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ABSTRACT

Introduction: Aorto-iliac occlusive disease is frequently treated by endovascular approach as a first
option. But due to failure of revascularization or recurrence, aorto-femoral bypass surgery remains
another therapeutic alternative; however, adhesive bowel obstruction may be one of its infrequent com-

plications.

Case presentation: A 51 year old patient, operated for aorto-iliac occlusive disease one year ago, hav-
ing benefited from aorto-bifemoral bypass surgery, then put on anticoagulants and anti-platelet aggre-
gants, presented to the emergency room for an occlusive syndrome that had appeared for 3 days, The
abdominal CT scan showed a bowel obstruction with a closed loop mechanism upstream of a stenosing
digestive parietal thickening without any sign of suffering, presence of an effusion, presence of a sub-

renal aorto-femoral birth: He was admitted to our hospital and underwent an exploratory laparotomy.

Discussion: Adhesive bowel obstruction secondary to aorto-bifemoral bypass surgery is a rare compli-
cation. The possible mechanism may be caused by damage to the peritoneum and its microvasculature
resulting in the release of a serosanguineous exudate that forms a fibrinous band connecting adjacent
organs or injured serous membranes. A multidisciplinary approach is needed to manage laparotomy
complications; however, identification of patients at high risk of these complications is essential at the

time of the initial evaluation by the vascular surgeon.

Conclusion: A high index of suspicion for adhesive bowel obstruction is key to prompt diagnosis and

treatment.
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INTRODUCTION:
Aorto-iliac revascularisation surgery almost always uses endovascular techniques as a first-line proce-

dure. When lesions are too complex or endovascular treatments have failed, surgical treatment by midline
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laparotomy, usually bypass surgery, is required (1-

2).Small bowel obstruction is a common reason for

aortofemoral ~ bypass?

Hb :11.3g/dl, WBC :6460/mm, PLQ: 170000/mm,

biological  workup:

admission to surgical wards. About 65-75% of PT :75%, INR: 2.3.

small bowel obstructions are due to peritoneal ad-
hesions (3-4-5-6-7) and More than 93% of trans-
peritoneal surgery patients develop intra-abdominal
adhesions. These adhesions are due to injuries sus-
tained during surgery, the others being often at-
tributed to peritonitis, inflammation, trauma or they

are due to a congenital formation(6)

The work has been reported in line with the
SCARE criteria (8).

CASE REPORT:

Patient aged 51 years, followed for cardiopathy on
anticoagulants and antiplatelet aggregants, operated
for aorto-iliac occlusive disease one year ago hav-
ing benefited from a aorto-bifemoral bypass sur-
gery approached by median laparotomy, he has
presented for 3 days an occlusive syndrome made
of vomiting and cessation of feces and gases evolv-
ing in a context of conservation of the general
state, On clinical examination the patient had a
blood pressure of 132/65 mmHg, a normal temper-
ature, a heart rate of 86 bpm and a respiratory rate
of 20 breaths/min with a fold of dehydration, on
abdominal examination he had a median laparoto-
my scar above and below the umbilical, a distended
and tympanic abdomen, on rectal examination an

empty rectal ampulla

without a palpable mass was found. An unprepared
abdomen showed hydro-aeric levels in the bowel.
An abdominal CT scan showed a bowel obstruction
with a closed loop mechanism upstream of a
stenosing digestive parietal thickening without any
sign of distress, presence of a small peritoneal effu-

sion, presence of a sub-renal aortofemoral birth:

: e
Fig 1 A et B: Abdominal CT scan showing dis-

tended small bowel loops with adhesion of the

small bowel to the aortobifemoral bypass

After conditioning of the patient's general condi-
tion by nasogastric tube aspiration and intravenous
rehydration, it was decided to operate on the pa-
tient urgently, under general anaesthesia and endo-
tracheal intubation. Preoperative prophylactic anti-
biotics were administered (Amoxicillin/clavulanic
acid) . The patient was approached by a median
laparotomy with exploration found multiple adhe-
sions grelo-greaves, and grelo-parietal and between
the small and the aorto-bifemoral bypass prosthesis
a laborious adhesiolysis was done, presence of a
flange between the small intestine and the prosthe-

sis at 1.60 m from the duodenojejunal angle re-
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sponsible for a 4 cm distension of the small intes-

tine without signs of digestive distress, the rest of §

the small intestine, the cecum, the ascending colon,
the transverse colon, the descending colon and the
sigmoid colon did not present any anomalies. No

peritoneal effusion or false membranes were

found.The procedure consisted of cutting a flange '“'

between the small bowel and the bifemoral bypass &

graft. The postoperative course was simple and the
patient was declared discharged on postoperative

day 3. The operation was performed as an emer-

gency with a correct pre-anaesthetic evaluation.

