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Abstract
Purpose Mechanical bowel obstruction (MBO) is one of the most common indications for emergency surgery. Recent 
research justifies the method of attempting 3–5 days of nonoperative treatment before surgery. However, little is known 
about specific characteristics of geriatric patients undergoing surgery compared to a younger cohort. We aimed to analyze 
patients with MBO that required surgery, depending on their age, to identify potential targets for use in the reduction in 
complications and mortality in the elderly.
Methods Thirty-day and in-hospital mortality were determined as primary outcome. We retrospectively identified all patients 
who underwent surgery for MBO at the University Hospital of Bonn between 2009 and 2019 and divided them into non-
geriatric (40–74 years, n = 224) and geriatric (≥ 75 years, n = 88) patients, using the chi-squared-test and Mann–Whitney U 
test for statistical analysis.
Results We found that geriatric patients had higher 30-day and in-hospital mortality rates than non-geriatric patients. As 
secondary outcome, we found that they experienced a longer length of stay (LOS) and higher complication rates than non-
geriatric patients. Geriatric patients who suffered from large bowel obstruction (LBO) had a higher rate of bowel resection, 
stoma creation, and a higher 30-day mortality rate. The time from admission to surgery was not shown to be crucial for the 
outcome of (geriatric) patients.
Conclusion Geriatric patients suffering from mechanical bowel obstruction that had to undergo surgery had higher mortal-
ity and morbidity than non-geriatric patients. Especially in regard to geriatric patients, clinicians should treat patients in a 
risk-adapted rather than time-adapted manner, and conditions should be optimized before surgery.

Keywords Mechanical bowel obstruction · Geriatric patients · Large bowel obstruction · Small bowel obstruction · 
Malignant bowel obstruction · Emergency surgery

Introduction

Mechanical bowel obstruction (MBO) is one of the most 
common indications for emergency surgery. In North Amer-
ica, more than 300,000 admissions to hospital are due to 

small bowel obstruction (SBO) each year [1, 2], which annu-
ally cause over USD $2 billion worth of inpatient costs [3].

During the last couple of years, a lot of research has been 
carried out in regard to MBO. Although latest research has 
shown that a trial of at least 3–5 days of nonoperative treat-
ment is justified in the absence of urgent indications for sur-
gery [4–9], MBO plays a major role in emergency medicine 
and accounts for 20–50% of emergency surgeries performed 
[10–12]. MBO is a severe illness that is associated with a 
mortality of 10–30% [1, 13–15]. Some reports highlight an 
increase in mortality after 3 days or more of nonoperative 
treatment before surgery [2, 13, 16–18], and some reports 
recommend that MBO should be treated surgically within 
24 h [19–22]. Thus, patients suffering from MBO who are 
treated surgically are a group of special interest.
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Major risk factors for the development of MBO are prior 
abdominal surgery, especially lower abdominal or pelvic 
surgery, malignant diseases, and recurrent diverticulitis, 
and these risk factors should be identified when the medical 
history is taken [6, 8]. In identifying patients who require 
surgery, abdominal computed tomography (CT) with oral 
and intravenous contrast medium is the gold standard in the 
diagnosis of MBO [8, 23] and should be performed quickly 
[24–26]. Some recent studies point out that the sensitivity 
of ultrasound in the diagnosis of SBO is approximately 92% 
[27, 28], which suggests that ultrasound could be an easily 
accessible tool for initial imaging in patients suffering from 
abdominal pain.

However, there are only few data that examine the impact 
of age on the time from presentation to the emergency 
department (ED) to surgery, on the surgical procedure and 
on the morbidity and mortality rates thereafter. Krause et al. 
[29] showed that the time from admission to surgery did 
not differ between the observed age cohorts, whereas van 
Beekum et al. [30] demonstrated a reduced time period in 
younger patients, but in both trials, there was no further anal-
ysis of the geriatric patients in terms of special characteris-
tics influencing the outcome of this group. As the population 
is continuously aging [31, 32], further research, especially 
on the particular characteristics of the elderly, is essential.

In our trial, we aimed to analyze patients who suffered 
from MBO and had an indication for surgical treatment 
depending on their age. We aimed to examine whether 
there were differences between geriatric and non-geriatric 
patients in terms of the etiology of MBO and the time from 
presentation to the ED to surgery, and whether such dif-
ferences influence the 30-day and the in-hospital mortality 
as primary outcome and the LOS at ICU and in hospital, 
the complications classified by the classification system of 
Clavien-Dindo (C-D) [33], and the need for redo surgery, 
bowel resection, or stoma creation as secondary outcome. 
In addition, we aimed to examine notable characteristics in 
the geriatric group that influenced their outcomes in order 
to identify potential targets for use in the reduction in com-
plications and mortality in the elderly in the context of an 
aging population.

Methods

We retrospectively identified all patients that presented to 
the ED and underwent abdominal surgery due to MBO at 
the University Hospital of Bonn between 01/01/2009 and 
10/31/2019. Patients suffering from MBO with successful 
conservative therapy were not included. We divided the 
patients into two groups based on their age at the time of 
surgery, into non-geriatric patients (40–74 years), and geri-
atric patients (≥ 75 years). We chose a cut-off age of 75 years 

to define elderly patients because it has been reported as 
the at-risk elderly population for adverse outcome in the 
large American College of Surgeons-National Surgical 
Quality Improvement Program (NSQIP) cohort of patients 
undergoing major GI surgery [34]. We received the data 
from patients’ medical records, physicians’ letters, surgical 
reports, and anesthesiologic protocols.

We analyzed the time between presentation to the ED and 
surgery, pre-existing diseases, the etiology, and the locali-
zation of bowel obstruction, the need for bowel resection, 
and stoma creation. The postoperative course was evalu-
ated using the classification system of C-D, the need for 
redo surgery and the mortality rates, divided into 30-day 
and in-hospital mortality rates. Furthermore, we analyzed 
the LOS and the LOS in the intensive care unit (ICU) of 
non-geriatric vs. geriatric patients. Moreover, the group of 
geriatric patients was further analyzed regarding the effect 
of predictive factors on the outcome of these patients.

