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Intra-abdomina) surgery is the most common cause of intestinal obstruction. The incidence is not as high in children as in adults. In one series, colectomy for ulcerative colitis was the most common procedure leading to obsruction, followed by surgery for Meckel's diverticulum, Ladd procedure for malrotation, nephrectomy for Wilms  tumors, reduction and resection of intussuscep​ticm, hepatectomy for tumor, and Nissen fundoplication. In several series, adhesive obstruction was one of the most common complications after fundoplication for gastroesophageal reflux. Formation of adhesions is part of the normal healing process of an injured peritoneum. Bowel loops adhere to each other by fibrinous adhesions that are replaced by fibroblasts and developing capillaries. Initially the adhesions are thick and vascular, but over 3 months :iie vasculariry decreases, and the adhesions are composed mainly of dense fibrous tissue. Trauma to the peritoneal surface by drying, abrasion from sponges, irritation by foreign bodies such as talc, and stripping of the intestinal serosa stimulate an intense fibroblastic reaction in the peritoneum. Obstruction is the result of a loop of intestine that is kinked by an adhesive band, by an internal hernia developing from a pocket formed by adhesions, or by volvulus of a segment of intestine around an adhesive band.

Intestinal obstruction developing immediately after laparotomy frequently is caused by small bowel intussusception rather than adhesion. Early obstruction from inflammatory adhesions sometimes may be seen, however, soon after operation for a ruptured appendix.

In patients who have had previous operations for adhesive small bowel obstruction and who have signs of incomplete intestinal obstruction, a contrast examination of the gas​trointestinal tract can be useful. Thin barium gives the best contrast, although occasionally it may cause an impaction above the obstruction. Isotonic radiopaque contrast solu​tions also are effective and provide good visualization, even in infants, but dilution may limit visualization distally. Failure of the contrast agent to pass into the distal small bowel, along with the presence of dilated proximal bowel, suggests a high-grade intestinal obstruction. For distal obstructions, contrast material may be instilled best from below to confirm the presence of collapsed distal bowel.

All patients with intestinal obstruction should be treated initially with a nasogastric tube, intravenous hydration, and administration of broad-spectrum antibiotics. Correction of hypovolemia is important before consider​ing laparotomy. If there is hypertonic dehydration, care must be taken not to correct the hyperosmolaliry rapidly because of the fear of seizures. In this case, we correct the hypovolemia by administering adequate isotonic replace​ment fluids and continue correction of the hypertoniciry intraoperatively and postoperatively for 24 to 48 hours.

Surgery for intestinal obstruction can be as simple as dividing a single adhesive band or involved because of dense adhesions obliterating the entire peritoneal space. Because adhesions are usually multiple, it is important to identify the responsible band by finding the proximal dilated loop and the collapsed distal loop (transition zone). Some surgeons believe that it is important to free the entire peritoneal cavity of adhesions. Others believe that only the adhesions that obstruct the intestine should be divided because the other adhesions have fixed the remaining bowel in a nonobstructed position. In most instances, this appears to be the most prudent approach. Adhesions are best divided sharply, aided by countertrac​tion by the assistant. The decision to resect a segment of bowel is based on an estimate of its viability.

Because of the increasingly difficult problems faced by a patient who has had repeated operations for extensive adhesions (often with multiple bowel resections), many mechanical and chemical approaches have been developed

to prevent repeat obstruction from adhesion formation. Some surgeons have used internal stenting with a long intestinal tube (Baker or Leonard tube). At operation, the tube can be passed into the stomach and the balloon inflated and manipulated down the length of the small bowel. It also may be introduced through a gastrostomy or an enterotomy. These stenting techniques have proved useful in patients who have had multiple operations for recurrent adhesions and may be of value in select pediatric patients.

Several chemical methods have been studied experi​mentally, and a few have been used clinically to prevent adhesions, including heparin, fibrinolytic compounds, non​steroidal anti-inflammatory drugs, antihistamines, calcium channel blockers, prokinetic agents, and corticosteroids. The most extensively studied agent is low-molecular​weight dextran. This solution prevents adhesions experimentally and has been used in several series of patients. Some evidence suggests that in the presence of bowel injury or anastomosis dextran may inhibit intes​tinal healing and possibly lead to intestinal leakage and peritonitis. Presently the most practical method for preventing adhesions is gentle surgical technique.
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