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Case Report

A rare case of spontaneously resolved gastric outlet obstruction
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ABSTRACT

Purpose: Gastric outlet obstruction (GOO) rarely occurs after surgery. Even rarer, in cases of living donor
liver transplantation (LDLT). Adhesive bands causing obstruction can be managed conservatively, failing
so, will require surgical intervention. We describe a rare case of GOO due to adhesion band that resolved
spontaneously after more than a month of conservative management.

Method: A 71-year-old gentleman undergone living donor liver transplantation (LDLT) in our institution.
2 months post-operatively, he developed gastric outlet obstruction. Water soluble contrast meal performed

Spontaneous revealed hold up of contrast in first and second portion of duodenum (D1/D2) likely due to adhesions.
Resolved Results: He was started on total parenteral nutrition (TPN) to build up his nutritional status and planned
for gastric-jejunal (GJ) bypass as his symptoms did not resolve after a week. However, one month later,
his condition improved drastically, and he was able to tolerate diet. A repeat water-soluble contrast meal
showed a complete resolution of GOO more than 1 month after clinical presentation.
Conclusion: In the event gastric outlet obstruction in a malnourished patient, conservative treatment with

TPN and ‘drip and suck’ may be beneficial and can lead to spontaneous resolution without surgery

required.

© 2019 Tan Hiang. Hosting by Science Repository.

Introduction

Intestinal obstruction following surgery occurred commonly due to
adhesions [1]. It can initially be treated conservatively with the “drip and
suck” method that will result in resolution of symptoms. In cases where
conservative management fail, surgery is the mainstay of treatment. The
threshold for surgery is usually 5-7 days. We report a rare case of
spontaneously resolved intestinal obstruction 1 month after presentation.

Case Report

A T1-year-old gentleman with past medical history of chronic hepatitis
B complicated with multifocal hepatocellular carcinoma underwent
living donor liver transplant (LDLT) in our institution. He had a stormy
post-operative period with bile leak from both ductal system as well as
intra-abdominal collections. He was treated with percutaneous drainage
of abdominal collections and endoscopic retrograde
cholangiopancreatography (ERCP) with insertion of stent into the
common bile duct bypassing both leaks.

During follow up computed tomography (CT) scan of liver 2 months’
post-transplant, he was found to have stenosis of the transplanted hepatic
artery and was thus admitted under Transplant Surgery care for further
evaluation and treatment. He was started on intravenous (IV) heparin
which was subsequently converted to subcutaneous enoxaparin. During
the same admission, he also developed gastric outlet obstruction (GOO)
with symptoms of persistent vomiting and high nasogastric tube (NGT)
aspirates. Two nasojejunal tube (NJT) insertion under fluoroscopic
guidance was attempted but failed. He was found to have oedematous
pylorus and a possible D1/D2 stricture.

He was then started on total parenteral nutrition (TPN) to improve his
nutritional for pre-op optimization. His albumin level at that point of
time was only 26 g/dl. His transaminases were also elevated, ranging
between 350 -4001U/I. Other laboratory investigations were
unremarkable. Water soluble contrast meal revealed a hold up in D1/D2
likely due to adhesions and stricture (Figure 1). Trials of oral feeds were
attempted gradually. His condition was variable throughout the
admission as he had alternating days of good tolerance of oral feeds with
days of persistent vomiting. A repeat water-soluble contrast meal which
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was conducted 3 weeks later still showed persistent held up in the D1/D2
region.

He was then planned for a gastro-jejunal (GJ) bypass as his condition
will unlikely improve. Miraculously, over the course of a week, his
condition improved drastically with no episode of vomiting. His oral
intake was escalated to soft diet and he was able to tolerate well. Repeat
water soluble contrast study showed complete gastric emptying of
contrast at 4 hours with no evidence of gastric outlet obstruction (Figure
2). The previously noted narrowing of the duodenal calibre had also
disappeared and the small bowel transit time is normal. His GOO had
spontaneously resolved after more than 1 month of clinical presentation.

Figure 2: Complete gastric emptying with no evidence of gastric outlet
obstruction

Discussion

Gastric outlet obstruction (GOO) is a clinical syndrome comprising of
abdominal pain and postprandial vomiting due to mechanical
obstruction. The incidence of intestinal obstruction after abdominal
operations is reported to be about 3-5 % [2]. Intestinal obstruction after
LDLT is even rarer, reported to be about 1.2 % [3]. Different causes of
intestinal obstruction after LDLT have been reported. Intestinal
obstruction due to incarcerated Petersen’s hernia following Roux-en-Y
hepaticojejunostomy for biliary reconstruction, diaphragmatic hernia,
enterolith causing obstruction and internal hernia of small bowel around
trans-anastomotic biliary catheter had all been reported in the literature
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[2, 4-7]. In our case, the cause of intestinal obstruction is likely due to
adhesions based on the onset of symptoms 2 months after surgery.

The mainstay of diagnosis for GOO is water soluble contrast studies. It
is a well-known therapeutic and diagnostic tool. The appearance of
water-soluble contrast in the colon on a plain abdominal X ray within 24
hours of its administration predicts resolution of intestinal obstruction
[8]. Recommendations on duration of conservative management were
variable. Some suggested a short observation of 24-48 hours while some
authors suggest a longer duration, with the upper limit of 5 days [9].
However, if the symptoms prolonged beyond one week, it is unlikely to
resolved. The peculiarity in our case was that his symptoms persisted for
more than a month, and while surgery was planned with pre-op
nutritional support, he achieved full resolution of symptoms.

Surgery is the mainstay of treatment for non-resolving gastric outlet
obstruction secondary to adhesion. As in our case, his symptoms
persisted for 1 month without any signs of resolution. Gastrojejunostomy
(GJ) has been proven to show favourable outcome and relieves many
symptoms [1]. In a report by Blachar et al, a total of 19 patients had
bowel obstruction after liver transplantation and only two resolved
without surgery [3]. However, to our surprise, his condition improved,
and his symptoms resolved spontaneously while we were building up his
nutrition for surgery. Our hypothesis is that the adhesion bands could
have resolved due to the ongoing immunosuppressant. Another
probability could be shrinkage of part of the liver from hepatic artery
stenosis causing less obstruction on the duodenum.

Conclusion

To our knowledge, this is the first case of gastric outlet obstruction
spontaneously resolved 1 month after presentation. The added rarity of
this case is our patient had undergone living donor liver transplant and
no similar case had been reported in the literature. We concluded that
gastric outlet obstruction secondary to adhesion band in D1/D2 can
resolve spontaneously following a period of conservative management.
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