We considered 30-day mortality and in-hospital mortal-
ity as primary outcome and LOS, complications classified 
by C-D, and the need for redo surgery, bowel resection, or 
stoma creation as secondary outcome.

For statistical analysis, we used SPSS version 26 (IBM 
SPSS, Chicago, IL, USA). Results are presented as median 
(~ x). The chi-squared-test and Mann–Whitney U test were 
used to compare the frequency distribution between the 
patient groups, and to further analyze the geriatric group, p 
values less than 0.05 were considered statistically significant.

Results

Demographics (patient collective)

In total, we identified 349 patients who underwent surgery 
for MBO. A total of 37 patients were younger than 40 years 
old. In total, 224 patients were between 40 and 74, and 88 
patients were at least 75 years old; these two groups were 
included in further analyses (n = 312).

Outcome

Primary outcome

The 30-day mortality rate, as well as the in-hospital mor-
tality rate, was higher in the geriatric patients, implying 
that they had a worse primary outcome than non-geriatric 
patients (Table 1).

Secondary outcome

The overall rate of postoperative complications, classified 
by the C-D classification system, was higher in the group of 
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geriatric patients. Compared to the group of non-geriatric  
patients (Table 1). The number of redo surgeries carried 
out did not differ significantly between the two groups. 

Furthermore, bowel resection was necessary in half of the 
cases, while a stoma was created in about one-third of the 
cases in both groups. Additionally, the LOS in hospital, as 
well as the LOS at the ICU, were longer in the geriatric 
group than in the non-geriatric group.

Admitting characteristics for patients with bowel 
obstruction

Our analyses demonstrated that especially in regarding to 
the rates of cardiac, vascular, metabolic, and neurologic dis-
eases, these rates were significantly higher in the group of 
geriatric patients. In the group of non-geriatric patients, we 
showed that the rate of pre-existing malignant diseases was 
significantly higher than in the group of geriatric patients 
(Table 2).

Furthermore, we significantly demonstrated that the 
non-geriatric patients were more commonly classified with 
an American Society of Anesthesiologists (ASA) score of 
II or IV than the geriatric patients, whereas the geriatric 
patients were more commonly classified with an ASA score 
of III than the non-geriatric patients, meaning that geriatric 
patients were in general at higher preoperative risk, with 
exception of the few critically ill patients classified with an 
ASA score of IV in the non-geriatric patients.

Table 1  Postoperative course

40–74 years  ≥ 75 years p-value

n = 204 n = 72
LOS at ICU (h)  ~ x = 17  ~ x = 49 0.002
LOS (h)  ~ x = 364  ~ x = 498 0.003

n = 224 n = 88
Redo surgery 70 (31.3%) 31 (35.2%) ns
Postoperative complications 

(C-D)
0 37 (16.5%) 1 (1.1%)  < 0.001
I 20 (8.9%) 7 (8.0%) ns
II 51 (22.8%) 26 (29.5%) ns
IIIA 37 (16.5%) 14 (15.9%) ns
IIIB 51 (22.8%) 9 (10.2%) 0.011
IVA 7 (3.1%) 11 (12.5%) 0.001
IVB 1 (0.4%) 4 (4.5%) 0.009
V 20 (8.9%) 16 (18.2%) 0.021
Need for bowel resection 107 (47.8%) 44 (50%) ns
Need for stoma creation 71 (31.7%) 24 (27,3%) ns
30-day mortality 11 (4.9%) 14 (15.9%) 0.001
In-hospital mortality 20 (8.9%) 16 (18.2%) 0.021

Table 2  Admitting 
characteristics for patients with 
bowel obstruction

40–74 years  ≥ 75 years p-value

n = 224 n = 88
Male 115 (51.3%) 44 (50.0%) ns
Pre-existing disease
Cardiac 68 (30.4%) 51 (58.0%)  < 0.001
Vascular 129 (57.6%) 77 (87.5%)  < 0.001
Pulmonary 27 (12.1%) 18 (20.5%) ns
Renal 22 (9.8%) 13 (14.8%) ns
Hepatic 12 (5.4%) 1 (1.1%) ns
Neurologic 40 (17.9%) 26 (29.5%) 0.023
Metabolism (diabetes, obesity…) 62 (27.7%) 39 (44.3%) 0.005
Malignant 88 (39.3%) 20 (22.7%) 0.006
Inflammatory bowel disease 12 (5.4%) 1 (1.1%) ns
Miscellaneous 6 (2.7%) 0 (0%) ns
ASA score
I 0 (0%) 0 (0%)
II 78 (34.8%) 8 (9.1%)  < 0.001
III 120 (53.6%) 77 (87.5%)  < 0.001
IV 26 (11.6%) 3 (3.4%) 0.025
V 0 (0%) 0 (0%) ns
Time between presentation to the ED and surgery (h)  ~ x = 23.4  ~ x = 14.6 ns

n = 186 n = 71
Time from presentation to the ED and surgery (h)—SBO  ~ x = 22.6  ~ x = 11.7 0.015

n = 38 n = 17
Time from presentation to the ED and surgery (h)—LBO  ~ x = 26.3  ~ x = 21.0 ns
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Time from presentation to the ED to surgery

As our results show, the time from presentation to the ED to 
surgery was—regarding patients who suffered from SBO—
significantly shorter in the geriatric group than in the non-
geriatric group.

In general, and in patients who suffered from large bowel 
obstruction (LBO), there was no significant difference con-
cerning the time from presentation to the ED to surgery 
between geriatric and non-geriatric patients.

Etiology and intraoperative findings

In both groups, adhesions were the main cause for MBO. 
Malignancies also played a crucial role in causing MBO, 
while “other malignancies” (peritoneal carcinosis, gastro-
intestinal stromal tumor, ovarian/endometrial cancer and 
prostate cancer) showed a higher impact than colorectal 
carcinoma (CRC) (Table 3). The two groups differed sig-
nificantly in the frequency of adhesions, gallstone ileus, and 
inflammation.

