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We report a case of type llla ileal atresia in which
the patient underwent end-to-oblique
anastomosis after partial closure of the dilated
proximal bowel to match the diameter of the distal
bowel. A 3-day old male baby had sudden-onset
bilious vomiting. Type llla ileal atresia was located
approximately 20 cm from the ileocecal valve and

approximately 20 cm of the proximal dilated bowel
was resected. Anastomotic complications such as
leakage and passage problem were not seen
postoperatively. (Rawal Med J 201;41:514-515)
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INTRODUCTION

Intestinal atresia is one of the most frequent causes
of bowel obstruction in infants and can occur at any
point within the gastrointestinal tract, although the
most common site is the small intestine.' It requires
surgical correction, with many surgeons preferring
to perform primary intestinal anastomosis after
resection of the dilated proximal bowel to avoid
postoperative physiologic obstruction due to a lack
of or abnormal peristalsis.”” A side-to-side
anastomosis was commonly used in early surgical
attempts; however, this method resulted in not only
functional obstruction but also blind loop
syndrome.’ Currently, primary end-to-end (oblique)
anastomosis is the most common technique used.’ If
a significant size difference exists between the
proximal and distal intestinal segments, the dilated
proximal segment is resected at a 90° angle, while
the distal segment is resected using a slightly
oblique transection line that renders the opening
approximately equal in size to that of the proximal
intestine, with or without an incision along the anti-
mesenteric border.”” However, if the size
discrepancy still exists despite complete resection
of the dilated proximal bowel and an incision along
the distal bowel anti-mesenteric border to create a
'fish mouth', another procedure must be considered. ’
We report a case of type Illa ileal atresia in which the
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patient underwent end-to-oblique anastomosis after
partial closure of the dilated proximal bowel to
match the diameter of the distal bowel.

CASE PRESENTATION

A 3-day old male baby born at a gestational age of 39
weeks, 2 days was referred to our hospital because
of sudden-onset bilious vomiting. His birth weight
was 3260 g. Meconium passage had occurred.
Physical examination of the abdomen showed
distension that increased over time.
Ultrasonography revealed meconium-filled
distension of the small bowel, a collapsed small-
caliber colon, and a collapsed terminal ileum
without air. He underwent laparotomy through an
umbilical incision under a presumed diagnosis of
ileal atresia. Type Illa ileal atresia was located
approximately 20 cm from the ileocecal valve.
Other areas of the bowels were normal.
Approximately 20 cm of the proximal dilated bowel
was resected, followed by resection of
approximately 5 cm of the distal ileum in a slightly
oblique manner with an incision along the anti-
mesenteric border.

However, primary anastomosis could not be
performed because of differences in the diameters of
the proximal and distal bowels. Hence, the proximal
intestine was partially closed using the Gambee
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method to reduce the diameter. Subsequently, end-
to-oblique anastomosis was performed. There were
no postoperative complications. The patient was
discharged after postoperative day 20.

DISCUSSION

In the past, the mortality rate for intestinal atresia
was high (2256%), primarily related to Ilate
presentation and dysmotility of the dilated proximal
bowel, which led to complications due to chronic
obstruction and malnutrition.”* Anastomotic
leakage and anastomotic obstruction resulting from
anastomosis were important contributors to
postoperative mortality and morbidity.” Currently,
however, mortality is primarily associated with
complications from prematurity, short-bowel
syndrome, and the presence of other major
anomalies rather than with anastomotic
complications.” Currently, anastomotic leakage or
obstruction, is reportedly <10%, but it remains an
important factor for good postoperative outcomes. "
The operative treatment of intestinal atresia is based
on the location of the lesion, anatomic findings,
associated conditions noted at operation, and the
length of the remaining intestine.’ If the remaining
intestine is of a sufficient length, a resection of the
dilated and hypertrophied proximal bowel with
primary end-to-end anastomosis is the most
common surgical technique.’ The most significant
postoperative complications following primary
anastomosis include functional intestinal
obstruction at the anastomotic site and anastomotic
leakage.” Increased intraluminal pressure at the
anastomotic site can cause anastomotic dysfunction
and leakage.

In order to minimize postoperative complications at
the anastomotic site, some surgeons recommend
that the most dilated 1520 cm of proximal bowel be
resected." Gunduz reported a new anastomosis
technique for the repair of a divided jejunostomy
with a large size difference between the proximal
and distal segments." In summary, there are various
techniques by which primary anastomosis of the
bowel in atresia can be performed. In order to
minimize complications, an anastomosis should be
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performed after minimizing differences in the
diameters of the proximal and distal bowel. The use
of partial closure of the dilated proximal bowel
could resolve this size disparity problem.
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