
Case Report

Postoperative Bowel Obstruction as a
Rare Complication of an Abdominal
Drain
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Although routine intra-abdominal drain insertion following surgery represents a common practice worldwide, its utility has been ques-
tioned during the last decades. Several comparative studies have failed to document significant benefits from routine draining, and drain
insertion has been correlated with various complications as well. Drain-related complications include, but are not limited, to infection,
bleeding, and tissue erosion. Herein, we present the case of a 32-year-old patient with perforated peptic ulcer and purulent peritonitis,
whose postoperative course was complicated by early mechanical bowel obstruction due to an abdominal drain. A high level of clinical
suspicion, along with accurate imaging diagnosis, dictated prompt removal of the drain, which resulted in immediate resolution of the
patient’s symptoms. We aim to increase the clinical awareness of this rare complication related to intra-abdominal drain utilization with
this report.
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Introduction
Routine intra-abdominal drain insertion following surgery
represents a common practice worldwide, although there
is growing evidence that not only does it add no bene-
fit, but may actually increase patients’ morbidity. Drain-
related complications include, but are not limited to, infec-
tion, bleeding, and tissue erosion. Herein, we present the
case of a patient with perforated peptic ulcer who was sur-
gically treated in our department, and whose postoperative
coursewas complicated by earlymechanical bowel obstruc-
tion due to an abdominal drain.

Case Presentation
A 32-year-old male patient presented to the Emergency
Department complaining of severe generalized abdominal
pain. Past medical history was unremarkable apart from
habitual smoking. The patient referred to gradual onset
of pain starting 3 days prior to presentation, with sudden
worsening during the last 12 hours. Upon presentation, the
patient’s vital signs were within normal limits except for
tachycardia (110 bpm). Clinical examination revealed typ-
ical signs of diffuse peritonitis, and an upright chest radio-
graph indicated the presence of subdiaphragmatic free gas
(Fig. 1). The patient underwent emergent exploratory la-
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parotomy during which generalized purulent peritonitis was
encountered secondary to duodenal ulcer perforation. Ulcer
oversewing with omental patch reinforcement and abdom-
inal washout with copious amounts of saline were under-
taken. Two drains were inserted in the abdominal cavity:
a penrose drain near the perforation site and a soft silicone
tube in the pouch of Douglas.

Fig. 1. Erect postero-anterior chest radiograph. Note the pres-
ence of subdiaphragmatic air (arrows) outlining the inferior sur-
face of the right hemidiaphragm. The lungs and pleural spaces are
clear. L, left.
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The postoperative course was initially uneventful. Return
of bowel function was noticed on the 4th postoperative day
and the patient was allowed to initiate oral intake of clear
liquids. On the 5th postoperative day, the patient started
complaining of colicky abdominal pain, distention, nau-
sea, and vomiting. Clinical examination revealed high-
pitched bowel sounds and diffuse tenderness without peri-
toneal signs. An upright abdominal film showed dilated
small bowel loops with multiple air-fluid levels (Fig. 2).
An abdominal computed tomography (CT) scan with orally
administered contrast agent was performed, and confirmed
the diagnosis of mechanical small bowel obstruction due to
bowel twisting around the pelvic drainage tube (Fig. 3).
The drain was promptly removed and the patient’s symp-
toms resolved soon after. On the 6th postoperative day, the
patient was started on liquids without any complaints and
was quickly advanced on a solid diet. Finally, the patient
was discharged on the 7th postoperative day.

Fig. 2. Upright postero-anterior abdominal radiograph. Note
the presence of multiple dilated loops of small bowel with air-fluid
levels of differential height (arrows), measuring up to 3.9 cm in
width. R, right.

Discussion
The use of surgical drains was first described by Hip-
pocrates and has been advocated by the majority of sur-
geons over centuries as a simple technique for prevention
and early detection of complications after abdominal oper-
ations. However, during the last decades, their utility has
been questioned. In this regard, several comparative stud-
ies have raised the issue of the added value of drain inser-
tion considering the potential complications related to their

