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Congenital adhesion band causing recurrent subacute intestinal obstruction in 
a virgin abdomen

LETTER TO THE EDITOR

Dear Editor,
Intestinal obstruction (IO) caused by malignancy and 
adhesion bands from previous surgery is common among 
adults. However, IO caused by congenital adhesion  
bands (CAB) in the elderly is rare. We report a case of 
a 63-year-old man who presented with acute-on-chronic 
intestinal obstruction due to CAB, which caused pseudo-
intestinal malrotation. 

Case presentation. A 63-year-old Chinese man with  
no past surgical history presented with severe abdominal 
pain, vomiting, abdominal distension and obstipation  
for the past 24 hours. He reported recurrent episodes  
of abdominal pain associated with nausea, vomiting  
and abdominal distension over the past 5 years that 
spontaneously resolved. Upon scrutiny of his medical 
records, it was discovered that he had presented on 3  
previous occasions with similar symptoms and was 
conservatively treated for gastroenteritis with ileus. 

He was haemodynamically stable and afebrile. Physical 
examination revealed a tense abdomen with mild central 
tenderness without signs of peritonism. There was 
no evidence of hernias and digital rectal examination  
revealed an empty rectum with no masses. Inflammatory 
markers were normal and abdominal radiograph showed 
dilated small bowel loops with multiple air-fluid 
levels, suggestive of intestinal obstruction. A computed  
tomography (CT) scan of the abdomen and pelvis was 
subsequently performed and revealed diffuse small  
bowel dilatation with fecalisation but no obvious  
transition point. 

Trial of conservative management with nasogastric  
tube insertion, intravenous hydration and fasting over  
the next 48 hours showed no improvement and the  
patient was counselled for exploratory laparotomy. 

On entry into the abdomen, clear serous fluid was seen 
with dilated but healthy small bowel. Interestingly, the 
caecum and appendix were seen in the left iliac fossa  
with an intraperitoneal ascending colon (Fig. 1). After 
extensive adhesiolysis, the duodenal-jejunal flexure  
was found in its correct anatomical location. Dense 
adhesions were found between the edge of the left  
lobe of the liver and small bowel, requiring wedge  
resection of the liver. Additionally, there was a CAB 

Ann Acad Med Singap 2021;50:356-8
https://doi.org/10.47102/annals-acadmedsg.2020441

Fig. 1. Caecum and appendix were found in the left iliac fossa. There  
were no other signs of malrotation.

Fig. 2. Congenital adhesion band from small bowel to liver with  
resultant twist in the small bowel mesentery.
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from the root of the mesentery to the falciform ligament 
resulting in twisting of the small bowel mesentery  
(Fig. 2). The CAB and lack of fixation of the right colon  
to the posterior abdominal wall resulted in multiple sites  
of internal herniation of the small bowel, which were 
anchored at 3 points—right hypochondrium, anterior 
abdominal wall and edge of the left lobe of the liver.  
There were also multiple interloop adhesions (Fig. 3).  
All adhesion bands were ligated and the bowel  
returned to the abdomen in its normal configuration. 
Appendectomy was done to prevent future confusion in 
view of an intraperitoneal caecum, and the small bowel  
was subsequently decompressed via a cecostomy  
through the appendiceal stump. Postoperative recovery 
was uneventful.

Fig. 3. Multiple interloop adhesions.

Patient and disease characteristics. CAB is a rare 
surgical entity with few case series and case reports in  
the literature. Its incidence remains unclear. It is an 
infrequent cause of IO in the paediatric population, and  
is extremely rare in adults.1-5 CAB can be found at  
various sites within the peritoneal cavity, such as those 
running between the terminal ileum and ascending  
colon.2 However, CABs are usually found at a single  

site, resulting in a single transition point.1-3 From our 
literature search, this is the first case of CAB with  
multiple sites of dense adhesions that resulted in the 
compression and entrapment of small bowel at multiple 
sites. There has also been no reported case of CAB  
that was so densely adherent to the liver edge that a  
small wedge resection of the liver was required to avoid 
bowel resection. 

Diagnosis. Prior to this admission, the patient had  
been treated conservatively with success on multiple 
occasions without further evaluation. This is not  
uncommon in view of his non-specific clinical findings  
and spontaneous recovery. However, in patients with a  
virgin abdomen who present recurrently with intestinal 
obstruction, and with a waxing and waning clinical  
picture, we need to consider mechanical obstruction due 
to abnormal anatomy such as CAB. This is an important 
differential to consider especially when further imaging 
studies—such as water-soluble contrast fluoroscopic 
study or CT scans—do not reveal structural lesions that 
could account for the IO. CAB as a cause of IO can be 
difficult to diagnose because it is radiologically occult.  
CT scans will show diffusely dilated small bowel loops  
with occasionally identifiable transition points, and no 
further cause of intestinal obstruction will be found.6 
As such, diagnosis of CAB as a cause of IO remains a  
diagnosis of exclusion that has to be considered when  
CT reveals an abrupt change in bowel calibre without 
evidence of another cause of obstruction. Therefore,  
despite CAB being a rare pathology, it is important to 
consider the differential of CAB in patients from all  
age groups who present with symptoms and signs 
of intestinal obstruction in the absence of previous  
abdominal surgeries and hernias. A high index of  
suspicion should be maintained even when patients  
appear clinically well with normal haematological  
results, as was the case with our patient.

Treatment. The only definitive treatment for CAB 
is surgery. Although laparoscopic surgery has been  
previously demonstrated to be a possible approach in 
patients with small bowel obstruction,4,5,7-9 it is only  
safe and feasible when the bowel is not very distended  
and there is sufficient working space. Our patient  
presented with a tense abdomen, which indicated 
gross distension of his bowels. Therefore, laparoscopic  
surgery would not be practical due to limited additional 
space for insufflation for pneumoperitoneum. It may be 
attempted in patients with less marked distension, but  
there should be a low threshold to convert to laparotomy 
for the surgery to be completed swiftly and safely.
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This is a rare case of CAB with multiple sites of  
dense adhesions that resulted in the compression and 
entrapment of small bowel at multiple sites. CAB is a  
rare pathology especially in adults, and is difficult to 
diagnose as adhesion bands are radiologically occult. 
There must be a high index of suspicion of CAB in  
patients with virgin abdomen who present with 
recurrent intestinal obstruction even with unremarkable 
haematological and radiological findings.
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