
 

ORIGINAL ARTICLE 

   J F J M C  VOL.9 NO.1  JAN – MAR  2015   51 

Adhesions in Non-Operatedabdomen: A Review of 150 Cases 
At A Private Hospital 
 
USMAN ISMAT BUTT, WASIM HAYAT KHAN, AHSAN ULLAH GHILZAI, SHAHZAD BASHIR, 
MAHMOOD AYYAZ, ASIF SAJID, SAID UMER, ANILA CHUGHTAI 
Department of Surgery, National Hospital and Medical Centre, DHA Lahore. 
Correspondence to: Dr. Ahsan Ullah Ghilzai, Email: ahsankhan73@yahoo.com, Cell: 0300-4359316 
 

ABSTRACT 
Objective: To observe the presence of intra-abdominal adhesion in previously non-operated abdomen. 
Design: A prospective observational study. 
Setting: The National Hospital and Medical Centre, Lahore. 
Patients: 150 patients were included in this study. 
Main outcome measures: Intra-abdominal adhesions were noted with the help of laparoscope. 
Results: There were 48 males and 102 females. Out of the 150 patients adhesions were seen to be 
present in 53 patients, the majority of whom were females. 
Conclusion: On the basis of our study we conclude that adhesions are present in a significant number of 
patients even with previously non-operated abdomen. 
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INTRODUCTION 
Abdominal adhesions are an important clinical 
challenge in gastro-intestinal surgery. Injury to the 
normal peritoneal tissue is the usual prelude to the 
formation of adhesions. Injury may result from 
surgery, trauma, inflammation, infection or foreign 
body. Adhesions maybe considered as the 
pathological part of healing following any 
peritoneal injury. The balance between fibrin 
deposition and degradation is critical in 
determining normal peritoneal healing or adhesion 
formation. 
 The formation of intra-abdominal adhesions is 
a known and common complication of intra-
abdominal surgery. Up to 94% of patients 
undergoing laparotomy may develop adhesions.1,2 
A large number of studies have been done which 
show the formation of adhesions after 
surgery.3,4,5,6,7. The type, site, amount and 
problems associated with adhesions varies with 
the type of surgery. But the formation of adhesions 
has been shown to occur in almost all types of 
surgery including the laparoscopic surgery.8 

 Earliest mention of adhesion was almost 1500 
years ago. In the Babylonian history pleural 
adhesion were described in 440 AD. Ancient 
Egyptians are believed to have described pelvic 
adhesion even centuries before. With the advent 
and widespread use of anesthesia in mid-1800s 
more invasive abdominal procedures were 

performed and therefore adhesion became more 
common.9 
 A number of problems are associated with 
adhesion formation. Intestinal obstruction is a 
common and serious complication associated with 
adhesions.10,11,12,13,14 It leads to both increased 
patient morbidity and cost to healthcare because of 
repeated patient admissions and often need for 
operative intervention.15Infertility after pelvic 
surgery is well known in females.16,17,18,19,20. 

Adhesions have also been documented to result in 
chronic abdominal pain in patients which require 
frequent medications. 3,21,22,23The assessment of 
the financial impact of adhesion-lysis on the 
American health care costs in 1994 revealed an 
estimated annual price tag of $ 1.3 Billion just in 
the United States Alone. Medicare doled out more 
than $ 3.2 Billion for complications related to 
adhesions in 1996.24 

 Abdominal adhesions are truly the nemesis of 
the abdominal surgeon and troublesome from 
many aspects. Adhesive small bowel obstruction, 
inadvertent enterotomy at reoperation, prolonged 
operative times, increased clinical workload, and 
high financial costs are important adhesion-related 
problems that need to be addressed.Keeping in 
view the complications associated with adhesion 
numerous attempts have been made to eliminate 
or minimize adhesion formation.First reports 
regarding use of adjuvants to minimize adhesions 
started appearing in 1880s. Several measures 
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have been used with mixed results. These 
measures include un-powdered gloves, 
microsurgical techniques, extensive irrigations, 
specialized equipment, adhesion-reducing agents 
such as anti-inflammatory agents, peritoneal 
instillates, and surgical barriers. 
 Although the adhesion formation after 
intervention is well documented we were mainly 
interested in the formation of adhesions in 
previously un-operated abdomen.  
 

