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Key Points 

 Early surgical correction particularly of strangulating intestinal lesions is important for 
preventing short- and long-term complications. 

 The surgeon and surgical team should be thoroughly prepared for expected procedures to 
decrease surgical time and bowel manipulation. The surgeon should also anticipate any 
intra-operative complications. 

 
Many intra- and post-operative complications following gastrointestinal surgery can be 

prevented by appropriate decision making with regards to when to proceed with surgery, 
sufficient preparation and planning, and appropriate peri-operative treatment. While there is a 
long list of potential complications from fracture during recovery from general anesthesia to 
septic thrombophlebitis and pneumonia to laminitis, some of the most important complications 
are: (1) postoperative reflux (POR) following small intestinal surgery; (2) postoperative 
intraperitoneal adhesions which can cause problems short- and long-term following small 
intestinal surgery; and (3) surgical site infection (SSI) which also has both short- and long-term 
implications. Probably the most serious intra-operative complication is peritoneal contamination 
with ingesta with the most common cause being colonic rupture during surgical management of 
an impaction. Adhesions are probably the most frequently recognized long-term complication 
following small intestinal surgery. Recurrent colic tends to be the most important long-term 
complication following correction of large colon lesions and although a relatively small 
proportion of horses are affected, these horses can be especially challenging to manage. 
Attention to client communication is always critical and requires a balance between providing 
the client with realistic expectations while not discouraging them from proceeding with surgery. 
 
Postoperative Reflux 
 POR is most often observed in horses following surgical procedures of the small 
intestine. It is caused by either a simple obstruction at the anastomosis site, postoperative ileus, 
or another surgical complication (e.g. ongoing intestinal ischemia, anastomosis leakage, 
hematoma formation at the anastomosis site, adhesions, or kinking at a jejunocecostomy site). 
Simple obstruction may occur more frequently when an end to end anastomosis is performed 
using an inverting rather than an appositional pattern particularly for a jejunoileostomy. 
Postoperative ileus can be a particular challenge. Early surgical correction of horses with 
strangulating obstruction, performing the anastomosis in viable bowel, ensuring adequate jejunal 
decompression during surgery, minimizing manipulation of the bowel, and using a lubricant 
during manipulation may help to prevent postoperative ileus. Use of intravenous (IV) lidocaine 
intra- and post-operatively during the first 24 hours and then if reflux persists or worsens a 
metoclopramide constant rate infusion (with or without intravenous lidocaine) may be effective. 
Nutritional support is necessary. One challenge is determining whether to manage such cases 
medically vs. surgically. Indications for repeat celiotomy include persistence of reflux beyond 
48-72 hours, lack of response to motility modifying drugs within 24-48 hours, increasing 
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volumes of reflux, large volumes of reflux (consistently >4 L/hour), signs of colic, increasing 
rectal temperature or very high rectal temperature (>102.5oF or >39.2oC), worsening 
tachycardia and progressive deterioration in demeanor and appetite. These clinical signs tend to 
be associated with ongoing intestinal ischemia, anastomosis leakage, hematoma formation, or 
adhesions. Salmonellosis can also be a cause of POR and PCR or culture of a reflux sample is 
recommended. POR following jejunocecostomy can be associated with kinking of the bowel at 
the anastomosis site. Performing the anastomosis directly on the anti-mesenteric border of the 
jejunum, careful technique when closing the mesentery, and tacking the jejunum to the cecum 
oral to the anastomosis may help prevent kinking and POR.       
 
Postoperative Intraperitoneal Adhesions 
 While the importance of postoperative intraperitoneal adhesions seems to have decreased 
during the past 20 years, they remain an important complication particularly during the period 
following hospital discharge after small intestinal (and small colon) surgery. Whether POR 
contributes directly to adhesion formation, is associated with similar conditions (e.g. damaged 
bowel), or is a clinical sign of adhesions, prevention of POR tends to be important in the 
prevention of adhesion formation (see above). While there is an extensive list of adhesion 
prevention methods, the use of sodium carboxymethylcellulose and more recently fucoidan 
solution (PeridanTM, Bioniche Animal Health), are used most consistently. Instilling 5 L of a 
balanced electrolyte solution into the peritoneal cavity at the completion of surgery or 
postoperative peritoneal lavage in high-risk horses may also help with adhesion prevention.  
 