utilization. For the majority of abdominal procedures, es-
pecially cholecystectomy and colorectal surgery, system-
atic reviews andmeta-analyses have failed to document sig-
nificant benefits from routine draining [1, 2, 3, 4, 5, 6].
Moreover, intra-abdominal drain insertion has been corre-
latedwith various complications, including hemorrhage, in-
cisional hernias, infection, foreign body reactions, tissue
erosion, and increased postoperative pain [1].
Drain-related postoperative bowel obstruction, as in the
present case, represents a very rare complication typically
occurring in the early postoperative period. Potential mech-
anisms of mechanical bowel obstruction due to an abdom-
inal drain include twisting of a bowel loop around the
catheter or herniation of the small bowel mesentery into
the side holes of the catheter. This condition has to be dif-
ferentiated from prolonged postoperative ileus, which has
a benign and self-limited course. Distinguishing between
these two entities may be rather challenging, since they
commonly share similar clinical manifestations. A high
degree of clinical suspicion is required for this rare entity,
due to lack of specific signs and symptoms. The only fact
that could serve as a key indicator for drain-related bowel
obstruction is the late onset of symptoms, after the return
of bowel function, which excludes prolonged postopera-
tive ileus. However, diagnosing postoperative mechanical
bowel obstruction is of crucial importance, as it is more
likely to necessitate intervention than prolonged postoper-
ative ileus which usually resolves spontaneously.
To the best of our knowledge, only a few cases of drain-
associated bowel obstruction have been reported in the lit-
erature so far. The first report was made by Nehme [7] in
1973 on a patient with ileal conduit urinary diversion whose
obstruction was relieved after removal of the negative suc-
tion drain. Later, in 2007, Rogers et al. [8] reported a
patient with postoperative bowel obstruction after laparo-
scopic Roux-en-Y gastric bypass; CT demonstrated a loop
of bowel twisting around the abdominal drainage catheter.
Patient’s symptoms resolved after drain removal [8]. In
2009, Poon et al. [9] reported small bowel mechanical ob-
struction due to herniation of the small bowel mesentery
into the side holes of a silicone intra-abdominal drain af-
ter laparoscopic colectomy. In 2014, Darshak Shah et al.
[10] described a case of bowel obstruction by a Jackson-
Pratt drain after low anterior resection. In 2015, Salati et al.
[11] reported a suction drain-related case of bowel obstruc-
tion after bladder rupture repair. More recently, in 2019, Al
Khaldi et al. [12] reported another case of hepaticojejunos-
tomy afferent limb obstruction caused by a Jackson-Pratt
drain. Finally, in 2020, Su et al. [13] published two cases of
drain-associated bowel obstruction after robot-assisted la-
paroscopic radical prostatectomy and bilateral pelvic lymph
node dissection.
It has to be stressed that in the majority of published cases
the diagnosis of drain-related bowel obstruction was made
at reoperation. Only in three patients, the offending drain
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Fig. 3. Contrast-enhanced computed tomography in the portal venous phase obtained on the 5th postoperative day. (A) Axial
image of the upper abdomen reveals multiple, distended small bowel loops with air-fluid levels (thick arrows) measuring up to 4.2 cm in
width. The descending colon appears collapsed (curved arrow), whereas the ascending colon still contains fluid material (asterisk) due
to the early onset of bowel obstruction. The hyperdense formation (thin arrow) corresponds to a penrose catheter. (B) Axial image of the
lower abdomen shows a point of transition from dilated to normal-caliber small bowel (thick arrow) located at the distal ileum. Distal
to the transition site, an ileal loop (thin arrows) can be seen twisting around an intra-abdominal drain (curved arrow). (C) Reconstructed
image in the sagittal plane shows the course of the ileal loop (thin arrows) distal to the transition site (thick arrow) running caudal and
anterior to the intra-abdominal catheter (curved arrow).

was removed without the need for reoperation, as in the
present case. In one of them, CT imaging demonstrated
the causative factor, whereas in another patient, the surgical
team removed the drain based on their previous empirical
experience. In our case, the patient’s clinical course was
not suggestive neither of prolonged postoperative ileus, as
bowel function had already returned, nor of other probable
causes of postoperative bowel obstruction, including intra-
abdominal abscess or adhesions. Consequently, a clinical
awareness of this rare cause of early postoperative bowel
obstruction led the surgical team to address a specific ques-
tion to the radiologist. Imaging diagnosis was accurate and
was confirmed by the patient’s final outcome.

Conclusion
In conclusion, despite the fact that drain insertion after ab-
dominal operations represents a common practice, its use
should not be routine and should always be individualized,
and one should be focused on its prompt removal. Even
if drain insertion is deemed necessary by the surgeon, a
high level of clinical suspicion regarding potential associ-
ated complications, such as bowel obstruction, should be
maintained.
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