In both groups, a major part of MBO was localized in the 
small bowel.

In addition, we examined whether there were differences 
between the geriatric and non-geriatric patients, separated by 
SBO and LBO (see additional file 1, supplementary Tables 1 
and 2). We found that the intraoperative findings regard-
ing patients who suffered from SBO or LBO did not differ 
significantly between geriatric and non-geriatric patients; 
the only difference was that geriatric patients who suffered 

from SBO had a higher rate of gallstone ileus (see additional 
file 1, supplementary Table 1).

Further analysis of the geriatric patients

Additionally, we took a closer look at the group of geriatric 
patients to identify remarkable characteristics within this 
group (n = 88). When we analyzed the LOS in this group, we 
excluded the 16 patients who died in the hospital (n = 72), 
as shown in Table 4.

We found that the male geriatric patients stayed signifi-
cantly longer in the ICU than the female geriatric patients. 
Furthermore, the geriatric patients that suffered from a car-
diac disease stayed significantly longer in the ICU, as well 
as in hospital, than the geriatric patients without cardiac 
diseases. Patients who suffered from a pre-existing malig-
nant disease had significantly higher rates of stoma creation 
and redo surgery and stayed longer in hospital than geriatric 
patients who did not suffer from a pre-existing malignant 
disease (Table 4).

If the bowel obstruction was caused by adhesions, the 
geriatric patients showed significantly lower rates of stoma 
creation than the geriatric patients who suffered from bowel 
obstruction due to another cause. Geriatric patients who suf-
fered from malignant bowel obstruction (MABO) stayed for 
a shorter time in the ICU, but had a higher need for redo sur-
gery than patients who suffered from MABO due to another 
cause.

The geriatric patients who suffered from LBO showed 
significantly higher rates of bowel resection and stoma cre-
ation, as well as a higher 30-day mortality rate, than the 
patients who suffered from SBO.

Discussion

In our study, a retrospective analysis of two patient cohorts, 
divided into geriatric and non-geriatric patients, was 
performed.

As primary outcomes, we observed the 30-day and in-
hospital mortality rates in our patients which were sig-
nificantly higher in the geriatric than in the non-geriatric 
patients. This is similar to Krause et al. [29] and van Beekum 
et al. [30], who observed in-hospital-mortality rates of 0.0% 
and 3.2%, respectively, in the younger, and 9.1%, and 23.5%, 
respectively, in the older cohort; Krause et al. only included 
patients suffering from SBO, whereas van Beekum et al. 
also included patients suffering from LBO. Furthermore, the 
cohorts were grouped differently in the two studies: Krause 
et al. [29] included patients aged 65 years or older in the 
geriatric group, whereas van Beekum et al. [30] included 
patients aged 80 years or older in the geriatric group.

Table 3  Intraoperative findings

40–74 years  ≥ 75 years p-value

n = 224 n = 88
Localization of bowel  

obstruction
Small bowel 186 (83.0%) 71 (80.7%) ns
Large bowel 38 (17.0%) 17 (19.3%) ns
Cause of bowel obstruction
Adhesions 108 (48.2%) 54 (61.4%) 0.036
All malignancies 65 (29.0%) 18 (20.5%) ns
CRC 18 (8.0%) 5 (5.7%) ns
Other malignancies 47 (21.0%) 13 (14.8%) ns
Hernia 15 (6.7%) 4 (4.5%) ns
Volvulus 6 (2.7%) 3 (3.4%) ns
Intussusception 3 (1.3%) 2 (2.3%) ns
Gallstone ileus 0 (0%) 3 (3.4%) 0.005
Inflammation 10 (4.5%) 0 (0%) 0.044
Exposure to radiotherapy 4 (1.8%) 0 (0%) ns
Miscellaneous 13 (5.8%) 4 (4.5%) ns
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Compared to these two trials, and compared to the recent 
literature, our in-hospital-mortality rate of 8.9% in the non-
geriatric and 18.2% in the geriatric patients is average. In 
SBO patients, Long et al. [3] described an overall mortality 
rate of 7–14% in the elderly, contrary to < 3% in younger 
patients. The average 30-day mortality rate for SBO is 
between 5 and 30% [1, 13–15, 35], whereas the average 
mortality rate for LBO is between 10 and 20% [14]. If the 
bowel obstruction is caused by a malignancy, e.g., peritoneal 
carcinosis, the average mortality rate is between 6 and 32% 
[36–39]. Some trials show that the risk of emergency gas-
trointestinal surgery is higher in the elderly [40, 41]; some 
studies also suggest that age itself is a risk factor for higher 
mortality rates in emergency gastrointestinal surgery [4, 14, 
42, 43].

As secondary outcomes, we regarded the rate of bowel 
resection and stoma creation; there was no difference 
between the geriatric and the non-geriatric group. Fur-
thermore, the rate of bowel resection in both groups was 
rather high compared to the literature, which reports a rate 
of 30–45% in regard to bowel resection [8, 15, 29, 35]. A 
large part of the recent research focusses on SBO, whereas 
we included patients with SBO as well as patients with 
LBO. According to Krouse [38] and other studies [4, 37, 
44, 45], bowel resection is a favorable therapy in oncologic 

patients suffering from MABO in which the malignancy can 
be removed.

In the trials regarding SBO alone, bowel resection is 
mostly due to ischemia and thus a marker for an adverse out-
come. In our research, the high rate of bowel resection and 
stoma creation should be regarded in a more differentiated 
way, considering the rather high rate of MABO in which 
resection is the recommended therapy if possible.

Furthermore, we regarded the LOS in hospital and the 
LOS at ICU, as well as the complications classified by the 
C-D system as secondary outcomes. Similar to van Beekum 
et al. [30], the LOS of the geriatric patients was significantly 
longer than that of the non-geriatric patients. We also showed 
that complications classified by the C-D system were higher 
in the group of geriatric patients which could explain the 
longer LOS.

