alouda, M., Bond, Z., et al., One-year
outcomes following operative or non-operative manage-
ment of adhesional small bowel obstruction. BJS Open,
2023. 7(5).

Leung, A.M. and H. Vu, Factors predicting need for and
delay in surgery in small bowel obstruction. Am Surg,
2012.78(4): p. 403-7.

Kulvatunyou, N., Pandit, V., Moutamn, S., et al., A mul-
ti-institution prospective observational study of small
bowel obstruction: Clinical and computerized tomograp-
hy predictors of which patients may require early surgery.
J Trauma Acute Care Surg, 2015. 79(3): p. 393-8.
Springer, J.E., Bailey, ].G., Davis, PJ.B., et al., Management
and outcomes of small bowel obstruction in older adult
patients: a prospective cohort study. Can J Surg, 2014.
57(6): p. 379-84.

885





