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Definition

U Reduction in the functioning gut mass below the
minimal amount necessary for adequate digestion

and absorption of food
Fleming CR and Remington M. Nutrition and the surgical patient. 1981

U Failure of the intestinal tract to-maintain adequate
hydration and electrolyte balance in the absence of

artificial fluid and electrolyte support

Nightingale JMD. Intestinal failure; 2001
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Intestinal __Failure (IF) may have  various degrees of severity
and duration:

U According to the duration:

U Acute (reversible within 6 months)

Vo

U Chronic (longer than 6 months, and even

permanent)
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Types of Intestinal Failure

Typel Type2

SHORT TERM

MEDIUM TERM

Type 3

LONG TERM

Chronic IF

(long term PN
support)

Lal et al. AP&T 2006:24;19-31
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Type | Intestinal Failure

U Postoperative | Obstruction

| Mechanical obstruction I
fter SUTASE after laparoscopic
i s surgery

Managed conservatively,
using

Nasogastric drainage and
intravenous feeding.

(within the first 7 days)

laparotomy should be
considered
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Postoperative | Obstruction

U Patients who require re-laparotomy can be
extremely challenging

U abdominal cavity can be hostile

U inadvertent intestinal injury, even if recognized is
associated with a high incidence of abdominal sepsis,

intestinal fistulation type 1l intestinal failure
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Type | Intestinal Failure

PaS

U Postoperative ileus

U The average duration of ileus after major abdominal
surgery varies depending on what part of the
digestive system affected

U Small Intestine 0 to 24 hours
U The stomach 24 to 48 hours
U The colon 48 to 72 hours



https://image2.slideserve.com/4842750/type-i-intestinal-failure-n.jpg

Pathogenesis of POl Is Multifactorial

Sympathetic Nervous System
Inhibitory neural reflexes

Excessive |V fluids

Intestinal edema
ultlpl
Pathways
proinflammatory Mediators

Macrophage and neutrophil Pharmacologic
infiltration, IL-1, tumor necrosis Exogenous opioids
factor, IL-6

Disorganized electrical
activity

IL = interleukin



There Are Numerous Risk Factors for POI

/' POIls Expectedto \
Affect Almost
Every Patient Who

Undergoes
Abdominal Surgery

Patient
Health

Senagore AJ. Am J Health-Syst Pharm. 2007;64(suppl 13):S3-S7.
Senagore AJ, et al. Surgery. 2007,142:478-486.




Management Options for POI

Nonpharmacologic Options

Management Potential Mechanism Impact on Bowel Function, Length
of Stay
Gastric/small bowel Removal of NG tube associated with
NG tube decompression earlier return of bowel function,
reduction in pulmonary complications,
shorter length of stay
Stimulates Gl motility by eliciting | Some studies report a reduction in
(Ei:::l';:‘::dlng reflex response POI with early feeding, meta-
sham tee%in ) and stimulating release analyses suggest a modest (non-
9 | of hormonal factors significant) reduction in length of stay
Possible mechanical stimulation; | No effect on duration of POI;
Early possible stimulation of intestinal | beneficial for prevention of lower
ambulation function extremity thromboembolism
Decreased opiate requirements, | Earlier passage of flatus, earlier
Laparoscopic | decreased pain, less abdominal | bowel movement, shortened length of
surgery wall trauma, less intestinal stay

manipulation




Management Options for POI

Pharmacologic Options

Treatment or Potential Mechanism Impact on Bowel Function,
Prevention Length of Stay
Inhibits sympathetic reflex at cord | Earlier bowel movement, reduced
fgg?;:;&lh:&c& level; opioid-sparing analgesia duration of POl compared with
systemic analgesic regimens
Opiate-sparing analgesia, inhibits | Earlier bowel movement, earlier
NSAIDs COX-mediated prostaglandin ambulation, no change in length of stay
synthesis compared with morphine PCA
Dopamine antagonist, cholinergic | No benefit on the duration of POI
Metoclopramide agonist, prokinetic agent
Motilin receptor agonist, No benefit on the duration of POI
Erythromycin prokinetic effect
Limited data from small
Laxatives Help to induce bowel movement | nonrandomized study suggests benefit;
additional study required
Block enteric mu-receptors and | Clinical trials with alvimopan
minimize opioid effects on Gl demonstrated reduced time to recovery
mm“h function, without impacting CNS- | of Gl function, reduced timeto
mediated analgesia discharge order written compared with

placebo




Prevention and treatment for POI

Preoperative management Postoperative management
strategies strategies
|
Avoud routine NGT Early
Avoid cal and deam placement ambulation
bowel preparation
Avoid proloaged Pain management Pasn Early oral
preoperative fasting management feeding
Consider Consider
carbohydrate preopentive Lt opaoid use Consader
loading COX-2 profanetic
innhibitors agents
Consider Contumons Consuder opiosd
probuotuc epudural anfagomsts
supplements noesthesia with
local anesthena
adaumstration
Intraoperative management
strategies
Mirusmally IV fluad
WVASIVe SUgery restnction when
when feauble approprate
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Type |l intestinal failure

U Type Il failure may be self -limiting, (simple intestinal
fistulation, spontaneous healing with effective
nutritional and metabolic support)

U Complications of abdominal surgery, (severe abdominal
Sepsis)
U A patient malnourished following intestinal resection

U IF result from a short bowel secondary to resection and
fistula formation and/or indirect  effect ofisepsis on gastro-
iIntestinal function
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Prevention of intestinal failure

U Anastomosis avoided in the malnourished patient,
adjacent to sepsis, haemodynamically unstable

patient, or ischemic bowel

U In cases of significant resection/fistula formation,
accurate intra-operative measurement of the length
of the remaining bowel should be attempted to aid

subsequent planning (Level 5)