Interestingly, although the time from admission to sur-
gery was no longer in the geriatric patients, the outcome was 
poorer. This suggests that age, physical status, and comor-
bidities may be more important regarding the outcome of 
patients than a single focus on the time from admission to 
surgery. Regarding time-critical periods, the time from the 
onset of symptoms to hospital admission, which is more 
difficult to determine, may be more important for the out-
come of patients, because supportive therapy such as fluid 

Table 4  Further analysis of the geriatric patients

Variable Characteristic LOS ICU (h) LOS (h) Need for 
bowel  
resection

Need for 
stoma  
creation

Redo surgery 30-day mortality In hospital 
mortality

n = 72 n = 72 n = 88 n = 88 n = 88 n = 88 n = 88
Sex Male  ~ x = 69  ~ x = 617 24 (54.5%) 16 (36.4%) 18 (40.9%) 8 (18.2%) 9 (20.5%)

Female  ~ x = 15  ~ x = 466 20 (45.5%) 8 (18.2%) 13 (29.5%) 6 (13.6%) 7 (15.9%)
p-value 0.021 ns ns ns ns ns ns

Pre-existing  
cardiac disease

No cardiac 
disease

 ~ x = 15  ~ x = 408 20 (54.1%) 10 (27.0%) 10 (27.0%) 4 (10.8%) 4 (10.8%)

Cardiac disease  ~ x = 53  ~ x = 622 24 (47.1%) 14 (27.5%) 21 (41.2%) 10 (19.6%) 12 (23.5%)
p-value 0.016 0.049 ns ns ns ns ns

Pre-existing 
malignant 
disease

No malignant 
disease

 ~ x = 52  ~ x = 441 32 (47.1%) 12 (17.6%) 19 (27.9%) 11 (16.2%) 13 (19.1%)

Malignant 
disease

 ~ x = 14  ~ x = 672 12 (60.0%) 12 (60.0%) 12 (60.0%) 3 (15.0%) 3 (15.0%)

p-value ns 0.021 ns  < 0.001 0.008 ns ns
Cause of bowel 

obstruction
Adhesions  ~ x = 51  ~ x = 492 25 (46.3%) 7 (13.0%) 18 (33.3%) 7 (13.0%) 9 (16.7%)
No adhesions  ~ x = 21  ~ x = 527 19 (55.9%) 17 (50.0%) 13 (38.2%) 7 (20.6%) 7 (20.6%)
p-value ns ns ns  < 0.001 ns ns ns

Cause of bowel 
obstruction

All malignancies  ~ x = 7  ~ x = 656 10 (55.6%) 12 (66.7%) 9 (50.0%) 4 (22.2%) 4 (22.2%)
No malignancies  ~ x = 53  ~ x = 462 34 (48.6%) 12 (17.1%) 22 (31.4%) 10 (14.3%) 12 (17.1%)
p-value 0.029 ns ns  < 0.001 ns ns ns

Localization of 
bowel  
obstruction

Small bowel  ~ x = 45  ~ x = 492 31 (43.7%) 14 (19.7%) 22 (31.0%) 8 (11.3%) 10 (14.1%)
Large bowel  ~ x = 69  ~ x = 668 13 (76.5%) 10 (58.8%) 9 (52.9%) 6 (35.3%) 6 (35.3%)
p-value ns ns 0.015 0.001 ns 0.025 ns
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resuscitation, decompression via a nasogastric tube, the 
correction of electrolyte disorders, and antibiotic therapy 
[9] are immediately initiated when patients are admitted to 
the hospital, whereas a longer time to admission in which 
no therapy is carried out could worsen the status of these 
patients when they arrive at the ED, making emergency sur-
gery more urgent and increasing the risk of mortality. This 
also means that a worse physical status at admission could 
shorten the time from admission to surgery because of its 
urgency.

In the elderly, the time from onset of symptoms to admis-
sion may be longer, because geriatric patients are more often 
in chronic pain or treated with analgesics and notice the 
onset of new symptoms later or develop fewer symptoms 
than younger patients. There is some research regarding 
this time period [46–48] that suggest that the time from the 
onset of symptoms to admission increases with age [49]. 
Budzyński et al. [47] showed that the time from the onset 
of symptoms to admission to hospital was longer in patients 
with MABO than in patients who suffered from MBO due 
to adhesions. Furthermore, surgery is more conservatively 
recommended in the literature for patients suffering from 
MBO due to malignancies such as peritoneal carcinosis [6, 
37, 45]. In addition, the onset of MABO is often described 
as slow and insidious [4, 8].

For future research, an interesting approach may be to 
take a closer look at the time from the onset of symptoms to 
admission to hospital, rather than at the time from admis-
sion to surgery.

Given that the population is aging [31] and that the group 
of geriatric patients showed a significantly higher rate of 
complications and mortality in our study, we took a closer 
look at this cohort, searching for particular parameters that 
affected the outcome of this group (see Table 4).

We discovered that male geriatric patients as well as 
geriatric patients with a cardiac disease had a significantly 
longer LOS in the ICU. Like Krause et al. [29], we empha-
size that the optimal adjustment of pre-existing cardiac 
diseases should be carried out before surgery, especially 
regarding the increasing rate of cardiovascular diseases due 
to an aging population [32]. This is particularly important 
for male patients who are more likely to suffer from a cardiac 
disease [50, 51] and this may reduce their LOS in the ICU.

As we discussed, patients who suffered from a pre-existing 
malignant disease and from MABO had a higher rate of stoma 
creation; this confirms that a high proportion of stoma creation 
in our patients was due to malignancy rather than to delayed 
surgery. In addition, patients who suffered from MABO had 
a shorter LOS in the ICU and commonly stayed in a normal 
ward instead, so early stoma creation may permit the rapid 
transfer to a normal ward, whereas the LOS in the ICU may 
depend on pre-existing (especially cardiac) diseases and 
patients’ general physical conditions instead.

