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Summary

Four cases of pyloric atresia have been surgically treated
at our institution. These were male neonates who pre-
sented either with non-bilious vomitting (2 patients) or he-
matemesis (2 patients). Three of the patients with this con-
dition could be diagnosed by plain abdominal x-ray alone.
Their presenting conditions consisted of severe dehy-
dration, electrolyte imbalances and metabolic alkalosis.
Malnutrition was an additional finding in one of the ba-
bies.

The patients received medical treatment for a minimum of
3 days before undergoing surgical correction. The com-
mon finding at exploration was a complete pyloric web.
This web was excised and the operation was completed
with a pyloroplasty in all four patients. These babies have
been found to cathe up in growth in their follow up and
have not needed further treatment.
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Introduction

Pyloric atresia (PA) is a very rare congenital ano-
maly manifested by acute symptoms of gastric outlet
obstruction. The prevalance has been reported to be
less than 1 % of all gastrointestinal atresias 317, At

least 142 cases have been reported in the literature to
date (1,7-12,14-20),

We present four additional cases with congenital
pyloric atresia to highlight the surgical features of
this unusual condition,

Case Reports

Case 1: A-five-day-old boy was admitted to our cli-
nic with nonbilious vomiting, haematemesis and
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convulsion. Mother was noted to have polyh-
ydramnios. The baby was found to be dehydrated
and peristaltic movements could be observed in the
upper abdomen. The plain radiograph of abdomen
showed a large, airfilled stomach without any gas
distally (Fig. 1). He demonstrated metabolic al-
kalosis with hypopotasemia, hyponatremia and
hypochloremia. His serum bilirubin was 8 mgldl.

Following three days of fluid and electrolyte re-
suscitation laparatomy was performed through a
transverse supraumbilical incision. A greatly dis-
tended stomach filled the abdomen and the intestines
were unused. The nasogastric tube could not be gu-
ided through the pylorus. Gastrotomy revealed a
membrane at the entrance to the pylorus. The pylo-
rus was opened longitudinally and the atretic seg-
ment excised. Gastric and pyloric mucosa were re-
Joined and an Heineke-Mikulicz pyloroplasty was
carried out. Four days after the operation, oral fe-
eding was tried with semiliguid food. Full infant for-
mula could be introduced by the eight day. At re-
examination with barium meal after three month,
pyloric passage was observed to be normal (Fig. 2).

Case 2: A-ten-day-old boy, one of twins, had non-
bilious vomiting from first feed. At admission, he
had severe dehydration and malnutrition. X-ray of
abdomen showed a large gastric bubble without any
gas distaly. His serum bilirubin was normal, but
there were serum electrolyte imbalances, metabolic
alkalosis, and hypoproteinemia.

Parenteral nutrition was started. On the seventh day
of admission, laparatomy was carried out with sup-
raumbilical transverse incision. The pylorus obs-
tructed by a thick web. This web was excised and an
Heineke-Mikulicz  pyloroplasty was performed.
Three days after the surgery, haematemesis and me-
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Figure 1. Plain antero-posterior x-ray film of the abdomen
showing large, air-filled stomach without evidence of gas dis-
tally.

lena followed by stress ulcer developed. Con-
servative treatment including H2-receptor blocker
led to prompt recovery. He was discharged on the
twelfth day of his admission.

Case 3: A fullterm boy was admitted to our clinic
with hematemesis in the first day of life. Physical
examination was unremarkable. After resuscitation
with nasogastric decompression and saline ir-
rigation, vitamin K injection, and H2-receptor bloc-
ker, hematemesis disappeared. Plain x-ray of ab-
domen demonstrated a "double-bubble" but contents
of the nasogastric suction was nonblious and sug-

gested complete pyloric obstruction. A contrast

study showed a large stomach with air-fluid level
and complete pyloric obstruction.

