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'ﬂeonatal Intestinal
Obstruction

General
Measures
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Neonotal Int. Obstruction

- Intestinal obstruction that happens in the neonatal period!

Cardinal Manifestations

1. Failure of passage of meconium within the first 24-48 hrs. of life.
2. Feeding intolerance.

3. Abdominal distension.

4. ilious vomiting.

+ Many (but not all) GIT malformations result in a sort of obstruction.

+ One of the most common causes of morbidity and mortality in the neonatal age group.

~ One of the most common admitting diagnoses to the neonatal intensive care unit (NICU)

+ Meconium disease.
+ Intestinal Malrotation. - Anorectal malformations.
+ Annular pancreas. - Hirschsprung's disease:

+ Others.
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Gastric decompression by nasogastric tube:
+ To decrease the pressure on the diaphragm.
* To prevent vomiting and aspiration.

Correction of fluid & electrolytes disturbances.

Broad spectrum antibiotics.

Vitamin K prophylaxis (1 mg IM)

Exclude other associated congenital anomalies by:
* Radiography

* Ultrasound scan

* Echocardiography
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Atresia

Pyloric Atresia
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Atresia

Duodenal Atresia
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Jejunoileal Atresia
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ARM

- It’s the absence of the normal anal verge upon
examination of the neonate’s perineum.
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Incidence

- The incidence rate is 1:4000-5000 lived birth.

+ Males are slightly more commonly affected than
females.
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Classification

Traditional classification
+ Low type imperforate anus.
« Intermediate type imperforate anus.
« High type imperforate anus.

More useful classification
(Therapeutic & Prognostic)
+ Male defects
+ Female defects
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1. Imperforate anus with recto-perneal Fistula

2. Imperforate anus with recto-urinary Fistula

A. Urethral Fistula
+ Bulbar U.
« Prostatic U.

B. Bladder neck Fistula

3. Imperforate anus without Fistula
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1. Imperforate anus with recto-perneal Fistula
2. Imperforate anus with recto-vestibular Fistula

3. Imperforate anus without Fistula

4. Cloaca
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Associated Anomalies

- Sacral deformities are the most frequently associated
defect.

- Genitourinary defects up to 54%.

- Others: cardiac, trachio-esophageal, and intestinal
anomalies.
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Diagnosis

« Careful examination of the perineum.

- Radiological evaluation (after 24 hours):

Cross table lateral X-ray in prone position.

- Investigations to exclude associated anomalies:

+ Renal ultrasound
+ Echocardiography
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Treatment
- Adequate resuscitation of the baby.

« Recto-perneal Fistula in males and females (Low malformation)

- Need only Anoplasty (Opening of the skin and suturing of the rectum to the skin)

« All others (High malformation)

- Needs staged approach (usually 3 stage repair)

« 1st. stage is Sigmoid colon divided Colostomy

+ Definitive correction by PSARP (Posterior Sagittal Ano Recto Plasty)
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Hirschsprung's Disease

« Also Called Congenital Megacolon.
« Itis characterized by the congenital
aganglionosisin the distal large bowel.

Histologically:

1. An absence of intramural ganglion cells.

2. The presence of hypertrophic nerves.

+ A failure of migration of vagal neural crest
cells into the developing gut.

Pathology
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Pathology

+ The incidence rate is 1:5000 lived birth.

« The affected gut is in spasm, causing a functional bowel obstruction.

+ Atransition zone exists between the dilated, proximal, normally innervated bowel

and the narrow, distal aganglionic segment.

+ The level of aganglionosis:
- Rectum and sigmoid colon in 75% (Short segment)
- Involves more proximal colon in 15% (long segment)
- Affects the entire colon in 10% (total colonic agangliono sis).
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-

Entero-colitis

o

Hirschsprung’s disease typically presents in the neonatal period with:
- Delayed passage of meconium

- Abdominal distension
- Bilious vomiting.

Severe chronic constipation, it may not be diagnosed until later in
child hood or even adult life.
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« Bilious vomiting S
« Delayed passage v Bowelinflammation

of meconium and perforation risk
* Severe constipation
« Early death . Abdominal distension

Nature Reviews | Gastroenterology & Hepatology.
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Diagnosis

contrast @Nnema - Itmayshow:

- Narrow aganglionic segment
- Cone (Transitional zone)
- Dilated proximal bowel

Rectal m[] psv « Requires an experienced pathologist.
- Typical Histo-pathology!

Utn ers - Motility testing and Ano-rectal Manometery
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Treatment

Surgery aims to:

- Removal of the aganglionic segment. Pull-through Operation

- ‘Pull-through’ ganglionic bowel to the anus.

Trans-anal

It can be done in

Patients achieve good bowel control but a significant minority experience residual constipation
and/or faecal incontinence or further enterocolitis
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Objectives

Child
Vs
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Anomalies
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Child is not little
adult!

TABLE 9.1 Common terms.

Preterm
Full term

Neonate

Infant
Child

Young person

<37 completed weeks of gestation
Between 37 and 42 completed weeks of gestation

Newborn baby up to 28 days after the estimated
date of delivery (EDD)

Upto 1 year of age

All ages up to 16 years (minimum school leaving
age), divided into preschool child (usually <5
years), child and adolescent (puberty up to

16 years).

A popular term referring to anyone under 18 years
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Implications  Transverse supraumbilical incisions give greater

access than vertical midline ones for open surgery

Trauma (including surgical access) can easily
damage the liver or bladder

The geometry of the ribs means that ventilation
requires greater diaphragmatic movement. Their
flexibility means that rib fractures are rare and
often a sign of abuse

Facts Infants and small children have a wide abdomen,
a broad costal margin and a shallow pelvis

The edge of the liver comes below the costal
margin and the bladder is largely intra-abdominal

“The ribs are more horizontal and are flexible

The umbilicus is relatively low lying

A stoma in the lower abdomen of a neonate must
be carefully sited for its bag not to interfere with
the umbilicus
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Umbilicus

Pubic
symphysis

Infant Adolescent
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Figure 9.1 Topographical differences in the abdomen.
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On the long run'!

« The long-term outcomes of paediatric surgical conditions should be
considered.

« For example, ileal resection in the neonate may later be complicated
by vitamin B12 deficiency, malabsorption of fat-soluble vitamins,
gallstones, renal oxalate stones and perianastomotic ulceration.

+ Long-term concerns with other treated anomalies include the impact
on continence, fertility, sexual activity, psychosocial adaptation and
the potential risk of late malignancy (e.g. undescended testis,
choledochal cyst, duplication cysts, oesophageal atresia).
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Congenital
Malformations

+ Around 2% of babies are born with one or more major structural anomalies
caused by genetic defects or teratogenic insults.

» Thoarcic e.g. Esophageal atresia, Cong. Diaphragmatic Hernia o
‘ o

- GIT e.g. Gastrointestinal atresia, Abdominal wall defects, Hirschsprung’s

disease, Anorectal malformations
—
g Hirschsprung's

Cardiac, Urogenital, Hepatobiliary, Skeletal, ...ect. W




