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Received: 8 November 2022

Accepted: 23 November 2022

Published: 24 November 2022

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2022 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

children

Article

The Incidence of Associated Anomalies in Children with
Congenital Duodenal Obstruction—A Retrospective Cohort
Study of 112 Patients
Adinda G. H. Pijpers 1,* , Laurens D. Eeftinck Schattenkerk 1, Bart Straver 2, Petra J. G. Zwijnenburg 3,
Chantal J. M. Broers 4, Ernest L. W. Van Heurn 1, Ramon R. Gorter 1 and Joep P. M. Derikx 1

1 Department of Pediatric Surgery, Emma Children’s Hospital Amsterdam UMC, University of Amsterdam,
Meibergdreef 9, 1105 AZ Amsterdam, The Netherlands

2 Department of Pediatric Cardiology, Emma Children’s Hospital Amsterdam UMC, University of Amsterdam,
Meibergdreef 9, 1105 AZ Amsterdam, The Netherlands

3 Department of Clinical Genetics, Emma Children’s Hospital Amsterdam UMC, University of Amsterdam,
Meibergdreef 9, 1105 AZ Amsterdam, The Netherlands

4 Department of Pediatrics, Emma Children’s Hospital Amsterdam UMC, University of Amsterdam,
Meibergdreef 9, 1105 AZ Amsterdam, The Netherlands

* Correspondence: a.pijpers1@amsterdamumc.nl; Tel.: +31-644139660

Abstract: Background: Duodenal obstruction (DO) is a congenital anomaly that is highly associated
with other anomalies, such as cardiac anomalies and trisomy 21. However, an overview of additional
anomalies and patient-specific risk factors for cardiac anomalies is lacking. Potential association
with the vertebral, anorectal, cardiac, trachea-esophageal, renal and limb anomalies (VACTERL)
spectrum remains unknown. Therefore, we aim to examine the incidence of associated anomalies,
a VACTERL-spectrum association and patient-specific risk factors for cardiac anomalies in patients
with DO. Methods: A retrospective cohort study was performed between 1996 and 2021. Outcomes
were the presence of any additional anomalies. Risk factors for cardiac anomalies were analyzed
using multivariate logistic regression. Results: Of 112 neonates with DO, 47% (N = 53/112) had one
associated anomaly and 38% (N = 20/53) had multiple anomalies. Cardiac anomalies (N = 35/112)
and trisomy 21 (N = 35/112) were present in 31%. In four patients, VACTERL-spectrum was
discovered, all with cardiac anomalies. Trisomy 21 was found to be a risk factor for cardiac anomalies
(OR:6.5; CI-95%2.6–16.1). Conclusion: Associated anomalies were present in half of patients with DO,
of which cardiac anomalies and trisomy 21 occurred most often, and the VACTERL-spectrum was
present in four patients. Trisomy 21 was a significant risk factor for cardiac anomalies. Therefore, we
recommend a preoperative echocardiogram in patients with DO. In case a cardiac anomaly is found
without trisomy 21, VACTERL-screening should be performed.

Keywords: duodenal obstruction; duodenal atresia; cardiac anomalies; associated anomalies; VACTERL

1. Introduction

Duodenal obstruction (DO) is a congenital anomaly caused by duodenal atresia (DA),
web or membrane or annular pancreas (AP), and occurs in 1 in 5000–10,000 live births [1,2].
DO most commonly presents as an isolated anomaly; however, it has also been associated
with various other congenital anomalies. Cardiac anomalies and trisomy 21 are the most
frequently documented, which both account for almost one-third of patients with DO
according to previous studies [3,4]. The incidence of cardiac anomalies without the presence
of trisomy 21 remains unknown, as well as the potential risk factors for cardiac anomalies.
Information about the potential associated cardiac anomalies prior to surgery is essential
in patients with DO, as they may have serious (anesthesiological) consequences. It is
important to have full knowledge of the associated cardiac anomalies, since severe cardiac
anomalies can have a major influence on the outcome and care of patients with DO [5].
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Although there is a strong correlation between DO, trisomy 21 and cardiac anomalies,
there is a lack of knowledge of other potential associated anomalies. Previous studies sug-
gest a potential association with esophageal atresia, anorectal malformations or vertebral
anomalies and DO [6–9]. These anomalies are all part of the (vertebral anomalies, anal
atresia, cardiac anomalies, tracheo-esophageal fistula, renal anomalies, limb abnormali-
ties (VACTERL) spectrum [10]. It might be that DO patients with additional congenital
anomalies are actually part of the VACTERL spectrum, which at the moment is unknown.
Moreover, an overview of all anomalies that might be associated with DO is lacking. Knowl-
edge about potential associated anomalies and VACTERL spectrum is crucial in order to
determine whether or not screening for them is necessary. When screening is not a part of
routine care, this could potentially delay the diagnosis and treatment of additional anoma-
lies of the VACTERL spectrum. However, performing routine screening in all patients
seems not cost-effective. It is therefore important to look for patient specific risk factors
which increase the chances of finding additional anomalies.