Interestingly, the 30-day mortality rate was significantly 
higher in the geriatric patients who suffered from LBO. As 
LBO is caused by a malignancy in 60–70% of cases [8, 14, 
36, 37, 45, 52], geriatric patients suffering from LBO may 
have to undergo more challenging surgery and may be in 
a worse physical condition due to the underlying disease, 
leading to higher rates of resection and stoma creation and 
a higher mortality rate. Therefore, it may be reasonable to 
carry out the identification of these patients quickly in the 
ED and to provide special care in view of the high mortal-
ity rate.

Beyond that, we are the first to show that even in geriatric 
patients above the age of 75 years, a watch and wait strategy 
is justifiable, because the outcome of this group depends 
on the physical condition and the type of MBO (SBO vs. 
LBO vs. MABO) rather than on the time from admission 
to surgery.

The limitations of our study include the retrospective 
approach and the single institution used for data acquisition. 
Furthermore, the time between the onset of symptoms and 
presentation to the ED could not be included in the analysis 
due to a lack of data in medical records and thus may be an 
interesting approach for prospective trials.

Conclusion

This trial emphasizes the finding that geriatric patients, espe-
cially those with LBO, are a group in need of special care 
and are of particular interest for further research in order to 
aid a reduction in mortality rates. Moreover, focusing on the 
time between the onset of symptoms and admission rather 
than on the time between admission and surgery could be an 
approach for use in future research. Furthermore, our data 
support the idea that a time period of 3–5 days until surgi-
cal treatment in patients suffering from MBO—even in the 
elderly—is reasonable and does not worsen their outcome. 
Especially in regard to geriatric patients, clinicians should 
treat patients in a risk-adapted rather than time-adapted man-
ner, and conditions should be optimized before surgery.

Supplementary information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00384- 022- 04152-4.

Author contribution Conceptualization: TOV and AGW.; methodol-
ogy: TOV, AGW, CJJP; software: CJJP, JD; formal analysis: CJJP, JD.; 
data curation: MAW, CJvB. LB; writing—original draft preparation: 
CJJP, JD, AGW.; writing—review and editing: JCK, TOV.; visualiza-
tion: CJJP, JD; supervision: AGW, TOV; project administration: TOV. 
All authors read and approved the final manuscript.

Funding Open Access funding enabled and organized by Projekt 
DEAL.

1286 International Journal of Colorectal Disease (2022) 37:1281–1288

https://doi.org/10.1007/s00384-022-04152-4


1 3

Availability of data and materials The datasets used and analyzed dur-
ing the current study are available from the corresponding author on 
reasonable request.

Declarations 

Ethics approval and consent to participate The study was conducted 
according to the guidelines of the Declaration of Helsinki. The design 
of the trial was discussed with the Ethics Committee of the University 
Hospital Bonn and an approval was waived due to the retrospective 
nature of the study and the refusal to contact patients.

Consent for publication Patient consent was waived due to retrospec-
tive nature of the study and the refusal to contact patients.

Competing interests The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Rami Reddy SR, Cappell MS (2017) A systematic review of the 
clinical presentation, diagnosis, and treatment of small bowel 
obstruction. Curr Gastroenterol Rep 19:28. https:// doi. org/ 10. 
1007/ s11894- 017- 0566-9

 2. Loftus T, Moore F, VanZant E, Bala T, Brakenridge S, Croft C, 
Lottenberg L, Richards W, Mozingo D, Atteberry L et al (2015) A 
protocol for the management of adhesive small bowel obstruction. 
J Trauma Acute Care Surg 78:13–19. https:// doi. org/ 10. 1097/ TA. 
00000 00000 000491

 3. Long B, Robertson J, Koyfman A (2018) Emergency medicine 
evaluation and management of small bowel obstruction: evidence-
based recommendations. J Emerg Med 56:166–176. https:// doi. 
org/ 10. 1016/j. jemer med. 2018. 10. 024

 4. Bower KL, Lollar DI, Williams SL, Adkins FC, Luyimbazi DT, 
Bower CE (2018) Small bowel obstruction. Surg Clin North Am 
98:945–971. https:// doi. org/ 10. 1016/j. suc. 2018. 05. 007

 5. Bauer J, Keeley B, Krieger B, Deliz J, Wallace K, Kruse D, Dallas 
K, Bornstein J, Chessin D, Gorfine S (2015) Adhesive small bowel 
obstruction: early operative versus observational management. Am 
Surg 81:614–620

 6. Jackson P, Vigiola Cruz M (2018) Intestinal obstruction: evalua-
tion and management. Am Fam Physician 98:362–367

 7. Maung AA, Johnson DC, Piper GL, Barbosa RR, Rowell SE, 
Bokhari F, Collins JN, Gordon JR, Ra JH, Kerwin AJ (2012) 
Evaluation and management of small-bowel obstruction: an east-
ern association for the surgery of trauma practice management 
guideline. J Trauma Acute Care Surg 73:362–369. https:// doi. org/ 
10. 1097/ TA. 0b013 e3182 7019de

 8. Vilz TO, Stoffels B, Strassburg C, Schild HH, Kalff JC (2017) 
Ileus in adults. Dtsch Arztebl Int 114:508–518. https:// doi. org/ 
10. 3238/ arzte bl. 2017. 0508

 9. Broek RR, Krielen P, Di Saverio S, Coccolini F, Biffl WL, Ansaloni L, 
Velmahos GC, Sartelli M, Fraga GP, Kelly MD et al (2018) bolo-
gna 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 13:24. https:// doi. org/ 10. 1186/ 
s13017- 018- 0185-2

 10. Tong JWV, Lingam P, Shelat VG (2020) Adhesive small bowel 
obstruction - an update. Acute Med Surg 7:e587. https:// doi. org/ 
10. 1002/ ams2. 587

 11. Millet I, Ruyer A, Alili C, Curros Doyon F, Molinari N, Pages 
E, Zins M, Taourel P (2014) Adhesive small-bowel obstruction: 
value of CT in identifying findings associated with the effective-
ness of nonsurgical treatment. Radiology 273:425–432. https:// 
doi. org/ 10. 1148/ radiol. 14132 872

 12. Nielsen LBJ, Tengberg LT, Bay-Nielsen M (2017) Laparoscopy 
in major abdominal emergency surgery seems to be a safe pro-
cedure. Dan Med 64