Surgical Site Infection 
 There is a plethora of information on peri-operative factors associated with SSI post-
celiotomy. Findings from retrospective studies have generally been contradictory and have 
varied from the type of suture material used through to whether or not an enterotomy was 
performed and if staples were used to appose the skin. The SSI rate post-celiotomy tends to be 
~20%. It is important to obtained long-term follow-up when determining SSI rate post celiotomy 
because infection can become clinically evident up to 21 days post-operatively. Appropriate 
surgical site and surgeon preparation, and meticulous surgical technique that minimize surgery 
time are important to prevent infection. Inherent patient characteristics such as age and breed 
likely impact SSI. Gross contamination of the surgical site such as that which may occur during a 
typhlotomy or preexisting septic peritonitis clearly predisposes horses to SSI. Protection of the 
surgical site during recovery from general anesthesia and then with an abdominal bandage in the 
early postoperative period is likely important. Peri-operative antimicrobial drugs beyond the 
initial 24 hours post-operatively are unnecessary.  
 
Peritoneal Contamination with ingesta 

Probably the most serious intra-operative complication is colonic perforation associated 
with surgical correction of large colon impaction. Large colon impaction is a common cause of 
colic yet despite its apparent simplicity the reported mortality has been high due to intra-
operative colonic rupture. Decision-making regarding when to take these horses to surgery is a 
component of preventing colonic rupture. In contrast to horses with cecal impaction, horses with 
colonic impaction that does not involve sand have a relative low incidence of rupture. The 
decision to go to surgery should be made early during the course of treatment. Horses with large 
colon impactions that are passing even small amounts of feces, do not have abdominal distention, 
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and have borborygmi can be managed medically, despite persistent demonstration of moderate 
signs of pain. On the contrary, horses with an impaction that have absent borborygmi, abdominal 
distention, and are not passing feces should be taken to surgery early rather than persisting with 
medical management. There are several steps during surgery that may help with preventing 
colonic rupture: make a sufficiently large incision (~35-40 cm), tilt the surgical table (if possible) 
and use sodium carboxymethylcellulose to provide lubrication to help with colon exteriorization, 
decompression using 14 gauge needle and suction, and beginning the enterotomy prior complete 
exteriorization of the colon. Any contamination should be contained immediately using hands 
and laparotomy sponges and the site of perforation exteriorized or draped off and closed quickly. 
All of the peritoneal surfaces should clean of gross contamination. Rupture of a viscus deep 
within the peritoneal cavity often necessitates euthanasia.  
 
Recurrent colic 
 Recurrent colic tends to be associated with intraperitoneal adhesions following small 
intestinal (and small colon) surgery (see above) and, following large colon surgery, recurrence of 
the primary lesion e.g. gas accumulation, displacement, large colon volvulus, or impaction. 
Stenosis at a stapled side-to-side anastomosis site can also cause recurrent colic. Reasons for 
recurrent colonic problems that have been documented include myenteric ganglionitis, fibrosis of 
the intestinal muscle layers, and lymphocytic-plasmacytic infiltration into the lamina propria, 
submucosa and through to the myenteric plexus. A reduction in the interstitial cells of Cajal 
(pacemakers that create the bioelectrical slow wave potential leading to smooth muscle 
contraction) has also been associated with recurrent colonic obstruction. Obtaining a biopsy 
during surgery in any horse with recurrent colonic problems may be useful for identifying 
potential reasons for recurrent problems. These horses can respond favorably to corticosteroids. 
Large colon resection, colopexy, and nephrosplenic space ablation for recurrent nephrosplenic 
ligament entrapment. Diet and management factors should also be considered; however, in some 
horses recurrence of colic remains a problem despite attempts to optimize diet and management.   
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