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Case report 

Acute abdomen due to J-pouch outlet obstruction: A case report and review 
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A B S T R A C T   

Introduction: Ileal pouch–anal anastomosis is the procedure of choice for re-establishing intestinal continuity for 
patients undergoing total proctocolectomy. Despite growing experience with this procedure, it is still associated 
with considerable morbidity rates. 
Presentation of case: Herein, we report the case of a 14-year-old boy with familial adenomatous polyposis who 
underwent total proctocolectomy, ileal pouch–anal anastomosis, and diverting ileostomy. The patient developed 
early postoperative complications; on postoperative day 1, he developed bleeding from the pouch staple line, 
which was managed endoscopically. On postoperative day 15, he developed intestinal obstruction due to ad-
hesions. One year after proctocolectomy, ileostomy closure was performed uneventfully. From postoperative day 
3, the patient presented with obstructive signs such as abdominal distention, bloating, abdominal pain, and fever. 
Computed tomography identified diffuse intense intestinal distension with pouch dilatation. Digital rectal ex-
amination identified the pouch filled with liquid stool and no signs of anal canal anastomosis stenosis. The 
patient was considered to have pouch outlet obstruction and was successfully managed using bedside evacuation 
anoscopy. After 3 days, oral nutrition was re-established, and appropriate stool evacuation and fecal continence 
were achieved. 
Discussion: Proctocolectomy with ileal pouch–anal anastomosis still carries a considerable complication rate. 
Proper identification of causative factors is mandatory for appropriate treatment. Pouch outlet obstruction can 
present as acute abdomen after diverting ileostomy closure. In this case, outlet obstruction was identified and 
treated by pouch evacuation, avoiding morbidity of a new surgical procedure. 
Conclusion: We presented an unusual case of acute intestinal obstruction due to pouch outlet obstruction that was 
managed nonoperatively with bedside pouch evacuation.   

1. Introduction 

Since its introduction by Parks and Nicholls in 1978 [1], ileal 
pouch–anal anastomosis (IPAA) has been considered the standard pro-
cedure for re-establishing gastrointestinal continuity in patients under-
going restorative proctocolectomy (RPC). Over time, there has been 
growing experience related to IPAA, with a two-stage procedure, 
including J-pouch surgery with diverting ileostomy, being the most 
frequent approach. 

IPAA is technically demanding and is associated with a significant 
morbidity rate and different types of structural, inflammatory, and 
functional complications. Additionally, complications of IPAA can be 
classified as early (30 days after surgery) and late (after ileostomy 

closure). Management of pouch complications can be conservative or 
surgical and, most of the time, is very challenging [2]. 

This report presents an unusual case of a patient who developed 
intestinal obstruction following closure of diverting ileostomy due to J- 
pouch outlet obstruction; the patient was successfully managed by daily 
bedside pouch decompression with an anoscope device. This simple 
procedure prevented the patient from morbidities related to urgent 
surgical treatment. This work was written in accordance with the SCARE 
statement.3. 

2. Presentation of case 

A 14-year-old male with a body mass index of 19 kg/m2 was 
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admitted to our hospital because of rectal bleeding, diarrhea, and mucus 
discharge for 3 years. The patient denied any previous disease, use of 
medications or drugs. Colonoscopy identified multiple polypoid lesions 
in all colonic segments. Pathological analysis showed a tubulovillous 
adenoma with high-grade dysplasia, consistent with the features of fa-
milial adenomatous polyposis. 

The patient underwent conventional RCP with J-pouch surgery and 
diverting ileostomy. On postoperative day 1, there was severe bleeding 
through the distal limb of ileostomy. Pouchoscopy with clots evacuation 
identified active bleeding from the pouch staple line, which was suc-
cessfully managed by deploying two through-the-scope endoscopic clips 
(Olympus) (Fig. 1). 

On postoperative day 15, he developed obstructive symptoms, such 
as abdominal pain and vomiting. Abdominal radiograph suggested an 
acute intestinal obstruction. Exploratory laparotomy identified ileal 
obstruction due to intestinal adhesions, which were lysed successfully. 
The patient was discharged 3 days after the surgery. 

Owing to social issues, the patient underwent ileostomy closure 12 
months later. Pouchoscopy prior to surgery showed a pouch chamber 
with normal mucosa and maintained staple line integrity. 

The closure of loop ileostomy was uneventful. From postoperative 
day 3, the patient progressively developed nausea, bloating, isolated 
episodes of vomiting, diffuse abdominal pain and distention, some epi-
sodes of diarrhea, and hyperthermia (37.8 ◦C). He was readmitted to the 
hospital on postoperative day 9. Digital rectal examination identified a 
pouch filled with liquid stool and a uniform anastomotic staple line. No 
obstructive factors were observed. Erythrogram revealed a hemoglobin 
level of 13.2 g/dL and hematocrit of 37.8%; leukogram revealed 
leukocytosis (white blood cell count, 14.3 × 109/L) and neutrophilia 
(neutrophil count, 11.7 × 109/L). Computed tomography (CT) with 
rectal contrast showed extensive distension of all intestinal segments 
and remarkable distension of the pouch just above the pelvic floor, 
suggesting pouch outlet obstruction (Figs. 2 and 3). Digital rectal ex-
amination suggested good resting tonus and appropriate ability to relax 
and coordinate pelvic floor. The patient received parenteral antimicro-
bial therapy with third-generation cephalosporin and metronidazole. To 
promote pouch evacuation, an anoscope device (Fig. 4) was placed in 
the anal canal and a gentle abdominal massage was performed, leading 
to instant liquid stool and gas discharge. The procedure was performed 
at the bedside and repeated three times on a daily basis. There was 
progressive recovery of abdominal pain. After 3 days, the patient started 
to present spontaneous bowel movements, and an oral diet was re- 
established. 