 13. Peacock O, Bassett MG, Kuryba A, Walker K, Davies E, 
Anderson I, Vohra RS (2018) Thirty-day mortality in patients 
undergoing laparotomy for small bowel obstruction. Br J Surg 
105:1006–1013. https:// doi. org/ 10. 1002/ bjs. 10812

 14. Cappell MS, Batke M (2008) Mechanical obstruction of the 
small bowel and colon. Med Clin North Am 92:575–597. https:// 
doi. org/ 10. 1016/j. mcna. 2008. 01. 003

 15. Fung BSC, Behman R, Nguyen MA, Nathens AB, Look Hong 
NJ, Pechlivanoglou P, Karanicolas PJ (2020) Longer trials of 
non-operative management for adhesive small bowel obstruction 
are associated with increased complications. J Am Geriatr Soc 
24:890–898. https:// doi. org/ 10. 1007/ s11605- 019- 04156-6

 16. Teixeira PG, Karamanos E, Talving P, Inaba K, Lam L, Demetriades D 
(2013) Early operation is associated with a survival benefit for patients 
with adhesive bowel obstruction. Ann Surg 258:159–465. https:// doi. 
org/ 10. 1097/ SLA. 0b013 e3182 a1b100

 17. Keenan JE, Turley RS, McCoy CC, Migaly J, Shapiro ML,  
Scarborough JE (2014) Trials of nonoperative management 
exceeding 3 days are associated with increased morbidity 
in patients undergoing surgery for uncomplicated adhesive 
small bowel obstruction. J Trauma Acute Care Surg 76:1367–
1372. https:// doi. org/ 10. 1097/ TA. 00000 00000 000246

 18. Schraufnagel D, Rajaee S, Millham FH (2013) How many sun-
sets? Timing of surgery in adhesive small bowel obstruction: a 
study of the nationwide inpatient sample. J Trauma Acute Care 
Surg 74:181–187. https:// doi. org/ 10. 1097/ TA. 0b013 e3182 7891a1

 19. Bickell NA, Federman AD, Aufses AH (2005) Influence of time 
on risk of bowel resection in complete small bowel obstruction. J 
Am Coll Surg 201:847–854. https:// doi. org/ 10. 1016/j. jamco llsurg. 
2005. 07. 005

 20. Fevang BT, Fevang J, Stangeland L, Soreide O, Svanes K, Viste A 
(2000) Complications and death after surgical treatment of small 
bowel obstruction: a 35-year institutional experience. Ann Surg 
231:529–537. https:// doi. org/ 10. 1097/ 00000 658- 20000 4000- 00012

 21. Leung AM, Vu H (2012) Factors predicting need for and delay in 
surgery in small bowel obstruction. Am Surg 78:403–407

 22. Ong M, Guang TY, Yang TK (2015) Impact of surgical delay 
on outcomes in elderly patients undergoing emergency surgery: 
a single center experience. World J Gastrointest Surg 7:208–
213. https:// doi. org/ 10. 4240/ wjgs. v7. i9. 208

 23. Branco BC, Barmparas G, Schnüriger B, Inaba K, Chan LS,  
Demetriades D (2010) Systematic review and meta-analysis of the 
diagnostic and therapeutic role of water-soluble contrast agent in 
adhesive small bowel obstruction. Br J Surg 97:470–478. https:// 
doi. org/ 10. 1002/ bjs. 7019

1287International Journal of Colorectal Disease (2022) 37:1281–1288

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1007/s11894-017-0566-9
https://doi.org/10.1007/s11894-017-0566-9
https://doi.org/10.1097/TA.0000000000000491
https://doi.org/10.1097/TA.0000000000000491
https://doi.org/10.1016/j.jemermed.2018.10.024
https://doi.org/10.1016/j.jemermed.2018.10.024
https://doi.org/10.1016/j.suc.2018.05.007
https://doi.org/10.1097/TA.0b013e31827019de
https://doi.org/10.1097/TA.0b013e31827019de
https://doi.org/10.3238/arztebl.2017.0508
https://doi.org/10.3238/arztebl.2017.0508
https://doi.org/10.1186/s13017-018-0185-2
https://doi.org/10.1186/s13017-018-0185-2
https://doi.org/10.1002/ams2.587
https://doi.org/10.1002/ams2.587
https://doi.org/10.1148/radiol.14132872
https://doi.org/10.1148/radiol.14132872
https://doi.org/10.1002/bjs.10812
https://doi.org/10.1016/j.mcna.2008.01.003
https://doi.org/10.1016/j.mcna.2008.01.003
https://doi.org/10.1007/s11605-019-04156-6
https://doi.org/10.1097/SLA.0b013e3182a1b100
https://doi.org/10.1097/SLA.0b013e3182a1b100
https://doi.org/10.1097/TA.0000000000000246
https://doi.org/10.1097/TA.0b013e31827891a1
https://doi.org/10.1016/j.jamcollsurg.2005.07.005
https://doi.org/10.1016/j.jamcollsurg.2005.07.005
https://doi.org/10.1097/00000658-200004000-00012
https://doi.org/10.4240/wjgs.v7.i9.208
https://doi.org/10.1002/bjs.7019
https://doi.org/10.1002/bjs.7019


1 3

 24. Zins M, Nillet I, Taourel P (2020) Adhesive small bowel obstruc-
tion: predictive radiology to improve patient management. Radiol-
ogy 296:480–492. https:// doi. org/ 10. 1148/ radiol. 20201 92234

 25. Millet I, Sebbane M, Molinari N, Pages-Bouic E, Curros-Doyon 
F, Riou B, Taourel P (2017) Systematic unenhanced CT for acute 
abdominal symptoms in the elderly patients improves both emer-
gency department diagnosis and prompt clinical management. Eur 
Radiol 27:868–877. https:// doi. org/ 10. 1007/ s00330- 016- 4425-0

