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Postoperative ileus is a common and signi�cant complication following abdominal surgery, 

particularly after exploratory laparotomy. It is characterized by a temporary impairment of 

gastrointestinal motility leading to delayed passage of bowel contents, abdominal distension, 

nausea, vomiting, and prolonged hospital stay. Identifying the frequency of postoperative ileus 

after exploratory laparotomy is essential for understanding its clinical burden and for improving 

perioperative management strategies aimed at reducing postoperative morbidity. Objectives: 

To determine the frequency of postoperative complications in patients undergoing emergency 

exploratory laparotomy for non-traumatic ileal perforation. Methods: This Analytical cross-

sectional study was conducted from 15th July 2025 to 16th October 2025 at the Department of 

Surgery, Lady Reading Hospital, Peshawar. A total of 115 patients, aged 18–65 years, undergoing 

exploratory laparotomy were included using non-probability consecutive sampling. Results: 

The mean age was 41.08 ± 14.05 years, and 64.3% were male. Wound infection was the most 

frequent postoperative complication observed in 33 patients (28.7%), followed by peristomal 

excoriation in 19 (16.5%), postoperative ileus in 18 (15.7%), wound dehiscence in 13 (11.3%), and 

�stula formation in 3 patients (2.6%). Conclusions: Postoperative ileus remains a considerable 

complication after exploratory laparotomy. Diabetes, hypertension, obesity, and older age are 

important predictors.
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Postoperative ileus is a common complication occurring 

after exploratory laparotomy. [1] It is de�ned as a 

temporary impairment of bowel motility following surgical 

intervention, resulting in delayed passage of �atus and 

stool, abdominal distension, nausea, and vomiting [1]. After 

exploratory laparotomy, handling of bowel loops, exposure 

of the peritoneal cavity, and tissue trauma lead to 

neurogenic and in�ammatory responses that suppress 

coordinated peristalsis [2]. The condition is usually 

transient but can signi�cantly prolong hospital stay and 

increase patient discomfort. Clinically, patients present 

with a bloated abdomen, absent or hypoactive bowel 

sounds, intolerance to oral intake, and sometimes 

nasogastric aspirate persistence [3]. The pathophysiology 

of postoperative ileus is multifactorial. Surgical stress 

activates the sympathetic nervous system, which inhibits 

gastrointestinal motility [4]. In addition, in�ammatory 

mediators such as cytokines and prostaglandins are 

released due to bowel manipulation, causing smooth 

muscle dysfunction [4]. Use of opioid analgesics further 

worsens ileus by acting on μ-receptors in the gut wall, 

decreasing peristaltic activity [5]. Electrolyte imbalance, 

especially hypokalemia, and intra-abdominal infection may 

also contribute to prolonged ileus.[6] Small intestine 

motility usually recovers within 24 hours, stomach within 

24–48 hours, while colonic activity may take 48–72 hours or 

longer after major abdominal surgery [7]. Management of 

postoperative ileus is mainly supportive and preventive. 

Early mobilization, early enteral feeding when tolerated, 

and minimizing opioid use are important strategies [8]. 
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Multimodal analgesia and the use of epidural anesthesia 

can help reduce opioid requirements. Nasogastric 

decompression is not routinely recommended but may be 

required in patients with persistent vomiting or severe 

distension [9]. Correction of �uid and electrolyte 

imbalance is essential. Enhanced Recovery After Surgery 

(ERAS) protocols have shown a reduction in duration of 

ileus and hospital stay by promoting early ambulation, early 

feeding, and optimal pain control [10, 11]. Careful surgical 

technique with minimal bowel handling during exploratory 

laparotomy also plays a signi�cant role in prevention [12].