MATERIAL AND METHODS 
This was a prospective observational study.  
 A total of 150 patients were included in this 
study. All previously non-operated patients 
presenting for laparoscopic surgery at National 
Hospital and Medical Centre, Lahore from October, 
2014 to March 2015 were included in the study. 

Data of all patients were entered into the Performa. 
Informed consent was taken from all the patients. 
 After induction of anesthesia, Pneumo-
peritoneum was created by closed method. After 
insertion of ports general survey of the abdomen 
was done with the laparoscope. The presence of 
any adhesions and their site was noted. Following 
this the procedure was continued as routine. 
 

RESULTS 
We carried out laparoscopic examination of the 
abdominal and pelvic cavity in 150 patients 
undergoing various laparoscopic procedures at our 
institute. There were 48 males and 102 females. 
Out of the 150 patients adhesions were seen to be 
present in 53 patients, the majority of whom were 
females. 
 Results are shown in table 1, 2 and 3. 
 

 

 
Chart 1: Summary of Results 
 

 
Chart 2: Breakdown by Gender 

Generated by Foxit PDF Creator © Foxit Software
http://www.foxitsoftware.com   For evaluation only.



Adhesions in Non-Operatedabdomen: A Review of 150 Cases At A Private Hospital 

   J F J M C  VOL.9 NO.1  JAN – MAR  2015   53 

 
Chart 3: Breakdown by Diagnosis 
 

DISCUSSION 
Formation of adhesion after intervention is 
unfortunately an unwelcome consequence. Intra-
abdominal adhesions are a known complication of 
surgery. A plethora of studies are available on this 
subject. Adhesions may also occur after radiation. 
2 

 Considering the fact that inflammatory 
conditions of the gastro-intestinal tract such as 
cholecystitis, appendicitis, typhoid, cholera, 
tuberculosis and diverticulitis etc are now 
becoming common ailments of our society, it would 
therefore suggest that there would be an increase 
in the formation of non-interventional adhesions. 
We therefore want to document the presence of 
adhesions in such patients who present to us for 
laparoscopic surgery.We have selected 
laparoscope as the tool of choice since it allows 
direct visualization of the adhesion and causes 
minimal damage to the abdomen. 
 Our results reflect that almost one-third (35%) 
of the patients who presented to us had some form 
of adhesions.In a series of post-mortem 
examination of patients who had not undergone 
surgery, adhesions were identified in 28% of 
case.7Is this high number due to sub-clinical 
inflammation or some other reason? In the majority 
of cases these adhesions were at the site of 
infection and inflammation. Majority of patients 
were female. This could either show some 
increased tendency of adhesion formation in the 
female gender or it could simply be because of 
increased number of infective and inflammatory 
process (cholecystitis, appendicitis) in the females. 
Majority of the patients belonged to the upper and 
middle class, which leads to the worrisome 

question regarding the adhesion formation in the 
lower classes who are much more prone to the 
infective conditions. These aspects need further 
investigations.  
 Abdominal pain was often reported by patients 
but it is unclear whether it was due to the primary 
pathology or as a result of adhesion formation. 
Hospital admissions also happened in a few 
patients prior to the laparoscopy study but were 
most likely due to the primary pathology rather 
than the adhesions themselves. Whether the 
obstructive symptoms experienced by the patients 
during attack of acute cholecystitis were just due to 
inflammation or due to adhesion remains unclear. 
 

CONCLUSION 
Formation of adhesion is present in a significant 
number of patients who have had no prior 
intervention done. Females are more likely to have 
such adhesions. These adhesions appear to be 
related to inflammatory process. Morbidity posed 
by such adhesion is unclear. Since majority of 
patients belonged to the upper and middle class, 
adhesion formation in lower class is likely to be 
much more. 
 Further studies are needed to elaborate the 
various queries which have thus presented. 
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