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INTRODUCTION 

urgery on a newborn has been one of the most challenging 

subjects in medical science. A neonate is born with his 

unique physiological features of very narrow normal ranges, 

beyond which it is helpless to cope with the adverse situations. 

Added to this, he has to be able to respond to life-threatening 

surgical conditions for his survival (Speer et al., 2012).  

In the context of gestational age at birth, birth weight and 

neonatal pathological conditions, certain adverse early variables - 

such as decreasing gestational age, decreasing birth weight and 

critically compromised neonatal health status, specifically in the 

presence of surgical life-threatening conditions mainly related to 

immaturity and low birth weight have been recognized for 

increasing risk of poorer health outcomes for neonatal and infant 

morbidity and mortality (Boyle et al., 2012). 

Among several other factors, infections and sepsis remain 

as persistent and significant causes of mortality and morbidity 

among neonates. Newborns suffering from sepsis have an 

increased mortality rate and persistent high mortality from sepsis 

remains as a challenge to neonatal surgical care. Survival 

following neonatal surgery has made a significant improvement in 

the developed countries because of better understanding of 

neonatal physiology, introduction of sophisticated devices, 

availability of trained personnel and of course antibiotics treating 

infections effectively (Speer et al., 2012). 

S 
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On the other hand, in developing countries, due to the 

burden of other childhood diseases, neonatal surgery is of low 

priority to health-care budget holders, thus outcomes 

expectedly differ from that obtainable in developed countries 

(Nandi et al., 2008). 
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AIM OF THE WORK 

The aim of this study was: 

1) To assess the prevalence rate and pattern of deaths of 

surgical neonates.  

2) To detect the factors responsible for mortality in the surgical 

neonates. 

3) To define the outcome of different neonatal surgical 

conditions. 
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Chapter 1 

NEONATAL SURGICAL EMERGENCIES 

Neonatal Surgical Emergencies present as: 

 Respiratory distress 

 Intestinal obstruction 

 Abdominal wall defects 

Respiratory distress  

1. Congenital diaphragmatic hernia 

Congenital Diaphragmatic hernia (CDH) is characterized 

by a defect in the diaphragm leading to the protrusion of 

abdominal contents into the thoracic cavity affecting the normal 

development of the lungs. The condition may present as an 

isolated lesion or as part of a syndrome 

 Epidemiology 

Ranges from approximately 0.8 - 5/10,000 births and 

varies across the population (Colvin et al., 2005). 

There is slightly higher male predominance and a lower 

risk of isolated CDH reported among African-Americans 

(Tennant et al., 2011). 
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In spite of advances made in the medical and surgical 

management of CDH, the mortality and morbidity remain high 

(Brownlee et al., 2009). 

In 15–20% of cases with CDH, the hernia occurs on the right 

side and in 80–85% of subjects on the left side. The diaphragm is 

rarely engaged in both sides (Akinkuotu et al., 2015). 

The survival of these patients is estimated to be 55–65% 

(van Loenhout et al., 2009). 

 Clinical manifestations 

Infants with CDH most often develop respiratory distress 

in the first few hours or days of life. The spectrum of 

presentation can vary from acute, severe respiratory distress at 

birth, which is common, to minimal or no symptoms, which is 

observed in a much smaller group of patients. 

Physical examination will reveal a barrel-shaped chest, a 

scaphoid appearing abdomen because of loss of the abdominal 

contents into the chest, and absence of breath sounds on the 

ipsilateral side. In most patients with CDH (because the lesion 

is on the left side), the heartbeat is displaced to the right 

because of a shift in the mediastinum. 



 Neonatal Surgical Emergencies 

 14 

Review of Literature 

 Management 

Antenatal Management – Medical 

Antenatal corticosteroids are administered to mothers in 

some centers to improve lung maturation in neonates with CDH, 

while some animal results are promising (Kapur et al., 1999). 

No significant advantages are reported in human infants 

(Lally et al., 2006). 

Postnatal Management – Medical  

Delivery room  

Deliveries should be conducted at centers with capabilities 

of managing an infant with CDH and associated complications. 

Resuscitation in the DR is based on neonatal resuscitation 

program (NRP) guidelines (Kattwinkel et al., 2010). 

All infants with CDH or suspected CDH need an 

orogastric/nasogastric tube with suction to decompress the 

bowel. Bag-mask ventilation should be avoided. The majority 

of these infants (especially with a prenatal diagnosis of CDH) 

require intubation in the delivery room. A pre-ductal pulse 

oximeter is placed on the right upper extremity as soon as 

possible. Ventilation using a T-piece resuscitator is preferred to 

avoid high airway pressures. Peak inspiratory pressure should 

be preferably below 25 cm H2O to avoid damage to the 

hypoplastic/immature lung. 
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 Oxygen can be titrated to maintain preductal saturations 

recommended by NRP. In some institutions, preductal 

saturations >70% are accepted for the first 1–2 hr if pH and 

arterial carbon dioxide for PaCO2 are within normal limits. 

Surgical repair 

Reduction of the abdominal viscera and primary closure 

of the diaphragmatic defect is the main managment. 

The diaphragmatic defect may be repaired with sutures 

alone, but increased tension, which compromises total thoracic 

compliance, often requires that a gore-tex patch be used in 

repair of the defect. 

There are patch-related complications including an 

increased risk of infection and chest wall deformities by 

tethering of the ribs (Lally et al., 1993). 

If the abdominal wall is difficult to close following 

reduction of the hernia, the use of a temporary abdominal wall 

silo or patch may be helpful (Schnitzer et al., 1995). 

2. Esophageal atresia 

Esophageal atresia encompasses a group of congenital 

anomalies comprising an interruption of the continuity of the 

esophagus combined with or without a persistent 

communication with the trachea. 