Despite its clinical relevance, limited regional data are 

available regarding the frequency and associated factors 

of postoperative ileus in patients undergoing exploratory 

laparotomy in Peshawar. Variations in demographic 

characteristics, comorbidity pro�les, nutritional status, 

and perioperative management may in�uence the 

occurrence of postoperative ileus. This study aimed to 

determine the frequency of postoperative ileus after 

exploratory laparotomy and to assess its association with 

selected demographic and clinical factors in a tertiary care 

hospital setting.

assessed clinically and through serum electrolyte 

measurements, and identi�ed abnormalities were 

corrected before surgery. All procedures were performed 

under standardized general anesthesia. Perioperative use 

of prokinetic agents was not routine and was reserved for 

selected postoperative cases based on clinical judgment. 

Surgeries were conducted by consultant surgeons or 

senior surgical residents under direct consultant 

super vision. The degree of intraoperative bowel 

manipulation was documented as minimal or extensive 

based on operative �ndings. Operative details, including 

bowel resection, anastomosis, or stoma formation, were 

recorded. The term emergency laparotomy here meant a 

surgical opening of the abdominal cavity done quickly to 

manage sudden and life-threatening illness. Non-

traumatic ileal perforation is a condition where the lower 

small intestine is perforated without external injury, 

presenting with abdominal pain above 3 on the visual 

analog scale, with tenderness, rigidity, and a gas shadow 

seen under the diaphragm on X-ray. Before starting data 

collection, every patient had been informed about the 

purpose and safety of the study, and a written consent had 

been taken from them or their attendant. They were 

assured that no extra harm or risk would come because of 

participation. After surgery, each patient was assessed by 

a consultant surgeon with more than �ve years of post-

fellowship experience. The assessment involved full 

medical history, physical check, and inspection of the 

operative wound at regular intervals up to 45 days after 

surgery. Wound infection was considered when discharge 

with pus, along with redness, warmth, swelling, and pain of 

more than 3 on the pain scale, was observed. Peristomal 

excoriation was identi�ed when the skin around the stoma 

showed irritation, ulcer, or wet lesion. Wound dehiscence 

was noted when the wound edges got separated or opened. 

Prolonged ileus was recognized if X-ray showed dilated 

intestinal loops with �uid levels, together with a distended 

abdomen and less bowel sound. Fistula formation was 

recorded when any abnormal opening was seen 

discharging continuously with irritation of the nearby skin. 

These were the outcome variables of the research and 

were observed as per the de�nitions mentioned.

All data were analyzed using SPSS version 23.0. Variables 

like age, BMI, and duration of surgery were shown as Mean ± 

SD. And qualitative variables were presented in the form of 

frequency and percentage. Demographic variables were 

strati�ed, and the results were analyzed by using the Chi-

square test, with a p-value equal to or less than 0.050 taken 

as signi�cant.

This analytical cross-sectional study was conducted from 

15th July 2025 to 16th October 2025 at the Department of 

Surgery, Lady Reading Hospital, Peshawar. Ethical 

approval was obtained from the Ethics Review Board of 

Lady Reading Hospital (Ref No: 217/LRH/MTI) and the CPSP 

no: CPSP/REU/SGR-2021-022-13041. The sample size was 

calculated using the standard formula for estimation of a 

single population proportion: n = Z² × P × (1 − P) / d², where n is 

the required sample size, Z is the standard normal deviate 

corresponding to a 95% con�dence level (Z = 1.96), P was 

the expected frequency of postoperative ileus (25.5%) [13], 

and d was the absolute precision (8%). Based on these 

parameters, the calculated sample size was 115 patients. 

Participants were enrolled using a non-probability 

consecutive sampling technique. Inclusion criteria 

comprised male and female patients aged 18–65 years who 

had non-traumatic ileal perforation and had undergone 

emergency laparotomy and were part of this study. 

Exclusion criteria included pregnant patients, those with 

known gastrointestinal motility disorders, a history of 

previous major abdominal  surger y,  pre-existing 

mechanical bowel obstruction, in�ammatory bowel 

disease, malignancy-related obstruction, and patients 

requiring re-exploration within 72 hours postoperatively. 

Al l  patients received standardized preoperative 

preparation according to departmental protocols, 

including overnight fasting, clinical assessment of 

nutritional status, and routine laboratory investigations. 

Preoperative nutritional and electrolyte status was 
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