The operation was performed in the operating room
of the digestive surgery department by an assistant
professor of general surgery and two residents of
the same specialty. The patient was satisfied with
the procedure and the improvement of his health in

the short and long term.

Fig 3 : careful dissection between the aortofemoral

bypass prosthesis and the small bowel

Fig 4: Aortobifemoral bypass surgery after release

- of adhesions

" DISCUSSION:
— Aorto-iliac occlusive disease is usually treated
endovascularly as a first option. However, due to

failure of revascularisation or recurrence (9-10),

 aorto-femoral bypass surgery remains the "gold

Fig 2 : Adhesion between the small bowel and the

aortobifemoral bypass

g standard"

of revascularisation(11-12-13), with
good long-term results. However, the major draw-
back is the cumbersome technique, with significant
risks; and this is due to the aortic clamping, vascu-
lar suturing, and wide abdominal approach (9). Ad-
hesive disease is a frequent complication after any

abdominal surgery and is a common complication
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that is usually not managed by cardiovascular sur-
geons (11). It may be caused by damage to the per-
itoneum and its microvasculature resulting in the
release of a serosanguineous exudate that forms a
fibrinous band connecting adjacent organs or in-
jured serous membranes. Although adhesions nor-
mally disintegrate within 72 hours, injury-induced
ischaemia may decrease fibrinolysis and allow the
band to persist (6-14-15-7-16).In our patient we
believe that this mechanism was probably associat-
ed with the development of adhesive bowel ob-
struction. In the case of adhesive bowel obstruction
secondary to the VP shunt catheter reported by
Xue.Y; the mechanism of the obstruction was prob-
ably associated with the repeated frictional move-
ments between the greater omentum and the cathe-
ter, promoting local inflammation. In addition, CSF
components may stimulate abdominal organs
(inflammatory reaction) and form abdominal adhe-
sions. In addition, immunological rejection may
occur between the catheter and the intestine, caus-

ing adhesion.(17)

The diagnosis of small bowel obstruction is based
on questioning, physical examination and imaging
(18). Without prompt diagnosis and treatment,
complications such as intestinal ischaemia and ne-
crosis or perforation leading to a picture of perito-
nitis can occur (17-19-6). In the majority of cases,
a plain abdominal X-ray provides most of the infor-
mation needed to make the diagnosis. In cases
where the diagnosis is unclear, further imaging
may be required. CT scanning is sensitive and spe-
cific and has been recommended by some. It can
detect the cause and location of the obstruction as
well as the presence of the "feces sign", the pathog-
nomonic sign of flange obstruction (3-19-20). Our
patient's clinical picture was consistent with small

bowel obstruction, with symptoms of nausea, vom-

iting and abdominal distension with signs of
deshydration, we performed an emergency explora-
tory laparotomy, which showed that our patient had
a closed loop small bowel obstruction that threat-
ened intestinal necrosis (17). In a retrospective re-
view of patients requiring reoperation after CABG
and aorto-femoral bypass surgery between 2000
and 2017, DeCarlo reported that 7.5% of patients
had at least one episode of small bowel obstruction
and 4.6% of patients underwent surgery for small
bowel obstruction. However, identification of pa-
tients at high risk of complications is essential dur-

ing the initial assessment by the vascular surgeon

(11).

Conclusion:

Adhesive bowel obstruction is a common life-
threatening surgical emergency associated with
high morbidity and mortality; a high index of sus-
picion for adhesive bowel obstruction is essential

in all patients undergoing abdominal surgery.

REFERENCES:

1. van Vugt R, Kruse RR, Sterkenburg SM,
Fritschy WM, Moll FL. Endartériectomie (semi
-) fermée pour maladie occlusive aorto-iliaque.
Annales de
2010;24(8):1170 7.

2. Masson E. Pontages aortofémoraux : technique

EM-Consulte.

https://www.em-consulte.com/article/727332/

Chirurgie Vasculaire. 1 déc

[Internet]. Disponible  sur:
pontages-aortofemoraux-technique

3. Hill AG. The management of adhesive small
bowel obstruction — An update. International
Journal of Surgery. 1 févr 2008;6(1):77 80.

4. Association of Surgical Intervention for Adhe-
sive Small-Bowel Obstruction With the Risk of
Recurrence Ramy Behman, MD, PhD; Avery

B. Nathens, MD, MPH, PhD; Stephanie Mason,

AJMCRR, 2024

Volume 3 | Issue 7 | 4 of 6



10.

