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AB ST RA CT
Gastric perforation among neonates is a rare but frequently fatal condition of uncertain
etiology. These children present with acute abdomen and rapid clinical deterioration.
Prompt diagnosis and early intervention reduce mortality. Here we are presenting a case of
successfully managed gastric perforation in preterm neonate
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INTRODUCTION
Neonatal gastric perforation is an infrequent and life
threatening surgical emergency, itoften occurs without
anyprecipitating event, after which patients deteriorate
rapidly. [1] The high mortality rate can be attributed to
vulnerability of the neonatal period, but the process evolves
so rapidly that prompt diagnosis is necessary if improved
[2]
survival
rates
are
to
be
achieved.
Many theories have been proposed for the pathogenesis of
gastric perforation, but the aetiology is still unknown. Here,
we present a cases of neonatal gastric perforation.

After adequate resuscitation and stabilisation patient
underwent laparotomy through right upper transverse
incision, on exploration, there was single 8mm x 9 mmgastric
perforation seen on anterior wall of stomach near greater
curvature [Figure 2]. Primary repair with Omentum patch was
done and abdomen was closed. Postoperative period was
uneventful and baby was discharged on 8 th postoperative day.
Histopathological examination of the margin of perforation
area revealed nonspecific inflammation.

Case report
A 3-day-old pre term baby, weighing 1800 g, male child was
admitted with history of abdominal distention. Examination
revealed a lethargic new-born with marked abdominal
distention. Bowel sounds were absent. Abdominal X-ray
revealed huge free intraperitoneal air [Figure 1]. Provisional
diagnosis of perforation peritonitis was made.

Figure 2 Gastric perforation

DISCUSSION

Figure 1 showing huge pneumoperitoneum

Gastric perforation in the newborn infant was first described
by Siebold in 1825.[3] The first successful surgical repair was
reported by Leger et al in 1950.[4] There are three causes that
have been proposed for stomach perforation: traumatic,
ischaemic, and spontaneous. Trauma [5] by vigorous
nasogastric or orogastric tube placement have been implicated
as most common cause of perforation. Positive pressure
ventilation may cause Traumatic gastric perforation.[6] It is
difficult to explain the process that lead to ischemic
perforation because these are related with conditions of severe
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physiological stress, such as extreme prematurity, sepsis and
neonatal asphyxia. Ischaemic gastric perforations have been
found to occur in conjunction with necrotising enterocolitis.
Gastric stress ulcers through process of Transmural necrosis
can cause gastric perforation in critically ill infants. [5, 6]

Reference

Healthy infants may have spontaneous perforation of
stomach, usually within the first week of life, particularly in
between the first 2 and 7 days of life. [7] Congenital defects in
the muscular wall of the stomachhave been found to be
causative factor for spontaneous gastric perforation. [8]
Anatomic defects of the gastric muscular wall have been
suggested to potentiate perforation of the stomach among
neonates, especially in prematurity. The circular muscle layer
of the newborn stomach normally contains several gaps, most
prominently in the fundus, near the greater curvature. These
gaps are more common in premature infants. [9] Under normal
circumstances, such gaps may have little clinical significance,
but they are potential weak points in the stomach wall that
might be susceptible to rupture if intragastric pressure
increases
Surgical repair of most perforation consists of debridement
and closure of stomach with use of omentum for its rich
vascularity. Postoperative vigorous supportive therapy
combined with the use of broad spectrum antibiotics is of
paramount importance. In very sick infants, external
peritoneal drainage may be required to buy time to stabilised
patient for short interval, followed by surgical intervention
once child condition permit. The mortality of infants with
gastric perforation has been reported to be higher among
premature and LBW; 62% and 55% respectively that can be
because of associated morbidity in these neonate. [1]
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CONCLUSION
Prompt diagnosis, vigorous preoperative and post-operative
therapy with timely surgical intervention can reduce mortality
in these children.

*******

1136

Lin CM, Lee HC, Kao HA, Hung HY, Hsu CH, Yeung
CY, Sheu JC, Wang NL. Neonatal gastric perforation:
report of 15 cases and review of the literature. Pediatr
Neonatol. 2008 Jun; 49(3):65-70.
Kshirsagar AY, Vasisth GO, Ahire MD, Kanojiya RK,
Sulhyan SR. Acute spontaneous gastric perforation in
neonates: A report of three cases. Afr J Paediatr Surg
2011; 8:79-81.
Wilson ES Jr. Neonatal gastric perforation. Am J
Roentgenol Radium TherNucl Med 1968; 103:307 9.
Reams GB, Dunaway JB, Walls WL. Neonatal gastric
perforation with survival. Pediatrics 1963; 31:97 102.
Grosfeld JL, Molinari F, Chaet M, Engum SA, West
KW, Rescorla FJ, et al. Gastrointestinal perforation
and peritonitis in infants and children: Experience with
179 cases over ten years. Surgery 1996; 120:650-6.
Holcomb GW 3 rd. Survival after gastrointestinal
perforation
from
esophageal
atresia
and
tracheosophageal fistula. J Pediatr Surg 1993;
28:1532-5.
Ryckman FC. Selected anomalies and intestinal
obstruction. In: Avery A, Fanarof AA, Richard J,
Martin RJ, editors. Neonatal perinatal medicine
diseases of the fetus and infant. 7 th ed. USA: Mosby;
2002. p. 1283.
Haddock G, Wesson DE. Congenital anomalies. In:
Walker WA, Durie PR, Hamilton JR, Walker-Smith
JA, Watkins JB, editors. Pediatric gastrointestinal
disease. 3 rd ed. Canada: BC Decker; 2000. p. 379-86.
Hwang RC, Chen BS, Cho CC, et al. Rupture of the
stomach in newborn infants: report of 3 cases.
ActaPaediatr Sin 1982; 23:178 84.

