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Normal bowel habit



Varies from person to person.

Should be < 200 grams daily

Diarrhea -passing >200 grams or ml/ day.

Weight- usually not considered in bowel regularity.



Irregular bowel movements-




Constipation

Rome Committee in 2006)

1. Must include =2 of the following a :
— Straining during at least 25 % of defecations
— Lumpy or hard stools in at least 25 % of defecations
— Sense of incomplete evacuation for at least 25 % .

— Sensation of anorectal obstruction/blockage for at
least 25 % of defecations

— Manual evacuation at least 25 % of defecations
— <3 defecations / week

2. There are insufficient criteria for irritable bowel syndrome.
3. Loose stools rarely without the use of laxatives

» a Criteria fulfilled for the last 3 months with symptom
onset at least 6 months prior to diagnosis



Absolute constipation

Complete absence of faeces &
flatus.

Early in large bowel
obstruction.

Late in small bowel
oobstruction.



What is Obstipation?

Latin obstipatio- Close pressure.

Intractable constipation that has
become refractory to cure or control is
referred to as obstipation.

loss of ability to pass stool or gas due to
blockage or obstruction in the
intestines.



Intestinal obstruction

» Absence of forward propulsive
movement of intestinal
contents due neuromuscular
inco-ordination.



After birth-

» Atresia or agenesis ( ARM, duodenum, ileum).
* Meconium ileus.

* Volvulous neonatorum.

* Hirschprung disease.

« 3 weeks-
« CHPS.
* Hirschprung'’s disease.

* 6-9 months-

e Adult-
» Postoperative.
e Obstructed hernia.
* Intestinal TB.
« Crohn’s disease.

« Elderly-



Abdominal distension.
Pain.

Vomiting.
Constipation.



Small intestinal obstruction

Large intestinal obstruction

Usually acute.

Upper or central abdominal distension.
Visible peristalsis- upper or central
abdomen.

Early profuse vomiting.

Severe fluid & electrolyte imbalance.

Metabolic alkalosis.

Usually chronic.

Lower or peripheral.

Peripheral.

Usually constipation & distension.

Usually no.

Metabolic acidosis(not always).



Causes of abdominal distension

The 6 F’s-



Fundic gas.

1st part of duodenum.
Terminal ileum.
Rectum & sigmoid.

Varying amount of gas in the
rest of the large bowel.



Abdominal pain

Distension-

Peristalsis against
obstruction.




Source: Gerard M, Doherty: CURRENT Disgnosis & Treatment: Surgery, 13th Edition:
http://www.accessmedicine.com

Copyright @ The McGraw-Hill Companies, Inc All rights reserved,




The upper limit of normal
diameter of the bowel is generally
accepted as-

3cm for the small bowel,
6cm for the colon and
9cm for the caecum (3/6/9 rule).



_ Small intestine Large intestine

Diameter >3cm & <5cm. >5cm & (caecum
>9cm).

Position Central Peripheral.

Loops Many Few

Air fluid level Many, short. Few, long.

Bowel markings Valvulae conniventes. Haustra.
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Valvulae conniventes-

» Kerkcring folds/plicae circulares.
e Circular mucosal folds.
 Complete.

* Closely set.

* Uniform distance

cirm[;r Jolds
(+ intestinal villi)
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Haustra of colon

-

ileocecal

aenia coli

Haustra--

e Circular mucosal folds.
* |ncomplete.

e Sparsely set.

* Not Uniform distance
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Name the image.

Write down the radiological findings.

What is your radiological diagnosis?

Write down the cardinal features of this condition.
How will you treat the patient?

Normal air-fluid level-

* Fundic gas.

« 1stpart duodenum.
* Terminal ileum.

« Sl (children).




Distended bowel loop.
Presence of haustra.
Wider diameter.
Peripherally placed.

Horizontal & vertical
arrangement of loop.

Air-fluid level-
* Longer length
« Small number.




--Sigmoid volvulus.




sigmoid volvulus

« 2 twisted loop. (i
assively

dilated

 Central double walled |
sigrmald loop

component.




Barium enema X-ray-

Bird beak appearance
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Per operative findings-

» Gut is hugely distended
& twisted.

* Blackish discoloration.

* No peristalsis.
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* No bleeding on pin prick. F
* No colour change on hot mop
compression.
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 Clinically-

* Doppler USG-

* Fluorescein dye test-




Paul mikilicz operation.

Double ended colostomy!




'S procedure.




DCBE-

Persistent irregular filling
defect.

Gross narrowing.

Apple core appearance.

Shouldering effect.







INVERTOGRAM




X-Table PRONE Portable

Dilated rectum, “high”
malformation

L

Marker over

‘would be” anus =g




Low variety- MECS
(<2.5 cm)

e Membranous
* Ectopic

* Covered.

* Stenosed.

* High variety-

* Agenesis.
e Atresia.
* (Cloaca.



Occlussive variety.

Crushing variety. Stralght
Curved.




Functions-

Occlussion.
Haemostasis.
Apposition.

Sterilization-
« Autoclaving.




Resected end- Crushing variety. |

Remaining segment- Occlussive.

I s :’i . —> Ratchet
it |/ ~ Finger rings/ bows.

Handle.












Proctoscope Sheath






Parts-

N
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Proctoscope Sheath

Types-




Diagnostic-

Therapeutic-




Pain.

Bleeding.
Thrombosis.
Prolapse.

Ulceration.

Abscess formation.
Portal pyemia (rare).

» Painful anal condition.



Assessment followed by
resuscitation.

Optimization of the condition.
Bowel preparation?
Prophylactic antibiotics.

Counselling.



 Clinically-

* Doppler USG-

* Fluorescein dye test-




* \essels-

* |leocolic.
* Right colic.

* Right branch of middle
colic.

e Structures-

e Terminal 15-20 cm of
ileum.

* Appendix.

* Caecum.

* Ascending colon.
* Hepatic flexure.

* Right 2/3" of transverse
colon.
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Duodenum.
Right ureter.
Right gonadal vessels.

Left ureter.
Left gonadal vessels.

0 X3 DU A



Good blood supply.

Tension free anastomosis.

Air tight & water tight.

Anastomosis with healthy, non
diseased bowel ends.



« 3-0 R/B vicryl.

« Single layer seromuscular
extramucosal.

« Single layer full thickness.

B " F



Oblique division.
Cheatling.

Side to side anastomosis.
End to side anastomosis.

Closer bites from narrow side
& wider bites from wider side.

Partial closure of wider side.



Two-Piece Ostomy Bag

One-Piece Ostomy Bag

Flange on Ostomy Bag

Flange on Skin Barrier

Drainable Bag

- Skin Barrier

Adhesive
Tape

Ostomy Bag

Drainable Bag
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Indications of
stoma

Anastomosis below pertoneal
reflection

Obstruction

Perforation
Immunosupression
Comorbidities

Haemodynamic instability
Peroperative severe blood loss
Hypoalbuminemia-< 2.1 gm/d|
Sepsis

Long time steroid



www.Ferdauscolorectalcare.info
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