Therefore, the aim of this study is to: (1) provide a comprehensive overview of all
associated anomalies present in our cohort of patients with DO, (2) see if there is a VACTERL
spectrum association, and (3) determine patient-specific risk factors for these additional
anomalies. We hypothesize that cardiac anomalies and trisomy 21 are the most frequent
associated anomalies in patients with DO.

2. Materials and Methods

All patients with a DO, defined as duodenal atresia, duodenal web or annular pan-
creas, treated between July 1996 and December 2021, were retrieved from the Amsterdam
University Medical Centers (AUMC) database. The AUMC consists of two pediatric sur-
gical centers, namely, Academical Medical Center (AMC) and VU University Medical
Center (VUmc), and is a center of expertise for rare and complex gastroenterological dis-
eases. Patients with a malrotation as the cause of DO without atresia, web/membrane or
annular pancreas, or patients with pyloric atresia in the surgical report, were excluded
from the study. The local medical ethical commission evaluated and validated the study
(W18_233#18.278, 26 July 2018). An opt-out letter was sent to patients and parents, which
they could return within one month if they did not wish to participate. Following this
period, patient records were checked.

Two PhD candidates (LES and AP) read the patient records and double-checked 10%
of each other’s work. In case of doubt, a paediatric surgeon (JD) was consulted. All data
for patients meeting the inclusion criteria were restored in SPSS 28.0.

The primary outcome for this study was the presence of any associated anomaly next
to DO. Secondary outcomes concerned the patient-specific risk factors for cardiac anomalies
and the presence of VACTERL-spectrum.

Not all children with DO received a routine echocardiogram in our cohort. All patients
with trisomy 21 received an echocardiogram, as well as symptomatic patients. From
2012, all children with DO received an echocardiogram. Further research was conducted
investigating the VACTERL spectrum when the echocardiogram was abnormal. Based on
this indication, further additional diagnostics were performed. A clinical geneticist was
consulted in case of numerous congenital anomalies.

2.1. Data Extraction

The patients were categorized by the type of DO namely atresia, annular pancreas
or web/membrane. This and the type of surgical technique were extracted from the
surgical reports. Furthermore, patient information concerning sex, gestational age in weeks,
prematurity (defined as gestational age < 37 weeks), age at surgery in days, birthweight,
trisomy 21, length of hospital stay in days, length of follow-up in months and mortality
within 30 days after surgery were extracted.

Information concerning associated anomalies was divided in organ systems: cardiovas-
cular, vertebral, renal, genito-urinary tract, eye ear and neck, esophageal, gastro-intestinal,
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limbs, cleft, lip and palate, nervous system and genetics. Specific details were reported.
Patients meeting the criteria of the VACTERL association were defined following the defini-
tions of Van de Putte et al. [10]. The congenital anomalies are divided into major and minor
anomalies. Major VACTERL features are part of the classical VACTERL association. Minor
VACTERL features are anomalies that are not classically seen in VACTERL association, but
appear in the same organ systems as typical VACTERL features.

Based on the major and minor criteria, four subtypes of VACTERL were created:
STRICT-VACTERL, VACTERL-LIKE, VACTERL-PLUS and NO-VACTERL.

STRICT-VACTERL contains three or more major VACTERL anomalies, no anomalies
outside VACTERL. VACTERL-LIKE contains three or more major and minor VACTERL
anomalies, with no anomalies outside the VACTERL spectrum. VACTERL-PLUS contains
all cases that fulfil the criteria of STRICT-VACTERL and VACTERL-LIKE and also have
anomalies outside of the VACTERL spectrum. Cases that did not meet the VACTERL
subtypes mentioned above are included in the NO-VACTERL subtype. For further analysis,
a dichotomous variable was formed, defining VACTERL-STRICT, VACTERL-LIKE and
VACTERL-PLUS as presence of VACTERL, and NO-VACTERL as not present. In case of
doubt, a clinical geneticist was consulted (PZ).

