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Manual physical therapy clears adhesive bowel obstruction and
strictures in a patient with Crohn’s disease
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ABSTRACT

A woman with Crohn’s disease with prior resection presented
with a one-year history of persistent abdominal pain. The small
bowel follow-through radiograph demonstrated the presence of
two strictures in the small intestine due to adhesive scarring.
Opting for conservative management, the patient underwent a
specialized manual physical therapy regimen. Following treatment, the patient experienced significant decrease of abdominal
pain and improved biomechanical function. Radiologic imaging
revealed complete resolution of both strictures. Manual physical
therapy may be a viable non-operative option to manage small
bowel strictures or obstruction.
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BACKGROUND
Intraperitoneal adhesions carry significant
morbidity, accounting for the majority of
mechanical small bowel obstructions (SBO).
Current management for SBO includes
intravenous fluids, often use of nasogastric
suction, and close observation. This is followed
by surgical lysis of adhesions if the obstruction
fails to resolve. Repeated surgery in Crohn’s
disease can lead to short bowel syndrome.
Intraperitoneal adhesions are pathologic
strands of fibrous scar tissue that form between
the peritoneum, omentum, and bowel loops.
Adhesions are an undesirable corollary of the
normal healing response to peritoneal tissue
damage incurred by surgery, radiation,
infection, or trauma.[1,2]
Adhesions can
significantly alter spatial anatomy, resulting in
obstruction
and
technically
challenging
surgeries in the future.[3,4] Adhesions account
for 50 to 80% of mechanical small bowel
obstruction (SBO).[5,6] Among SBO secondary
to adhesions, it is estimated that 85% are
caused by intra-abdominal surgery, 10% follow
peritonitis, and 5% are due to an idiopathic or
congenital etiology.[7]
Mechanical SBO occurs when there is a partial
or complete intraluminal blockage of content
flow.[8] Luminal blockage leads to proximal
dilation of the bowel with decompressive
collapse distal to the obstruction. If severe, the
bowel may become strangulated with
subsequent ischemia, necrosis, and perforation
leading to a significantly elevated risk of
mortality.[9,10] Current guidelines outlining the
management of SBO are based on the etiology,
severity, and location.[11,12,13] Consensus
evidence-based management of SBO remains
elusive, with high variability among clinical
practices.
We describe a patient with two strictures in the
small bowel secondary to postoperative
adhesions in which the strictures and
adhesions were successfully treated non-

surgically using an
physiotherapy regimen.

innovative,

manual

CASE PRESENTATION
A 37 year old G3P2 female presented to her
gastroenterologist with a one-year history of
persistent abdominal pain. She had been
diagnosed with Crohn’s disease 19 years
earlier, resulting in resection of six inches of her
terminal ileum. She reported being entirely
symptom-free until one year prior when she
suddenly began experiencing intermittent, dull
and aching pain (4/10) in her right lower
quadrant. Pain occasionally transitioned to
sharp, shooting sensations (8/10) with radiation
into the right upper quadrant of her abdomen
and lumbar area. She endorsed postprandial
exacerbation of her symptoms with some high
fiber foods. On her worst days, the patient
reported a functional decline to near 50% in
performing activities of daily living. Review of
symptoms was positive for dyspareunia and
urinary frequency.
Past medical history was remarkable for
hypertension and Crohn’s disease. Surgical
history was significant for perirectal cyst
removal five years prior, C-section with
adhesiolysis 10 years prior, appendectomy with
bowel resection 19 years prior, and inguinal
hernia repair over 30 years before. Abnormal
physical exam findings included mild abdominal
distention and right lower quadrant tenderness
to palpation.
INVESTIGATIONS
Colonoscopy performed shortly after her initial
presentation demonstrated normal mucosa and
diameter throughout the colon, anastomosis,
and neoterminal ileum. One of the authors (LW,
Gastroenterology) reviewed the photographs
from this exam and agreed with the findings. A
small-bowel follow-through revealed two
strictures in separate areas of the bowel
(Figures 1A and 2A).
DIFFERENTIAL DIAGNOSIS
Differential diagnosis of obstructions in Crohn’s
disease
includes
fibrotic
strictures,
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inflammatory tissue in the wall of the intestine,
inflammatory mass surrounding the intestine,
adenocarcinoma,
lymphoma,
adhesions
surrounding the intestine, and extrinsic
adhesions pulling the intestine into a sharp turn.
TREATMENT
The patient underwent a six-week prednisone
challenge to determine if her jejunal narrowing
was due to inflammation rather than scar
tissue. She experienced no alleviation of
symptoms during this period, therefore was
subsequently referred for surgical consultation.
A surgeon recommended resection of the
stricture. Preferring to pursue non-operative
management, she sought out alternative
therapy via an Internet search. She came
across a manual physiotherapy known as the
Clear Passage Approach (CPA) which has
previously
been
shown
to
decrease
abdominopelvic adhesions [34-37].
Five months after the small-bowel followthrough, she initiated treatment with CPA. This
method is an intensive, whole-body, manual
physical therapy regimen designed to decrease
and reverse the bonding of collagenous
crosslinks which are at the core of adhesion
formation. The amount of force and time the
force was applied to each area was maintained
within the tolerance of the subject. In total, the
patient participated in twenty hours of CPA over
the span of four consecutive days. The patient
was further instructed in self-treatment
techniques as well as body and spinal
mechanics,
core
stabilization,
posture
correction, pelvic floor strengthening, urge
suppression, and functional ADL training. All
procedures were performed in accordance with
guidelines of the American Physical Therapy
Association.
OUTCOME AND FOLLOW-UP
Following treatment, the patient reported
complete decrease in right lower quadrant and
lumbar pain and tenderness. She experienced
a decreased frequency of night-time urination.
Pain associated with bowel movements also