On outpatient monthly follow-up, the pouch was well tolerated, with 

no evacuation complaints and complete fecal continence. Surveillance 
pouchoscopy two months after surgery revealed good integrity of the 
pouch (Fig. 5). 

3. Discussion 

Pouch failure is a major concern for both surgeons and patients. 
Complications of RPC/IPAA can be classified as early (within 30 days 
after surgery) or late (after ileostomy closure). The most common early 
complications are pelvic sepsis, small-bowel obstruction, anastomotic 
leakage, and pouch bleeding [4]. In the present case, 24 h after surgery, 
the patient showed signs of hypovolemic shock and digestive bleeding, 
identified mainly from the distal limb of ileostomy. Bleeding following 
IPAA occurs in 1.5%–3.5% of the patients, and although less common, in 
20% of patients, bleeding through diverting ileostomy is noticed [5,6]. 
Endoscopy was performed through ileostomy and transanally using a 
distal cap on the scope. After clot aspiration, active bleeding from the Fig. 1. Pouchoscopy showing active bleeding, managed with the deployment of 

endoscopic clips (Olympus). 

Fig. 2. Abdominal X-ray showing signs of intestinal obstruction.  

Fig. 3. Oral contrast CT scan showing dilated pouch.  
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staple line was identified and successfully managed using two endo-
scopic clips. The use of a distal cap has been described as a method to 
facilitate clot evacuation in gastrointestinal bleeding [7]. Different ap-
proaches for pouch bleeding have been described, including washing 
with epinephrine, using cold saline enema, and suturing the bleeding 
point [4], with the more recent method being clipping of the staple line 
as an additional option [7]. The patient was discharged on postoperative 
day 6. Fifteen days after surgery, the patient was readmitted because of 
obstructive symptoms (vomiting and abdominal pain and distension). 
Owing to the large dissected area, patients who undergo RPC/IPAA are 
at a higher risk of developing postoperative intestinal obstruction, with 
rates ranging from 15% to 44%, and up to 20% of patients require 
surgical intervention. Obstruction can be partial or complete; it is caused 
by postoperative adhesions, volvulus, internal herniation of the bowel, 
or torsion of ileostomy [4]. 

Intestinal obstruction can also occur after ileostomy closure and is 
generally related to luminal stenosis or adhesions at the closure site [4]. 
In this case report, the patient was discharged on day 2 after ileostomy 
closure, and from postoperative day 3, the patient developed progressive 
intestinal obstruction signs. After 9 days, he returned to the hospital 
complaining of abdominal distension, nausea, vomiting, and episodes of 

diarrhea associated with hyperthermia and leukocytosis. Based on the 
results of CT scan, pouch outlet obstruction was considered. Poor 
functional results after IPAA can occur in up to 5% of patients, and 
proper diagnosis is mandatory for appropriate treatment. 

The term “floppy pouch complex” (FPC) can be used to encompass 
most of the mechanical causes of pouch dysfunction. Frequent symp-
toms of pouch dysfunction include dyschezia, incomplete evacuation, 
and bloating. It has several causes, including pouch prolapse, afferent 
limb syndrome, redundant loop, and folding pouch diagnosed by proc-
toscopy or contrast studies such as magnetic resonance defecography 
[9]. Among the risk factors for FPC, lower body mass index, smaller 
peripouch fat area, and female sex have been described [8]. The patient 
in this report presented with a low body mass index of 19 kg/m2, and 
this might have influenced the pouch outlet obstruction outcome. In 
mild cases, conservative treatment, such as avoiding excessive straining, 
physical therapy, and modifying stool consistency, may be successful. 
Severe cases may require surgical treatment [9]. Perry et al. [10] re-
ported the use of a catheter (Medena) to evacuate the pouch in an 
outpatient setting with promising results. In this case report, the patient 
developed symptoms of intestinal obstruction due to outlet obstruction 
and was managed at the bedside with pouch evacuation using an ano-
scope device. After a few evacuation maneuvers, the patient was able to 
naturally evacuate the pouch with no external aid and was warned to 
avoid excessive straining. He complied well, requiring no further 
intervention. 

4. Conclusion 

Despite the growing experience, RPC still presents with considerable 
morbidity rates. We presented an unusual case of a patient with pouch 
outlet obstruction who developed intestinal obstruction symptoms; the 
patient was managed conservatively with bedside pouch evacuation 
using an anoscope with excellent outcomes. 
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Fig. 4. Anoscope used to promote pouch evacuation.  

Fig. 5. Pouchoscopy showing good integrity of the pouch.  
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