Cardiac anomalies were reported by presence and type following the definitions of
Putte et al., and Cunningham et al. [10,11]. Isolated patent ductus arteriosus and patent
foramen ovale not requiring surgery under gestational age of 37 weeks were not registered
as cardiac anomalies. Two patients had an asymptomatic double vena cava without
cardiological follow-up and were not registered as cardiac anomalies. In case of doubt,
a pediatric cardiologist (BS) was consulted.

2.2. Statistical Analysis

Normally distributed variables were reported with mean and ± standard deviation
(SD) and non-normally distributed variables were reported as median with interquartile
range. Distribution was tested by the comparison of a histogram of the sample data with a
normal probability curve. To test the significance of the differences in categorical data the
Chi-squared test was used; if the assumptions of this test were not met, then the Fisher’s
Exact test was used. In case of continuous data, Student’s t test was used. Statistical
significance was defined as p-values of ≤ 0.05.

Multivariate logistic regression analysis was used for the outcome of associated car-
diac anomalies, including trisomy 21, prematurity and multiple birth as input variables.
Backward Wald selection was used for the selection of variables using the standard p = 0.10
for variable removal. Significant risk factors were reported using odds ratio (OR) with
95% confidence intervals (95%-CI). An assessment of confounding (increase in B-coefficient
of >10%) and effect modification (significant interaction term) was performed. Addition-
ally, the adjusted R-squared was reported to show the proportion of the variance in the
occurrence of cardiac anomalies explained by the model.

3. Results

A total of 112 patients with DO were operated in Amsterdam in the study period and
met the inclusion criteria. Seven patients were excluded due to missing data regarding
associated anomalies. No opt-out letters were returned within one month. Baseline
characteristics are shown in Table 1.
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Table 1. Patient characteristics.

Variable Total N = 112 (%)

Male 58 (52%)
Preterm 51 (48%) (missing = 6)
Multiple 5 (5%)
Median age at surgery in days (IQR) 3 (1–6)
Median birthweight in grams (IQR) 2620 (2080–3090) (missing = 7)
Median days hospital stay (IQR) 23 (18–33) (missing = 1)
Median months follow-up (IQR) 33 (6–108) (missing = 1)
Type of obstruction

Atresia 41 (37%)
Membrane 37 (33%)
Annular pancreas 34 (30%)

Surgery details
Duodeno-duodenostomy 88 (79%)
Duodeno-jejunostomy 1 (1%)
Duodenoplasty 23 (20%)

Cardiac anomaly 35 (29%)
With trisomy 21 20 (57%)
Without trisomy 21 15 (43%)

Trisomy 21 35 (31%)
Mortality within 30 days 3 (3%)

IQR: Inter quartile range.

3.1. Patient Characteristics

Among all patients, 37% (N = 41/112) were treated for duodenal atresia, 33% (N = 37/112)
for duodenal web or membrane and 30% (N = 34/112) for annular pancreas. Sex was nearly
equally distributed, with 52% males (N = 58/112). Prematurity was seen in 48% of patients
(N = 51/106, missing: 6). Data for birthweight were missing in seven patients, giving a
median weight of 2620 g (IQR: 2080–3090).

The majority of the DO patients were treated with a duodeno-duodenostomy (N = 88/112);
the patients with web or membrane (62% N = 23/37) were treated by duodenoplasty and
one patient was treated with a duodeno-jejunostomy. In 2% (N = 2/112) of the patients, a
transanastomotic tube was placed during surgery. All other patients received a nasogas-
tric tube perioperative. The median age at surgery was 3 days (IQR: 1–6). The median
hospital stay was 23 days (IQR: 18–33) and the median time of follow-up was 33 months
(IQR: 6–108).

Mortality within 30 days was seen in 3% (N = 3/112) of the patients. All three
were diagnosed with trisomy 21, of which two diagnoses were combined with severe
cardiac anomalies such as atrioventricular septal defect (AVSD). One patient with only
trisomy 21 died as a result of ongoing sepsis due to an anastomotic leakage after duodeno-
duodenostomy.

3.2. DO and Cardiac Anomalies

Cardiac anomalies were seen in 31% (N = 35/112) of the patients. Twenty out of these
35 patients (57%) were also diagnosed with Trisomy 21. The incidence of cardiac anomalies
in patients without trisomy 21 was 20% (N = 15/77, missing: 6). Atrioventricular septal
defect (AVSD) was most frequently seen in 37% (N = 13/35) of the patients with cardiac
anomalies. ASD and VSD are among the other cardiac anomalies listed in Table 2.
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Table 2. Overview of associated anomalies.

