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Fig. 1. Operative findings of the Case 20. A; Duodeno (type C) - jejunal (type lllb & V)
atresia with malrotation. B; Duodenojejunostomy with tapering duodenoplasty (GIA stapler)

Fig. 2. Operative findings of the Case 21. A; Colon atresia type IlIA. B; Colonostomy with
tapering coloplasty (GIA stapler)
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Table 1. Patient Characteristics

Case Age Weight Sex  Site Type Prenatal Co-anomaly & morbidity Previous operation

No. (d) (9) Dx. (reop. time:1st op. POD)
1 18 1900 F jejunum |lIB - end-to-oblique (11)
2 2 3500 M jejunum 1A -

3 6 3100 M jejunum 1lIB -

4 2 3000 F ileum lIB,IV -

5 5 2700 M jejunum llIA -

6 2 3260 F jejunum 1B -

7 2 1530 F jejunum IIB - prematurity, PDA, ARF,

sepsis

8 4 2740 M ileum 1B -

9 32 4410 M jejunum | - end-to-oblique (27)
10 32 2230 F jejunum | - end-to-oblique (30)
11 3 3390 M jejunum | -

12 3 2340 F jejunum \Y - malrotation
13 3 2710 F ileum A + meconium peritonitis
14 2 2810 F ileum MA +
15 18 2570 M ileum Il -

16 8 3000 F ileum A -

17 3 3000 F ileum Il -

18 1 4000 M jejunum Il + meconium peritonitis
19 7 32000 M jejunum Il -

20 2 2640 F duodeum C +

jejunum IIB,IV malrotation, ASD

21 3 2300 F colon A
22 4 3130 M  colon A

+: positive , -: negative
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Table 2. Outcomes

Case Feeding Full feeding Complica- Complication Reoperation Hospital stay (POD)
No. start (d) (d) tion type
1 20 no - 44
(hopeless discharge)
2 7 12 - 17
3 12 25 + anastomosis simple closure 31
leakage (POD#7)
4 6 11 + wound infecton 22
5 6 12 - 18
6 6 8 - 12
7 no no - 19 (die)
8 6 8 - 11
9 7 10 - 15
10 8 12 16
11 6 8 wound infecton 14
12 23 28 + adhesive ileus adhesiolysis, 35
anastomosis
revision
(POD#11)
13 6 11 - 17
14 7 9 - adhesive ileus Adhesiolysis 15
(late Cx.) (discharge
24days later)
15 6 9 - 20 (jaundice)
16 6 9 + wound infecton 15
17 12 18 - 28 (R/O CMC, suction
biopsy)
18 21 32 - 35
19 6 10 - 17
20 13 17 - 21
21 7 9 - 19 (transfer)
22 4 7 - 14

Cx: complication, POD: postoperative day, CMC: congenital megacolon, +: positive, -: negative
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Experience with Tapering Enteroplasty in Intestinal Atresia

Jae Hee Chung, M.D., Soo Hong Kim, M.D., Young Tack Song, M.D.

Department of Surgery, College of Medicine,
The Catholic University of Korea,
Seoul, Korea

Tapering enteroplasty was first described by Thomas in 1969 as one method of
intestinal anastomosis. The advantages of tapering enteroplasty in the intestinal
atresia are: First, it makes end-to-end anastomosis possible between the atretic
bowel ends with considerable differences in diameters. Second, it promotes the
recover of the postoperative bowel function. Third, it prevents the possibility of
the short bowel syndrome by eliminating the need of resecting the dilated bowel. A
total of 22 patients with intestinal atresia who underwent tapering enteroplasty
from January 1988 to December 2005 at our institute were reviewed. In 3 of 22
cases, tapering enteroplasty was the 2"¢ operation after an initial end-to-oblique
anastomosis. We reviewed the following items: age, sex, type and location of
intestinal atresia, initial feeding and total enteral feeding start day, the length of
hospital stay and complications. The average age of the patients was 7 days. Male
to female ratio was 1 to 1.2 (10 cases: 12 cases). We performed the tapering
enteroplasty on all types and locations of the intestinal atresia from the duodenum
to the colon: type I (n=3), type II (n=4), type IIIA (n=7), type IIIB (n=5), type IIIB
and IV (n=1), type IV (n=1) and type C (duodenum) and type IIIB and IV (jejunum).
On the average, the oral feeds were started on the postoperative 8.8 day, and full
caloric intake via the enteric route was achieved on postoperative 13.3" day. The
average length of hospital stay was 19.6 days. There were 1 case (4.5%) of
anastomotic complication and 2 cases (9 %) of adhesive ileus among 22 patients.
The tapering enteroplasty on all types of intestinal atresia is a usefull operative
method when there are considerable diameter differences between the atretic
bowel ends.

(J Kor Assoc Pediatr Surg 13(1):23~29), 2007.
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