CASE REPORT

Postoperative Adhesive Small Bowel Obstruction Presenting
as Acute Urinary Retention
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A b s t r ac t
Postoperative adhesions are commonly seen after most abdominal surgeries. The majority of patients with intra-abdominal adhesions remain
asymptomatic; however, some patients may develop symptoms ranging from mild abdominal pain to sometimes life-threatening complications.
The most severe complication seen in association with postoperative adhesions is small bowel obstruction (SBO). This complication is rarely
seen in the pediatric age-group. Adhesions have the potential to cause bowel obstruction. In addition, they can also affect the normal intestinal
motility and transit leading to constipation. Several studies reported in literature show a strong association between constipation and the
urinary disorders, such as incontinence and urinary urgency. We herein report a case of a boy who developed adhesive SBO with segmental
ileal dilatation leading to constipation, urinary symptoms, and finally presenting to our hospital as acute urinary retention.
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B ac kg r o u n d
Abdominal adhesions are fibrous bands that span two or more
intra-abdominal organs and/or the inner abdominal wall (i.e.,
peritoneal membrane). These adhesions are commonly seen
after abdominal surgeries.1 They develop as part of the normal
healing process occurring after peritoneal damage. The severity
and extent of adhesions varies, with the majority not manifesting
clinically. 2 Postoperative adhesions in adults can present as
SBO (transient, partial, or complete), persistent or intermittent
bloating, alteration in bowel habits (constipation or frequent
loose stools), nausea, secondary infertility, chronic abdominal,
and pelvic pain.1,2 However, adhesive intestinal obstruction is less
commonly seen in the pediatric age-group. 2 We herein report
a child with postoperative adhesive SBO presenting as an acute
urinary retention.

Case Description
A 7-year-old boy born of non-consanguineous marriage presented
with severe abdominal pain, vomiting for 1 day, and urinary
retention for 18 hours. He was also constipated for 3 days at the
time of presentation. The patient had a significant postnatal history
and was operated on day 2 of life for ileal atresia. He underwent
resection and primary anastomosis with intensive care stay for
30 days. He was apparently doing well till 3 years of age when
he developed intermittent mild abdominal pain and was treated
symptomatically. Later on, he developed constipation and was
treated on and off by laxatives with temporary relief. However,
over the last 3 months, the patient developed frequent urination
and urge incontinence. He received antibiotics empirically for
urinary tract infection (UTI) without any relief. Because of the recent
onset urinary symptoms not attributed to UTI, the urodynamic
study and the ultrasound (US) abdomen were requested; US
abdomen was normal and the urodynamic study showed a small
capacity overactive bladder. The child presented to us after
2 days of the urodynamic study with acute urinary retention. The
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possibilities considered were possible trauma causing urethral
stricture during the urodynamic study and pressure effects of
chronic constipation.
On examination, the child was afebrile, with respiratory rate, 20/
minutes; heart rate, 90/minutes; and blood pressure, 90/60 mmHg.
His weight and height were between the 25th and 50th percentiles
for height/age index by gender. On the abdominal examination,
there was generalized tenderness without guarding or rigidity.
There was dullness in the suprapubic region suggestive of bladder
distension. There was no other organomegaly, neurological,
respiratory, and cardiac examinations were normal. Bladder
decompression was performed by catheterization (250 mL output
of clear urine), followed by marked pain relief after the procedure.
Complete blood count, renal function tests, liver function tests,
and inflammatory markers were normal. Urine microscopy and
culture were normal. A plain abdominal radiograph was performed
in supine and standing positions which showed dilated small
bowel loops with air fluid levels. Fecal loading of the colon was
also seen. In view of air fluid levels, barium meal study was done
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which showed marked segmental dilatation of the ileum distally
Figure 1. Abdominal adhesions were suspected in view of the
radiological findings and the past history of abdominal operation.
Laparotomy was done which showed segmental dilatation
(around 30 cm) of the distal ileum at a distance of 20 cm for the
ileocecal valve. The old anastomosis was patent. There were
extensive abdominal adhesions. Adhesiolysis of small bowel
along with resection of the distended ileum and end-to-end
anastomosis was performed. He was discharged on laxatives and
is currently doing well on follow-up. The urinary symptoms and
abdominal pain had subsided on follow-up.