Type of Anomaly Total N = 112 (%) Atresia N = 41 Annular Pancreas
N = 34

Web/Membrane
N = 37

Number of associated anomalies 53 (47%) 17 (42%) 14 (41%) 22 (60%)
Single 33 (68%) 9 (53%) 8 (57%) 16 (73%)
Multiple 20 (32%) 8 (47%) 6 (43%) 6 (27%)
Cardiovascular 35 (31%) 8 (20%) 11 (32%) 16 (43%)
Atrial septal defect 7 (20%) 1 2 4
Ventricular septal defect 6 (17%) 2 2 2
Atrioventricular septal defect 13 (37%) 1 6 6
Tetralogy of Fallot 3 (9%) 1 1 1
Persistent ductus arteriosus 3 (9%) 1 0 2
Kommerell diverticula 1 (3%) 1 0 0
Isomerism of atrial appendages 2 (6%) 1 0 1
Vertebral 12 (11%) 5 (12%) 3 (9%) 4 (11%)
Scoliosis 4 (33%) 2 1 1
Sacral anomaly 3 (25%) 2 0 1
Anomaly of vertebrae 5 (42%) 3 1 1
Deviating amount of ribs 3 (25%) 0 2 1
Renal 6 (5%) 1 (2%) 4 (12%) 1 (3%)
Pelviureteric junction stenosis 1 (16.6%) 1 0 0
Mono kidney 1 (16.6%) 0 1 0
Horseshoe kidney 1 (16.6%) 0 1 0
Lobulated kidney 1 (16.6%) 0 1 0
Shriveled kidney 1 (16.6%) 0 1 0
Extra renal pyelum 1 (16.6%) 0 0 1
Genito-urinary tract 5 (5%) 1 (2%) 2 (6%) 2 (5%)
Hypospadia 2 (40%) 0 1 1
Uretral obstruction 1 (20%) 0 0 1
Neurogenic bladder in ARM 2 (40%) 1 1 0
Eye, ear and neck 7 (6%) 1 (2%) 1 (3%) 5 (13%)
Hearing loss 6 (86%) 1 1 4
Nystagmus 1 (14%) 0 0 1
Esophageal 3 (3%) 3 (7%) 0 (0%) 0 (0%)
Esophageal atresia with fistula 3 (100%) 3 0 0
Respiratory tract 10 (9%) 3 (7%) 2 (6%) 5 (14%)
Tracheomalacia 3 (30%) 1 0 2
Bronchomalacia 4 (40%) 1 1 2
Tracheobronchomalacia 2 (20%) 0 1 1
Pulmonary hypertension 1 (10%) 1 0 0
Anus 5 (5%) 3 (7%) 1 (3%) 1 (3%)
Anorectal malformation 5 (100%) 3 1 1
Limbs 10 (9%) 4 (10%) 3 (9%) 3 (8%)
Syndactyly 1 (10%) 1 0 0
Clinodactyly 1 (10%) 1 0 0
Anomaly of the thumb 3 (30%) 0 2 1
Hypoplasia forearm 2 (20%) 1 1 0
Clubfoot 2 (20%) 0 0 2
Cleft, lip and palate 1 (1%) 0 (0%) 0 (0%) 1 (3%)
Palatoschisis 1 (100%) 0 0 1
Nervous system 2 (2%) 1 (2%) 0 (0%) 1 (3%)
Microcephaly 2 (100%) 1 0 1
Other 2 (2%) 1 (2%) 0 (0%) 1 (3%)
Polysplenia 2 (100%) 1 0 1
Genetics 42 (38%) 10 (24%) 14 (41%) 19 (50%)
Trisomy 21 35 (85.6%) 9 13 15
Fanconi syndrome 1 0 0 1
Feingold syndrome 1 1 0 0
Cornelia de Lange syndrome 1 0 1 0
22q11 microdeletion 1 0 0 1
Heterotaxie syndrome 1 0 0 1
MCT1 gene defect 1 0 0 1
VACTERL association 4 (4%) 2 (5%) 1 (3%) 1 (3%)
STRICT-VACTERL 1 (25%) 1 0 0
VACTERL-LIKE 3 (75%) 1 1 1
VACTERL-PLUS 0 (0%) 0 0 0

N = Number. ARM = anorectal malformation. VACTERL = vertebral anomalies, anal atresia, cardiac anomalies,
tracheo-esophageal fistula, renal anomalies, limb abnormalities [10].
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3.3. DO and VACTERL Spectrum

VACTERL spectrum association was seen in 4% (N = 4/112) of the patients with
DO. Each of the patients had a combined cardiac anomaly. Due to this small number
of patients, VACTERL spectrum was not included in the multivariate logistic regression
model. STRICT-VACTERL was seen in one of the four patients and VACTERL-LIKE was
seen in the other three. No patients had VACTERL-PLUS association.

