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Answers to Medical Quiz

Saeed Al Hindi

Al. The most likely diagnosis is necrotizing enterocolitis with bowel perforation.
A2. Portal air and pneumatosis intestinalis.
DISCUSSION

Necrotizing enterocolitis (NEC) is the most common gastrointestinal emergency in the
premature infant. Although NEC is most commonly observed in premature
infants, 10% of affected patients are born at term®. Its incidence varies between 0.3 and
2.4 infants per 1000 births and 7-11% amongst infants of less
than 1500 grams. Male and female are equally affected?.

Presentations of necrotizing enterocolitis cases vary and may include feeding intolerance,
abdominal distension, bloody stools, apnea, lethargy, temperature instability or
hypoperfusion®. The abdominal X-ray is the best diagnostic tool in the
evaluation of NEC. Pneumatosis intestinalis (air in the bowel wall), when present, is
diagnostic of NEC. It is thought to be due to the production of gas from bacterial
fermentation of substrate. Portal venous air is seen in about one third of the cases, and has
been associated with a worse prognosis in some studies. Pneumoperitoneum in a supine
or lateral X-ray might be apparent in cases of intestinal perforation®”.

Common laboratory abnormalities in necrotizing enterocolitis patients include
thrombocytopenia, leukocytosis, electrolytes imbalance, metabolic acidosis, hypoxia or
hypercapnia. NEC is associated with bacteremia in approximately 30% of the cases, and
a blood culture should be obtained before antibiotics are started”.

Bell and coworkers have proposed a clinical staging classification to describe NEC
severity as follow:

Stage I: Suspect: Infant with suggestive clinical signs but X-ray non-diagnostic.
Stage Il: Definite: Infant with pneumatosis intestinalis. (I1A: mildly ill - 11B: moderately
ill (acidosis, thrombocytopenia or ascites). Stage Ill: Advanced. (I11A: Critical with
impending perforation - 111B: Critical with proven perforation)*®.

The pathogenesis of NEC remains unknown. Several factors appear to play either a
primary or a secondary role: infectious agents, enteral alimentation, mesenteric ischemia
and prematurity. NEC occurs mostly in fed infants (90%). This might be due to an
increased metabolic demand of the intestine during nutrient absorption, leading to tissue
hypoxia and subsequent mucosal injury’. NEC have been associated
with Klebsiella, E. coli, Clostridia, coagulase negative Staphylococcus, rotavirus, and
coronavirus®.



Treatment of NEC should be undertaken immediately and includes the following:
Nasogastric tube suction and intubation, Prompt intravenous broad spectrum
antibiotic therapy, maintain perfusion and early parenteral nutrition®. The surgical
management of NEC remains controversial. Surgery is indicated if bowel perforation is
suspected or if progressive clinical deterioration occurs despite medical management.
Surgical options include laparotomy with resection and enterostomy or peritoneal drain
placement, allowing abdominal decompression, with a subsequent open procedure
required in only half of these patients’. NEC mortality ranges from 9 to 28% and is due to
refractory shock, disseminated intra-vascular coagulation, multiple organ failure, sepsis,
extensive bowel necrosis and complication of short bowel syndrome’.

CONCLUSION

Necrotizing enterocolitis is the most common gastrointestinal emergency in preterm
infants. Cases of NEC are usually presented with feature of sepsis. Several factors
appear to play either a primary or a secondary role in pathogeneses of NEC
including infectious agents, enteral alimentation, mesenteric ischemia and
prematurity. Diagnosis of NEC requires septic work-up and abdominal X-ray. The
treatment is mainly medical support and surgical intervention in cases of bowel
perforation or failure of medical therapy.
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