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Recurrent Adhesive Bowel Obstruction

Adhesive bowel obstruction (ABO) is a significant cause of morbidity following
abdominal surgery in children. Readmission to hospital because of adhesions is
estimated to affect up to 19% of children within four years of major abdominal surgery
with almost 8% needing surgical intervention within the first two years after surgery. The
rate of recurrence increases with each surgical procedure performed in the abdomen.
The most common procedures observed in patients managed for ABO are
appendectomy, colostomy creation/closure, Ladd’s procedure, Nissen fundoplication and
repair of Congenital diaphragmatic hernia in descending order of occurrence.
Diagnosis of adhesive bowel obstruction is made clinically (bilious vomiting, abdominal
distension and obstipation) and radiographically with simple abdominal films or CT-Scan.
Clinical predictors of intestinal ischemia include fever, tachycardia, leukocytosis,
localized pinpoint tenderness and evidence of complete small bowel obstruction. Initial
conservative management of adhesive bowel obstruction consist of hydration, NPO and
nasogastric decompression. When conservative management fails surgery will be
needed to release the entrapped bowel. Recurrent episodes of ABO may occur in up to
42% of all patients. For such recurrent situations the surgeon should consider using
long-tube (Jones or Thow) intraluminal stenting of the bowel. Stenting can be done
through a jejunostomy or retrograde through the base of the appendix. The tube should
remain at least for two weeks when new adhesions have formed. Plication (Noble)
carries a high incidence of postop complications and has been abandoned. Seprafilm
reduces the incidence of ABO in the pediatric patients undergoing laparotomy.
Fibrin-sealed plication of the bowel has found to decrease the risk of recurring
obstruction.
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Accessory Hemidiaphragm

An accessory hemidiaphragm (AHD) is a very rare thoracic anomaly in children in
which the hemithorax is divided by a transverse fibromuscular septum separating the
affected hemithorax into two cavities. It most commonly occurs in the right side and the
septum attaches anteriorly and medially to the central tendon of the thoracic diaphragm
and pericardium. The septum has serosal lining, is fibrous, but it can contain striated
muscle. Lung is trapped under the septum causing hypoplasia or agenesis with
anomalous vascular connections. The anomaly is believed to occur due to the result of
the lung bud growing into the posthepatic mesenchymal plate which normally forms the
greatest part of the diaphragm. The child can develop respiratory, cardiovascular or be
asymptomatic. Symptoms in the majority of cases are related either to inability of the
trapped lung to expand or because of the previously described anomalous vessels.
Though the diagnosis of AHD can be suspected in plain chest films, it will need a
CT-Scan or MRI for final confirmation. It is important to describe well the associated
cardiovascular anomalies. On bronchoscopy the bronchi to trapped lobes are narrow
and they are crowded together toward the back of the affected hemithorax. Management
of the symptomatic child with compromised lung function due to AHD consists of
excision along with the entrapped lung tissue. This can be performed by open
thoracotomy, thoracoscopy or through a subcostal laparotomy depending on the
anatomy and extent of the lesion. Simultaneous or metachronous repair of an
associated cardiovascular defect might be needed in some patients. Excision of the
accessory diaphragm does not necessarily solve the problem of coexisting lung
hypoplasia.
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Peritoneal Dialysis with VP Shunts

Peritoneal dialysis (PD) is the preferred method for end-stage renal disease children
needing chronic dialysis support. Ventriculoperitoneal shunts (VPS) are routinely used to
managed hydrocephalus especially in children with spina bifida. A small number of
children with VPS will need chronic dialysis support using PD. These means two foreign
bodies are within the abdominal cavity simultaneously creating fear of ascending
(meningitis from peritonitis) or descending (meningitis to peritonitis) infections and VPS



3

dysfunction. Studies have demonstrated a rate of one peritonitis per 19 months use in
children with simultaneous VPS and PD catheters with an absence of meningitis in
cases with peritonitis. Regarding the possibility of a higher rate of VPS malfunction with
the automated cycler dialysis in the supine position overnight and filling of less than
1,000 ml/m2 for any day dwell, it seems very unlikely that the intraperitoneal pressure
would ever persistently exceed the CSF pressure and inhibit VPS function. Besides the
design of the VPS currently in use which allows CSF to flow in one way only, avoids
reflux to the ventricles. There is a small inherent risk of chronic encapsulating peritonitis
developing with loss of absorptive capacity. Concurrent use of a VPS and PD is a safe
and acceptable option in the rare child requiring dialysis and a cerebral fluid shunt with
no evidence to support an increased risk of peritonitis, ascending ventricular infections,
or shunt dysfunction. Either the VPS and/or the PD catheter can be placed
laparoscopically.
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