 26. Reginelli A, Russo A, Pinto A, Stanzione F, Martiniello C,  
Cappabianca S, Brunese L, Squillaci E (2014) The role of com-
puted tomography in the preoperative assessment of gastrointes-
tinal causes of acute abdomen in elderly patients. Int J Surg 12 
Suppl 2:181–186. https:// doi. org/ 10. 1016/j. ijsu. 2014. 08. 345

 27. Rosano N, Gallo L, Mercogliano G, Quassone P, Picascia O, Catalano 
M, Pesce A, Fiorini V, Pelella I, Vespere G et al (2021) Ultrasound 
of small bowel obstruction: a pictorial review. Diagnostics (Basel). 
https:// doi. org/ 10. 3390/ diagn ostic s1104 0617

 28. Tamburrini S, Lugarà M, Iaselli F, Saturnino P, Liguori C, Carbone 
R, Vecchione D, Abete R, Tammaro P, Marano I (2019) Diagnostic 
accuracy of ultrasound in the diagnosis of small bowel obstruction. 
Diagnostics (Basel). https:// doi. org/ 10. 3390/ diagn ostic s9030 088

 29. Krause WR, Webb TP (2014) Geriatric small bowel obstruction: an 
analysis of treatment and outcomes compared with a younger cohort. 
Am J Surg 209:347–351. https:// doi. org/ 10. 1016/j. amjsu rg. 2014. 04. 
008

 30. Van Beekum CJ, Stoffels B, Von Websky M, Dohmen J, Paul CJJ, 
Kalff JC, Vilz TO (2019) Der mechanische Ileus bei geriatrischen 
Patienten : Ätiologie und perioperative Morbidität/Mortalität im 
Vergleich zu einer jüngeren [Mechanical bowel obstruction in 
geriatric patients : Etiology and perioperative morbidity/mortality 
compared with a younger cohort]. Med Klin Intensivmed Notfmed 
115:22–28. https:// doi. org/ 10. 1007/ s00063- 019- 00637-3

 31. Kanasi E, Ayilavarapu S, Jones J (2000) (2016) The aging popula-
tion: demographics and the biology of aging. Periodontol 72:13–
18. https:// doi. org/ 10. 1111/ prd. 12126

 32. Costantino S, Paneni F, Cosentino F (2016) Ageing, metabolism 
and cardiovascular disease. J Physiol 594:2061–2073. https:// doi. 
org/ 10. 1113/ JP270 538

 33. Dindo D, Dernatines N, Clavien PA (2004) Classification of sur-
gical complications: a new proposal with evaluation in a cohort 
of 6336 patients and results of a survey. Ann Surg 240:205–
213. https:// doi. org/ 10. 1097/ 01. sla. 00001 33083. 54934. ae

 34. Kurian AA, Wang L, Grunkemeier G, Bhayani NH, Swanström 
LL (2013) Defining “the elderly” undergoing major gastrointesti-
nal resections: receiver operating characteristic analysis of a large 
ACS-NSQIP cohort. Ann Surg 258:483–489. https:// doi. org/ 10. 
1097/ SLA. 0b013 e3182 a196d8

 35. Jeppesen MH, Tolstrup MB, Kehlet Watt S, Gögenur I (2016) Risk 
factors affecting morbidity and mortality following emergency 
laparotomy for small bowel obstruction: a retrospective cohort 
study. Int J Surg 28:63–68. https:// doi. org/ 10. 1016/j. ijsu. 2016. 02. 
059

 36. Karakaş DÖ, Yeşiltaş M, Gökçek B, Eğin S, Hot S (2019) Eti-
ology, management, and survival of acute mechanical bowel 
obstruction: five-year results of a training and research hospital 
in Turkey. Ulus Travma Acil Cerrahi Derg 25:268–280. https:// 
doi. org/ 10. 14744/ tjtes. 2019. 44834

 37. Santangelo ML, Grifasi C, Criscitiello C, Giuliano M, Calogero 
A, Dodaro C, Incollingo P, Rupealta N, Candida M, Chiacchio G 
et al (2017) Bowel obstruction and peritoneal carcinomatosis in 
the elderly. a systematic review. Aging Clin Exp Res 29:73–78. 
https:// doi. org/ 10. 1007/ s40520- 016- 0656-9

 38. Krouse RS (2019) Malignant bowel obstruction. J Surg Oncol 
120:74–77. https:// doi. org/ 10. 1002/ jso. 25451

 39. Henry JC, Pouly S, Sullivan R, Sharif S, Klemanski D, Abdel-Misih 
S, Arradaza N, Jarjoura D, Schmidt C, Bloomston M (2012) A 

scoring system for the prognosis and treatment of malignant bowel 
obstruction. Surgery 152:747–756. https:// doi. org/ 10. 1016/j. surg. 
2012. 07. 009

 40. Clarke A, Murdoch H, Thomas MJ, Cook TM, Peden CJ (2011) Mor-
tality and postoperative care after emergency laparotomy. Eur J Anaes-
thesiol 28:16–19. https:// doi. org/ 10. 1097/ EJA. 0b013 e3283 3f5389

 41. Ho VP, Schiltz NK, Reimer AP, Madigan EA, Koroukian SM 
(2019) High-risk comorbidity combinations in older patients 
undergoing emergency general surgery. J Am Geriatr Soc 67:503–
510. https:// doi. org/ 10. 1111/ jgs. 15682

 42. Bentrem DJ, Cohen ME, Hynes DM, Ko CY, Bilimoria KY 
(2009) Identification of specific quality improvement opportuni-
ties for the elderly undergoing gastrointestinal surgery. Arch Surg 
144:1013–1020. https:// doi. org/ 10. 1001/ archs urg. 2009. 114

 43. Duron JJ, Du Montcel ST, Berger A, Muscari F, Hennet H, Veyrieres M, 
Hay JM (2008) Prevalence and risk factors of mortality and morbidity 
after operation for adhesive postoperative small bowel obstruction. Am 
J Surg 195:726–734. https:// doi. org/ 10. 1016/j. amjsu rg. 2007. 04. 019