3.4. Patients Specific Risk Factors for Cardiac Anomalies

Since cardiac anomalies were most the most frequently discovered associated anomaly
in children with DO, we examined the patient-specific risk factors for this group. This
might improve our ability to identify children preoperatively, and determine which patients
require additional diagnostics. Multivariate logistic regression showed that trisomy 21 (OR:
6.5; CI-95% 2.6–16.1) is a significant risk factor for cardiac anomalies in children with DO,
as shown in Table 3. Prematurity (OR: 1.6; CI-95% 0.6–4.0) and multiple birth (OR: 1.4;
CI-95% 0.1–14.7) were not significant risk factors and were, therefore, excluded from the
model. This model has a Nagelkerke R2 of 21%.

Table 3. Multivariate logistic regression.

Variable Odds Ratio (OR) 95% Confidence Interval p

Trisomy 21 OR 6.484 [2.611–16.098] 0.000
Prematurity OR 1.642 [0.666–4.047] 0.281

Multiple birth OR 1.395 [0.132–14.714] 0.782

4. Discussion

In our cohort of 112 patients with a DO, 47% (N = 53/112) had another congeni-
tal anomaly, with cardiac anomalies being the most common, with an incidence of 31%
(N = 35/112), followed by vertebral anomalies, limb anomalies and respiratory tract anoma-
lies. Trisomy 21 was found in 31% (N = 35/112) of the patients, and 57% (N = 20/35) of the
patients with a cardiac anomaly were also diagnosed with trisomy 21. Multivariate logistic
regression shows that trisomy 21 is a risk factor for cardiac anomalies in patients with DO
(OR: 6.5; CI-95% 2.6–16.1). Prematurity and multiple birth are not significant risk factors
for cardiac anomalies. In our cohort, the incidence of the VACTERL spectrum was found to
be 4% (N = 4/112), with each of the patients having a cardiac anomaly as well.

It is commonly recognized that trisomy 21 and cardiac anomalies are related in the
general population, and there is a relationship between these conditions and patients
with DO [4,12]. It is still unknown whether cardiac anomalies are associated with DO
without the presence of trisomy 21. In our cohort, 31% (N = 35/112) of the patients were
diagnosed with trisomy 21, versus 69% (N = 77/112) non-trisomy 21 patients. Within
these groups, the incidence of cardiac anomalies was found to be 57% (N = 20/35) in the
trisomy 21 group, versus 20% (N = 15/77) in the non-trisomy 21 group. This difference
in incidence is similar to previous reports [12–14]. Keckler et al., describes an increased
risk of cardiac anomalies in patients with trisomy 21 [12]. This is similar to our finding,
with trisomy being a significant risk factor for cardiac anomalies in patients with DO, and
emphasizes the importance of preoperative screening for cardiac anomalies for patients
with trisomy 21. However, with an incidence of cardiac anomalies in 20% of all DO patients
in our cohort, a preoperative echocardiography would be justified for all patients with
a suspected DO. Another important argument for this routine screening is the mortality
rate of about 3% in patients with DO, which can primarily be attributed to the additional
anomalies and corresponds to the findings in our own cohort [4,15,16]. However, according
to Khan et al., and Short et al., a selective preoperative echocardiography protocol based
on chest X-ray, cardiac and respiratory examination might be adequate to screen for cardiac
anomalies [5,17].
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In addition to cardiac anomalies, our cohort’s vertebral, limb and respiratory tract
anomalies each account for about 10% of the patients in the cohort. Atwell et al., find an
incidence of vertebral anomalies of 37% in DO patients [9]. This high incidence is in contrast
to our incidence of 11% (N = 12/112). However, Gruchalski et al., report an incidence of
vertebral anomalies among patients with a duodenal atresia of 2%, which can approach
40% in cases of multiple atresias [18]. Four of the 12 patients in our cohort with vertebral
anomalies also have an esophageal atresia or an anorectal malformation. This suggests
a potential connection between multiple atresias and vertebral anomalies. However, the
sample sizes of these studies do not allow firm conclusions. Regarding the anomalies of the
limbs and respiratory tract, Takahashi et al., describe low incidences of limb and respiratory
anomalies in a cohort of 31 patients with DO [19].