subsided; however, her stools had become less
regular. Functional status improved, with
patient able to walk for longer periods.
Furthermore,
the
patient
demonstrated
objective improvements in spinal range of
motion and biomechanics, with a marked
decrease in tenderness to palpation. Repeat
small-bowel follow-through following therapy
demonstrated resolution of both narrowed
areas (Figures 1B and 2B).
DISCUSSION
Conservative, non-operative management can
be a viable approach to managing low-risk,
symptomatic SBO, however, success varies
with the etiology.[14] In the setting of adhesive
partial SBO, a conservative approach has been
shown to be successful in 65 to 80% of cases,
with a relatively low overall incidence of
ischemia ranging from 3 to 6%.[15-19] While
this approach is more tenuous in patients with
complete SBO, some studies still report nonoperative management to be successful in 41
to 73% of these cases.[20] In all cases, failure
of non-operative management quickly portends
surgical intervention per current guidelines.
In non-emergent cases, this is less than ideal
for a multitude of reasons that include
prolonged hospital stays, increased costs, and
more frequent 30-day readmissions.[21]
Furthermore, intra-abdominal surgery is wellestablished as the most common etiology of
adhesions, with subsequent interventions
associated with increased risk.[22] Long-term
benefits from this surgical approach are also
unconvincing,
with
many
patients
reexperiencing abdominal pain only one year
after surgery, often due to worsening or de
novo formation of additional adhesions.[23-25]
In the present case, we reported the use of an
innovative soft tissue therapy to treat a female
with a one-year history of abdominal pain
caused by two small-bowel narrowed areas
secondary to surgically-induced adhesions.
After 20 hours of intensive, individualized
manual physical therapy performed over four
consecutive days with a focus on deforming
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and detaching adhesive crosslinks, this patient
experienced near complete resolution of her
chronic pain that coincided with radiographic
resolution of both of the previously identified
small intestine strictures. The clinical findings
suggest that external adhesions were affecting
the diameter of the neoterminal.
Manual physiotherapy has been previously
reported as successful in treating adults with a
spectrum of adhesive pathologies spanning
orthopedics,
radiculopathy,
and
female
infertility.[26-33] Furthermore, the manual
physiotherapy regimen utilized in the current
study, CPA, has previously been shown
effective in disrupting adhesions, decreasing
pain, and improving the overall quality of life in
patients with recurrent SBO.[34-37] CPA
integrates techniques from an array of manual
modalities to optimize individualized treatment,
focusing intently on the patient’s specific areas
of restriction. Application of a variety of sitespecific pressures across restrictive bands of
adhered tissues and structures are employed,
progressing
from
superficial
to
deep

tissues.[38] Furthermore, peri-visceral and
interstitial adhesions are addressable via the
CPA technique, while limited organ motility was
treated
using
visceral
manipulation.[39]
Ultimately, the CPA regimen is designed to
facilitate the manual deformation of adhesions
for increased mobility of affected tissues and
organs. While focused on deforming and
detaching fibrous adhesions, the non-invasive
nature of this approach does not appear to
promote new adhesive formation.
The current case discussion, in combination
with the previously established success of sitespecific manual physiotherapy in treating a
wide array of intra-abdominal adhesive
pathologies, warrants further attention. The
patient discussed here was scheduled for
additional surgery and at risk for entering a
perpetual cycle of symptom exacerbation,
decreased quality of life, and adhesiolysis.
Avoidance of this vicious predisposition in even
a subset of patients holds significant value in
alleviating a significant burden of comorbidity,
cost, and healthcare resources.

Figure 1. A. Magnified spot image of the right lower quadrant from a small bowel follow through
with paddle compression demonstrates a short segment stricture of the neoterminal ileum [white
arrow]; B. Overhead radiograph from a small bowel follow through demonstrates resolution of the
neoterminal ileal narrowing [white arrow] after physiotherapy. The time difference between the
images A and B is 6 months. Therapy was initiated five months after the initial small bowel
radiography.
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Figure 2. A. Overhead radiograph from a small bowel follow through demonstrates a short
segment stricture of the jejunum in the central abdomen [white arrow]; B. Overhead radiograph
from a small bowel follow through demonstrates resolution of the jejunal stricture in the central
abdomen [white arrow].
LEARNING
MESSAGES

POINTS/TAKE

HOME

•

Manual physiotherapy has been previously
reported as successful in treating adults
with a spectrum of adhesive pathologies.

•

Adhesive SBO is preferably managed with
conservative, non-operative therapy to
minimize patient risk and cost.

•

Physiotherapy may be a reasonable, nonoperative treatment for SBO patients once
the acute obstruction has resolved.

PATIENT’S PERSPECTIVE
For me, Clear Passage was the last hope of
avoiding surgery. The problem with surgery, in
my case, is that it would only cause me to need
more surgery in the future. Avoiding surgery
was my top priority. I knew that if Clear
Passage was my last hope, then it was worth
trying.
My week of therapy was relaxing for the most
part. My therapist was very kind and did a good
job explaining everything to me. Upon leaving, I
was given instructions on at-home treatment to
continue indefinitely. A month after receiving

therapy, I had a follow-up x-ray, which proved
that the therapy had in fact fixed my problem.
That certainly made it to the list of one of the
best days of my life. Eight months later, I
continue to do the routine therapy at home. It
does not take a lot of time and it is not difficult.
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