 44. Pisano M, Zorcolo L, Merli C, Cimbanassi S, Poiasina E, Ceresoli 
M, Agresta F, Allievi N, Bellanova G, Coccolini F et al (2018) 
2017 WSES guidelines on colon and rectal cancer emergencies: 
obstruction and perforation. World J Emerg Surg 13:36. https:// 
doi. org/ 10. 1186/ s13017- 018- 0192-3

 45. Laval G, Marcelin-Benazech B, Guirimand F, Chauvenet L, Copel 
L, Durand A, Francois E, Gabolde M, Mariani P, Rebischung C 
et al (2014) Recommendations for bowel obstruction with perito-
neal carcinomatosis. J Pain Symptom Manage 48:75–91. https:// 
doi. org/ 10. 1016/j. jpain symman. 2013. 08. 022

 46. Markogiannakis H, Messaris E, Dardamanis D, Pararas N, 
Tzertzemelis D, Giannopoulos P, Larentzakis A, Lagoudianakis 
E, Manouras A, Bramis I (2007) Acute mechanical bowel obstruc-
tion: clinical presentation, etiology, management and outcome. 
World J Gastroenterol 13:432–437. https:// doi. org/ 10. 3748/ wjg. 
v13. i3. 432

 47. Budzyński P, Pędziwiatr M, Kenig J, Lasek A, Winiarski M, 
Major P, Wałęga P, Natkaniec M, Rubinkiewicz M, Rogala J et al 
(2016) Gastrointestinal obstruction in patients previously treated 
for malignancies. Pol Przegl Chir 88:93–98. https:// doi. org/ 10. 
1515/ pjs- 2016- 0033

 48. Fukuda N, Wada J, Niki M, Sugiyama Y, Mushiake H (2012) 
Factors predicting mortality in emergency abdominal surgery in 
the elderly. World J Emerg Surg 7:12. https:// doi. org/ 10. 1186/ 
1749- 7922-7- 12

 49. Laurell H, Hansson L-E, Gunnarsson U (2006) Acute abdominal 
pain among elderly patients. Gerontology 52:339–344. https:// doi. 
org/ 10. 1159/ 00009 4982

 50. Kuznetsova T (2018) Sex differences in epidemiology of cardiac 
and vascular disease. Adv Exp Med Biol 1065:61–70. https:// doi. 
org/ 10. 1007/ 978-3- 319- 77932-4_4

 51. Nedkoff L, Goldacre R, Greenland M, Goldacre MJ, Lopez D, 
Hall N, Knuiman M, Hobbs M, Sanfilippo FM, Wright FL (2019) 
Comparative trends in coronary heart disease subgroup hospi-
talisation rates in England and Australia. Heart 105:1343–1350. 
https:// doi. org/ 10. 1136/ heart jnl- 2018- 314512

 52. Krstic S, Resanovic V, Alempijevic T, Resanovic A, Sijacki A, Djukic 
V, Loncar Z, Karamarkovic A (2014) Hartmann’s procedure vs loop 
colostomy in the treatment of obstructive rectosigmoid cancer. World 
J Emerg Surg 9:52. https:// doi. org/ 10. 1186/ 1749- 7922-9- 52

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

1288 International Journal of Colorectal Disease (2022) 37:1281–1288

https://doi.org/10.1148/radiol.2020192234
https://doi.org/10.1007/s00330-016-4425-0
https://doi.org/10.1016/j.ijsu.2014.08.345
https://doi.org/10.3390/diagnostics11040617
https://doi.org/10.3390/diagnostics9030088
https://doi.org/10.1016/j.amjsurg.2014.04.008
https://doi.org/10.1016/j.amjsurg.2014.04.008
https://doi.org/10.1007/s00063-019-00637-3
https://doi.org/10.1111/prd.12126
https://doi.org/10.1113/JP270538
https://doi.org/10.1113/JP270538
https://doi.org/10.1097/01.sla.0000133083.54934.ae
https://doi.org/10.1097/SLA.0b013e3182a196d8
https://doi.org/10.1097/SLA.0b013e3182a196d8
https://doi.org/10.1016/j.ijsu.2016.02.059
https://doi.org/10.1016/j.ijsu.2016.02.059
https://doi.org/10.14744/tjtes.2019.44834
https://doi.org/10.14744/tjtes.2019.44834
https://doi.org/10.1007/s40520-016-0656-9
https://doi.org/10.1002/jso.25451
https://doi.org/10.1016/j.surg.2012.07.009
https://doi.org/10.1016/j.surg.2012.07.009
https://doi.org/10.1097/EJA.0b013e32833f5389
https://doi.org/10.1111/jgs.15682
https://doi.org/10.1001/archsurg.2009.114
https://doi.org/10.1016/j.amjsurg.2007.04.019
https://doi.org/10.1186/s13017-018-0192-3
https://doi.org/10.1186/s13017-018-0192-3
https://doi.org/10.1016/j.jpainsymman.2013.08.022
https://doi.org/10.1016/j.jpainsymman.2013.08.022
https://doi.org/10.3748/wjg.v13.i3.432
https://doi.org/10.3748/wjg.v13.i3.432
https://doi.org/10.1515/pjs-2016-0033
https://doi.org/10.1515/pjs-2016-0033
https://doi.org/10.1186/1749-7922-7-12
https://doi.org/10.1186/1749-7922-7-12
https://doi.org/10.1159/000094982
https://doi.org/10.1159/000094982
https://doi.org/10.1007/978-3-319-77932-4_4
https://doi.org/10.1007/978-3-319-77932-4_4
https://doi.org/10.1136/heartjnl-2018-314512
https://doi.org/10.1186/1749-7922-9-52

	Surgical treatment of mechanical bowel obstruction: characteristics and outcomes of geriatric patients compared to a younger cohort
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Results
	Demographics (patient collective)
	Outcome
	Primary outcome
	Secondary outcome

	Admitting characteristics for patients with bowel obstruction
	Time from presentation to the ED to surgery
	Etiology and intraoperative findings
	Further analysis of the geriatric patients

	Discussion
	Conclusion
	References