Laparatomy revealed a distended stomach. The rest
of the gastrointestinal tract remained collapsed.
There was complete pyloric mucosal web extending
into the duodenum. After web excision and mucosal
repair a Heineke-Mikulicz pyloreplasty was comp-
leted. Postoperative period was uneventful and he
was discharged in the seventh day.
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Figure 2. Postoperative intestinal contrast meal demons-
trating free passage through a normaly wide pyloric chanel.

Case 4: A-four-day-old boy weighting 2.2 kg, was
admitted to our clinic again with nonbilious vo-
miting. The mother was reported to have polyh-
dramnios. On examination he had dehydration and
the stomach was palpable. He had serum electrolyte
disturbance, metabolic alkalosis and hypoglycemia.
Plain film of abdomen showed a large gastric buble
without any gas distally.

After resuscitation for two days he was operated;
the pylorus was found to be obstructed by a thick
web. Excision of the web was followed by a He-
ineke-Mikulicz pyloroplasty. In sixth day he was
discharged with full feeding.

Discussion

Congenital gastric outlet obstruction due to PA is an
rare malformation that reserves to be reminded. The
first publication of this anemaly was made in 1749
by Calder and the first successful operation was
described by Tourof and Susman in 1970 (12.19) Etj-
ology of PA is still obscure and the pathoembryo-
genesis is usually expained. by the theory of re-
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canalization failure of the gastrointestinal tract.
Another suggestion is the fetal ischemic necrosis of
the gut h12),

Pathologically and anatomically, there are three dis-
tinct types of pyloric obstruction (6:17.19)

(i) membranous pyloric obstruction, (ii) longitudinal
segmental atresia, and (iii) pyloric aplasia. Patients
with double membranes have also been reported (13).
Recently, Moore (12) has described a more comp-
rehensive classification. The membraneous type of
pyloric obstruction is more common and all of our
patients were in this category.

Familial occurrence of PA has been reported. The
inheritance occurs through an autosomal recessive
trait (), The most constant feature of patients with
PA is low birth weight (!2.17), The prominent feature
is the finding of nonbilious vomiting. Maternal his-
tory of polyhydramnios is also possible. Haemate-
mesis due to hemorrhagic gastritis has been obser-
ved occasionally (121317 These neonates fre-
quently experience apnea, aspiration or respiratory
distress from aspirations thick copious gastric sec-
retion.

The diagnosis of PA is generally confirmed with
plain radiographs of the abdomen. A stomach dis-
tended with air in an otherwise gasless abdomen is
diagnostic (3:6:17.19), When there is prolapse of a
membrane into the duodenum (wind sock) a double-
bubble sign can imitate duodenal atresia (!2). This
condition was seen in our third patient. With the ro-
utine use of prenatal US, diagnosis can be made by
demonstrating maternal hydramnios and fetal gastric
dilatation (1.16),

Epidermolysis bullosa is a condition that has been
associated with PA and carries a high mortality rate
(9.10.12), One explanation given for this association
is that PA is acquired as an intrauterine comp-
lication. Mechanical and chemical injury of the
pylorus could lead to denudation of the mucosa and
consequent development of synechiae and fibrous
cicatrization ). Thirty of the reported 142 cases
with PA had epidermolysis bullosa (1.3-18). PA as-
sociated esophageal atresia (12) and down syndrome
(I7) have also been reported.

The management of a neonate with PA is complex.
Early recognition and intervention for PA with na-
sogastric decompression are imperative. Surgical
correction is not urgent requirement and should be
delayed until complete stabilization. Correction of
dehydration and metabolic alkalosis will be needed
even in the prenatally diagnosed case.

Standard techniques of rcconstruction have yiélded
highly satisfactory results. These are Heineke-
Mickulicz pyloroplasty for the pyloric web or short
segment  atresias  and  resection  with  gast-
roduodenostomy for long-segment luminal gaps (12,
In our experience that patients with PA should not
receive gastrostomies jejunal tubes for feeding as a
part of their treatment. After appropriate surgical
correction, an excellent prognosis can be expected
for isolated lesion.
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