1.

MD, PhD; James P. Byrne,MD, PhD; Nicole
Look Hong, MD, MSc; Petros Pechlivanoglou,
PhD; Paul Karanicolas, MD, PhD - Recherche
Google [Internet].

. JH, GC,BJ,ZS,Y Y, ER, et al. Manage-

ment of Pediatric Adhesive Small Bowel Ob-
struction: Do Timing of Surgery and Age Mat-
ter? The Journal of surgical research [Internet].
nov 2019 [cit¢ 9 mars 2023];243. Disponible
sur: https://
pubmed.ncbi.nlm.nih.gov/31277016/

Edwards MK, Kuppler CS, Croft CA, Eason-
Bates HM. Adhesive Closed-loop Small Bowel
Obstruction. Clin Pract Cases Emerg Med. 9
janv 2018;2(1):31 4.

Sas D, Yang FJ, Agbayani N, Li SF. Small
bowel obstruction caused by massive fibroids.
Am J Emerg Med. mars 2021;41:263.el-
263.e3.

Agha RA, Franchi T, Sohrabi C, Mathew G, for
the SCARE Group. The SCARE 2020 Guide-
line: Updating Consensus Surgical CAse RE-
port (SCARE) Guidelines, International Journal
of Surgery 2020;84:226-230.

Gotham ZP, Tanilli RS, Wirfel OM, Dalvi PS.
A case report: An aortobifemoral bypass im-
plant found during cadaver dissection promotes
inquiry-based learning. Int J Surg Case Rep. 29
juill 2020;74:53 7.

Clark ET, Gewertz BL, Webb T. Aortofemoral
Bypass via Transperitoneal Approach. Surgical
Clinics of North America. 1 aotut 1995;75
(4):691 701.

DeCarlo C, Boitano LT, Schwartz SI, Lancaster
RT, Conrad MF, Eagleton MJ, et al. Laparoto-
my- and groin-associated complications are
common after aortofemoral bypass and contrib-
ute to reintervention. J Vasc Surg. déc 2020;72
(6):1976 86.

12.

13.

14.

15.

16.

17.

18.

19.

20.

MD,SL,RJ,AR, JmR, Jm D. Aortofemoral
bypass to bridge end-stage renal disease pa-
tients with severe iliac calcification to kidney
transplantation. Vascular [Internet]. oct 2009
[cité 9 mars 2023];17(5).

Muiioz JF, Mejia F, Hosman M, Cabrera-
Vargas LF, Lozada-Martinez ID, Narvaez-
Rojas AR. First case report of gastric outlet ob-
struction due to aortofemoral bypass Dacron
graft erosion of the duodenum treated with neo
aortoiliac system procedure. International Jour-
nal of Surgery Case Reports [Internet]. aofit
2022 [cité¢ 9 mars 2023];97.

Erdoes LS, Bernhard VM, Berman SS. Aor-
tofemoral graft occlusion: strategy and timing
of reoperation. Cardiovasc Surg. juin 1995;3
(3):277 83.

Cushman EL, Croft A, Welch JL. Rapid diag-
nosis of small bowel obstruction using point-of-
care ultrasound. Visual Journal of Emergency
Medicine. juill 2021;24:101071.

Tong JWV, Lingam P, Shelat VG. Adhesive
small bowel obstruction - an update. Acute Med
Surg. 2020;7(1):e587.

Xue Y, Mranda GM, Wei T, Wang Y, Zhou
XG@G, Liu ZP, et al. The shadow in the darkness:
Case report on adhesive intestinal obstruction
secondary to ventriculoperitoneal shunt catheter
in an elderly patient. Ann Med Surg (Lond). 26
avr 2022;77:103661.

Baker S, Miller-Hammond K, King-Mullins E.
Small Bowel Obstruction in the Virgin Abdo-
men. Surg Clin North Am. déc 2021;101
(6):1045 52.

Kostenbauer J, Truskett PG. Current manage-
ment of adhesive small bowel obstruction. ANZ
J Surg. nov 2018;88(11):1117 22.

Ten Broek RPG, Krielen P, Di Saverio S, Coc-
colini F, Biffl WL, Ansaloni L, et al. Bologna

AJMCRR, 2024

Volume 3 | Issue 7 | S of 6



guidelines for diagnosis and management of adhesive small bowel obstruction (ASBO): 2017 update
of the evidence-based guidelines from the world society of emergency surgery ASBO working
group. World J Emerg Surg. 2018;13:24.

AJMCRR, 2024 Volume 3 | Issue 7 | 6 of 6