and understanding of the pathophysiology of adhesions.1,4 The
timing from the initial operation to the presentation remains
variable and can range from 7 days to 12 years. 2 In Janik et al.
series, adhesive intestinal obstruction developed within 2 years
in 80% of their patients.5 Abdominal adhesions have no specific
laboratory features and are not readily visible by currently available
imaging methods.1 Thus, patients may experience protracted
symptoms, delayed diagnosis, and adverse medical outcomes.
Our patient was operated on day 2 of life and gradually developed
abdominal adhesions which started manifesting clinically at 3
years of age. Initially, he had vague symptoms of abdominal pain
which progressed to constipation with urinary symptoms (urge
incontinence and frequent micturition) and finally acute urinary
retention. During this period, he was investigated and treated
several times for constipation and UTI but remained undiagnosed
for adhesive disease. The majority of children with intra-abdominal
adhesions are asymptomatic.1,2 Some of the risk factors for the
development of symptomatic “adhesive disease” include infection,
hypoxia, and multiple surgeries. 2 Adhesions that develop after
appendectomy and procedures involving the left side of colon
and rectum have been found to have enhanced predilection
for intestinal obstruction.6 Although a conservative treatment
does not remove the cause of the obstruction, the surgery can
induce new adhesions. Thus, the management of SBO caused by
adhesions remains controversial and difficult.1,2,7
Adhesions have the potential to interfere with the normal
intestinal motility and transit leading to altered bowel habits
and constipation.1 Similarly, due to adhesions, our patient
had gradually developed constipation with X-ray abdomen
showing fecal loading Figure 2. Although rare, constipation has
been reported to cause acute urinary retention in children. 8
The association of constipation with urinary disorders such as
incontinence and urgency is well established. 8,9 Children with
constipation have been found to have large volumes of residual
urine and urinary tract dilatation, including the ureteropelvic
tract.10 The pathophysiologic association of voiding disorders seen
in children with constipation has been attributed to several factors.
During the pelvic floor formation, there is a close embryological
association (claoca) between the bladder and the rectum, sharing
the same innervation, nerve roots S2 to S4. These nerve roots
are responsible for controlling the motor function of the internal
anal and urinary sphincters.8,10,11 Experiments with rats showed
that the distension of rectum with a balloon results in diminished
bladder contractility.11 Chronic fecal retention can also result
in the involuntary contraction of the pelvic floor muscle and
the external anal sphincter, thereby making bladder emptying
difficult.12,13 Additionally, due to the close anatomical association,
the presence of impacted stool in the rectum (and in our case,
also the dilated segmental ileum) reduces the bladder functional
capacity. This results in a feeling of earlier bladder emptying, that
is, increased frequency and hesitancy.12,13 Moreover, a chronically
full rectal ampulla can lead to invaginations in the posterior wall of
the bladder and urethral obstruction.13 All the above factors may
have played a role in causing urinary symptoms and acute urinary
retention in our patient.

Discussion

C o n c lu s i o n

The incidence of adhesive intestinal obstruction in children varies
from 2.2 to 8.3%.2,3 Despite several advances in surgical techniques
including laparoscopy, there is little change in the epidemiology

A past history of abdominopelvic surgery in a child and presence
of symptoms such as chronic abdominal pain, constipation, and/
or urinary symptoms should alert the pediatrician to consider a

Fig. 1: Barium meal with follow through showing marked segmental
dilatation of the ileum

Fig. 2: X-ray abdomen supine and erect showing dilated small bowel
loops with air fluid levels. Fecal loading of the colon is seen
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and

Clinical Significance
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possible diagnosis of adhesive intestinal disease. A high index
of suspicion will help in early detection of cases and thereby
reduce the morbidity and mortality. Patients should be counseled
regarding the possibility of adhesions and the associated risk during
preoperative explanation of the planned procedure.
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