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ABSTRACT  

Background: Colonic atresia and stenosis are rare entities. On average 1 case per year of colonic 
atresia is being seen in most of pediatric surgical centers and to date less than 10 cases of colonic 
stenosis have been reported.  

Material and Methods: The medical record of patients of colonic atresia and stenosis managed during 
March 2006 to March 2010 was reviewed. 

Results: A total of 15 patients of colonic atresia (11) and stenosis (4) were the study population. Four 
were ascending colon atresia, 2 at hepatic flexure and transverse colon each, and 1 at sigmoid colon. 
Two patients had multiple colonic atresias. One patient of ascending colon atresia also had pyloric atre-
sia. In colonic stenosis population (two congenital and two secondary to necrotizing enterocolitis), two 
were transverse colon stenosis and two were sigmoid colon stenosis. The preoperative diagnosis was 
distal small bowel atresia in 11 patients.  Colonic atresias were managed by colocolic anastomosis with 
covering ileostomy in 8 patients. The remaining 3 patients were managed by exteriorizing both ends of 
atresia. Colonic stenosis cases were managed by primary colocolic anastomosis in 1 patient and 
colocolic anastomosis under covering ileostomy in 3 patients. Three patients of colonic atresia 
succumbed postoperatively. 

Conclusion: Colonic atresia and stenosis are rare entities. Associated alimentary tract malformations 

may result poor prognosis. Colonic atresia can safely be managed by colocolic anastomosis with cov-

ering ileostomy. 
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INTRODUCTION 

Colonic atresia and stenosis are the rare entities with an 

incidence (colonic atresia) of 1 in 20,000 live births and 

comprise about 1.8-15% of intestinal atresias. The co-

lonic stenosis is even rarer and to date not more than 10 

cases have been reported in the English literature [1,2]. 

We are presenting our experience of managing cases of 

colonic atresia and stenosis with reference to types, 

management and outcome.  

MATERIAL & METHODS 

The record of patients of colonic atresia and stenosis 

managed during March 2006 to March 2010 was re-
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viewed and information regarding demography, diagno-

sis, operation and outcome was retrieved and analyzed. 

RESULTS 

A total of 15 patients of colonic atresia (11) and stenosis 

(4) were the study population. In case of colonic atresia 

the mean age of presentation was 2.4 days (SD± 1.2 

days) and male to female ratio was 6:5. In case of co-

lonic stenosis one patient presented on 3rd day of life, 2 

patients presented at 1.5 months of life, and one patient 

presented at 8 months of age (M:F 3:1). There was his-

tory of polyhydromnios in one patient. 

The presentation was of neonatal intestinal obstruction 

in 12 cases and the preoperative diagnosis was distal 

small bowel atresia in 11 patients. Three other patients 

presented with off and on history of partial intestinal 

obstruction in terms of abdominal distension, passage of 

very small amount of stool and occasional vomiting. Of 

these 3, 2 patients had history of prematurity and de-

velopment of abdominal distension and constipation 

within second week of life; nevertheless one patient had 

these symptoms since birth.  X-ray abdomen erect was 

performed in every case that revealed multiple air fluid 

levels in each patient except in one patient where it re-

vealed single gastric shadow indicative of pyloric atresia 

(Fig. 1). Ultrasound of the abdomen gave dilated bowel 

loops. 

 
Figure 1: X ray showing single air shadow  

At operation, four were ascending colon atresia (Fig. 2), 

2 were hepatic flexure, 2 were transverse colon, and 1 

sigmoid colon atresia (4 type I, and 5 type III variety). 

Two patients had multiple colonic atresias. One patient 

of ascending colon atresia also had pyloric atresia. In 

colonic stenosis population (two congenital and two 

secondary to necrotizing enterocolitis), two were 

transverse colon stenosis and two were sigmoid colon 

stenosis (Fig. 3,4). Colonic atresias were managed by 

colocolic anastomosis with covering ileostomy in 8 

patients (in one patient pyloric atresia was managed by 

gastroduodenal anastomosis). The remaining 3 patients 

were managed by exteriorizing both ends of atresia. 

Colonic stenosis cases were managed by primary colo-

colic anastomosis in 1 patient and colocolic anastomosis 

under covering ileostomy in 3 patients. Three patients of 

colonic atresia (one having associated pyloric atresia 

and two with multiple colonic atresias) succumbed post-

operatively. In two of the patients of colonic atresia 

managed by exteriorization of ends of colon, the colost-

omy had been reversed. Whereas in all the surviving 

patients in whom colocolic anastomosis was performed 

under covering colostomy the ostomies have now being 

reversed. 

 
Figure 2: Ascending colon atresia 

 

 
Figure 3: sigmoid colon stenosis in infant 

 

 
Figure 4: sigmoid colon stenosis in neonate 
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DISCUSSION  

In a series of 277 patients, over a period of 25 years, 

the incidence of colonic atresia was less than a case per 

year. Colonic stenosis is even rarer. The most commonly 

accepted theory of development of intestinal atresia and 

stenosis is based on mesenteric vascular accidents oc-

curring during the course of fetal development. The 

other proposed theories are failure of recanalization, 

intestinal perforation, drugs and environmental factors. 

Vascular insufficiency is believed to cause colonic atresia 

and stenosis, nevertheless in one patient of ascending 

colon atresia associated with pyloric atresia the etiology 

seems to be failure of recanalization. Pujar et al reported 

first case of pyloric atresia associated with multiple co-

lonic atresias however few other cases of pyloric atresia 

in association with multiple small as well as large bowel 

atresias have also been reported. Now we are reporting 

the second case of pyloric atresia in association with 

colonic atresia- the Pujar-Mirza syndrome [1-7].  

