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Congenital adhesion bands causing neonatal intestinal obstruction
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CASE PRESENTATION
A preterm female (30 weeks + 5 days of gestational
age) was born by normal vaginal delivery, after premature rupture of membranes, with an Apgar score of
8/9/9 at birth and birth weight of 1800g. The antenatal ultrasound scans were normal, with a history of
HBe positive antigen in the 29-year-old mother. Baby
accepted breastfeeds and passed meconium. On day
3 of life, the baby was noted to have abdominal distension and one episode of bilious vomiting. The baby
was referred to our center on day 5. At admission,
vitals were stable and physical examination was unremarkable; the nasogastric tube had no drainage,
and the abdomen was soft without any distention or
tenderness. Abdominal radiographs showed dilated
bowel loops, without any air-fluid levels or pneumoperitoneum. The abdominal ultrasound was a
normal study. Intestinal malrotation, atresia, and
stenosis were excluded by a contrast study that revealed mild dilatation of duodenal and jejunal segments, with slow progression of contrast until the
rectum.

Figure 1: congenital adhesion bands. Ileum (yellow arrow),
cecum (blue arrow), Ileo-ileal and ileo-colic bands (orange
arrow).
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Feed intolerance was assumed to be functional, and
several new attempts of feeding were done, but
abdominal distension and bilious fluid on the
nasogastric tube were consistently noted for formula
feed volumes above 80% of her requirements. For this
reason, an exploratory laparotomy was performed
(day 30), revealing ileo-ileal and ileocolic adhesion
bands, which were excised (Fig.1). The postoperative
course was uneventful.
DISCUSSION
Neonatal intestinal obstruction is a common problem
in pediatric surgery. Malrotation, intestinal atresia,
and meconium ileus, as well as anorectal malformation, are easily identifiable etiologies on physical
examination and/or imaging. Adhesion bands can
occur in the absence of risk factors, such as previous
abdominal surgery, in which case they are considered
congenital.[1] Congenital adhesion bands can present
acutely or sub-acutely in both pediatric and adult
patients.[2,3] Since there are no specific signs on imaging studies, diagnosis is often delayed and intraoperative.[4]
Congenital adhesion bands are intraperitoneal adhesions that occur in the absence of an intra-abdominal
process.[1] The etiology is unknown; mesenteric
anomalies, incomplete regression of the fetal vitelline
circulation, and intrauterine exposure to infectious
agents or ischemic events have been proposed.[1,2]
They can be found anywhere along the gastrointestinal tract, more commonly on the terminal ileum. [1,4]
The presentation varies and can occur at any age,
from the newborn period to adulthood. In pediatric
patients, bilious vomiting and abdominal distention
are the most common complaints, with higher rates of
early operation and bowel resection.[1] These bands
may also cause volvulus, infarction, or ischemia of
the intestine.[3] No specific test exists for diagnosis,
accounting for delayed treatment. In this case, the
presentation was not acute and besides mild dilata-
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tion of duodenal and jejunal segments on contrast
study, no other anomalies were found. Excision of
adhesion bands was curative without bowel resection.
Congenital adhesion bands should be kept as a differential diagnosis in rare causes of small bowel obstruction in newborns.
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