Colonic stenosis can be congenital or acquired. In our 

series two patients (One presented on third day of life 

and other at 8-m age) were of congenital colonic steno-

sis based on symptoms started since birth whereas two 

patients who were premature and developed 

presentation after second week of life considered 

secondary to necrotizing enterocolitis. 

The preoperative diagnosis of colonic atresia and steno-

sis can be made with the help of a contrast enema. Any 

newborn with a suspicion of intestinal atresia clinically 

and on plain radiograph should have a contrast enema 

to delineate the unused colon and ascertain any colonic 

atresia or stenosis. In case of colonic atresia the con-

trast will typically fill the lumen of distal unused colon, 

terminating at a point adjacent to the segment that is 

most distended with luminal air - the cutoff point. In 

case of colonic stenosis the contrast enema delineates 

an unused distal colon with a small caliber followed by a 

distended portion of colon, proximal to the stenosis 

[1,8,9]. 

The treatment option used in most of cases of left sided 

colonic atresia and stenosis is colocolic anastomosis with 

a covering enterostomy, and primary anastomosis is 

preferred by some authors in right colon lesions [2, 10-

13]. We did primary colocolic anastomosis in case of 

colonic stenosis presented to us at 8 months of age, 

whereas, in other patients our preferred method re-

mained colocolic anastomosis under covering enterost-

omy. Although we managed 3 patients of colonic atresia 

by exteriorizing the colonic ends but during reversal of 

the colostomy the huge difference of lumens in proximal 

and distal colonic ends posed difficulty in anastomoses. 

The outcome remained good in our patients having iso-

lated colonic atresias and stenosis, but where it was 

associated with other alimentary tract atresias like py-

loric atresia and multiple colonic atresias, the prognosis 

remained bad. These patients succumbed to sepsis in 

the postoperative period. 

CONCLUSION 

Colonic atresia and stenosis are rare entities. Associated 

other alimentary tract malformations may indicate poor 

prognosis. Colonic atresia can safely be managed by 

colocolic anastomosis with covering ileostomy. 

REFERENCES 

1. Vecchia LKD, Grosfeld JL, West KW, Rescorla FJ, Scherer 

LR, Engum SA. Intestinal atresia and stenosis: a 25 year 

experience with 277 cases. Arch Surg 1998;133:490-7. 

2. Oldham KT, Arca MJ. In: Grosfeld JL O’Neill JA Jr, Coran 

AG, Fonkalsrud EW, Caldamone AA. editors. Pediatric 

Surgery. 6th ed. Chicago: Year Book; 2006. p. 1493-

1501.  

3. Mustafa G, Mirza B, Bashir Z, Sheikh A. Delayed recogni-

tion of type I sigmoid-colon atresia: The perforated web 

variety. APSP J Case Rep 2010;1:5. 

4. Siu KL, Kwok WK, Lee WY, Lee WH. A male newborn with 

colonic atresia and total colonic aganglionosis. Pediatr 

Surg Int 1999;15:141-2. 

5. Pujar VC, Kurbet S, Kaltari DK. Pyloric atresia in associa-

tion with multiple colonic atresias in a neonate: an unre-

ported association. J Neonat Surg 2012;1:6. 

6. Guttman FM, Braum P, Gavance PH, et al. Multiple atre-

sias and a new syndrome of hereditary multiple atresias 

involving the gastrointestinal tract from stomach to rec-

tum. J Pediatr Surg 1973; 8: 633–40. 

7. Al-Salem AH, Qaisaruddin S, Varma KK. Pyloric atresia 

associated with intestinal atresia. J Pediatr Surg 1997; 

32: 1262-3. 

8. Warner BW. Jejunoileal atresia. In O’Neill JA Jr, Rowe MI, 

Grosfeld JL, et al (eds): Pediatric Surgery, 6th ed. Chi-

cago, Year Book, 2006, p 1369-82. 

9. Sarin YK. Intrauterine intussusception causing ileal atre-

sia. APSP J Case Rep 2010; 1:18. 

10. Mansoor H, Kanwal N, Shaukat M. Atresia of the ascend-

ing colon: A rarity. APSP J Case Rep 2010;1:3. 

11. Seo T, Ando H, Watanabe Y, Harada T, Ito F, Kaneko K, 

et al. Colonic atresia and Hirschsprung's disease: impor-

tance of histologic examination of the distal bowel. J Pe-

diatr Surg 2002;37:E19. 

12. Ruggeri G, Libri M, Gargano T, Pavia S, Pasini L, Tani G, 

et al. Congenital colonic stenosis: a case of late-onset. 

Pediatr Med Chir 2009; 1:130-3.  

13. Sax EJ. Pediatric case of the day: Congenital colonic 

stenosis. Am J Roentogenol 1991;156:1315-7. 

 

 

 



 COLONIC ATRESIA AND STENOSIS 

 

  Journal of Neonatal Surgery Vol. 1(1); 2012 
 

 

 

Address for correspondence 

Dr. Muhammad Bilal Mirza 

428 Nishter Block Allama Iqbal Town Lahore, Pakistan  

E mail: blmirza@yahoo.com  

© Mirza B, 2012 

Submitted on: 20-10-2011 

Accepted on: 12-11-2011 

Published on: 01-01-2012 

Conflict of interest: None   

Source of Support: Nil 

 

 

 

 

 

 