Trisomy 21 accounts for 86% of all genetic anomalies, as would be expected, making
it the most prevalent genetic anomaly. Only a small number of case reports documenting
families or individuals with Fanconi anemia, Feingold syndrome, or Cornelia de Lange
syndrome have been published [20–22]. Therefore, there is no clear association with any of
these syndromes in children with DO.

In this cohort, an incidence of 4% (N = 4/112) of VACTERL association is found in
patients with DO. This is similar to the incidence of VACTERL reported by Bailey et al.,
and Choudry et al., in children with DO [23,24]. In the years 2012–2016, the prevalence of
VACTERL was 1 in 20,000 live births, which is substantially lower than the 4% incidence
found in our cohort [10]. However, the relative rarity of DO and VACTERL limits the ability
to investigate the association between DO and VACTERL spectrum due to the small sample
sizes. In our cohort, all patients with VACTERL association also have a cardiac anomaly.
One explanation for this is that cardiac anomalies are already included in the VACTERL
association, making this relation understandable. Due to the fact that these patients with
suspected DO would have been eligible for a preoperative echocardiogram, it is already
known if there is a cardiac anomaly in these patients. Given the potential association
we found, we recommend that patients with DO and a cardiac anomaly without trisomy
21 should receive a VACTERL screening postoperative. A detailed physical examination
for dysmorphic features, an ultrasound of the kidneys and sacrum, an X-ray of spine
and forearms and additional screening by a clinical geneticist should all be part of this
screening [25].

The retrospective design of this study is the main limitation. DO is a relatively rare
disorder and it is necessary to include patients from a long time-period to study large
numbers of patients. This may cause a bias that influences the results of the study. Another
limitation of the retrospective design is the possibility of incomplete cardiac and VACTERL
screening among the patients. It is possible that only the most obvious major congenital
anomalies were diagnosed and that cases were not screened for additional congenital
anomalies that are not immediately evident. Therefore, asymptomatic cardiac or renal
congenital anomalies, for example, may have been missed. Moreover, the number of
associated anomalies may be underreported as a result of this incomplete screening. An
additional prospective multicenter cohort should be considered to conduct a perinatal and
perioperative protocol in patients with DO.

5. Conclusions

One third of the patients with DO had an associated cardiac anomaly, as well as
trisomy 21. Trisomy 21 was found to be a risk factor for cardiac anomalies. VACTERL
was found in 4% of the patients, with all of them having a cardiac anomaly. Therefore, we
recommend that all patients with DO should receive a preoperative echocardiogram. In
patients without trisomy 21 in which a cardiac anomaly is found, a postoperative VACTERL
screening should be performed.



Children 2022, 9, 1814 8 of 9

Author Contributions: Conceptualization, J.P.M.D. and E.L.W.V.H.; methodology, A.G.H.P. and
L.D.E.S.; software, L.D.E.S.; validation, B.S., P.J.G.Z., C.J.M.B., J.P.M.D. and R.R.G., formal analysis,
A.G.H.P. and L.D.E.S.; investigation, A.G.H.P.; resources, J.P.M.D.; data curation, A.G.H.P.; writing—
original draft preparation, A.G.H.P.; writing—review and editing, B.S. and P.J.G.Z. and C.J.M.B.;
visualization, A.G.H.P.; supervision, J.P.M.D. and R.R.G.; project administration, J.P.M.D.; funding
acquisition, J.P.M.D. and E.L.W.V.H. All authors have read and agreed to the published version of the
manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Local Ethics Committee of Amsterdam UMC (W18_233#18.278,
26 July 2018).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Miscia, M.E.; Lauriti, G.; Lelli Chiesa, P.; Zani, A. Duodenal atresia and associated intestinal atresia: A cohort study and review of

the literature. Pediatr. Surg. Int. 2019, 35, 151–157. [CrossRef] [PubMed]
2. Bethell, G.S.; Long, A.M.; Knight, M.; Hall, N.J. Congenital duodenal obstruction in the UK: A population-based study. Arch. Dis.

Child. Fetal Neonatal Ed. 2020, 105, 178–183. [CrossRef] [PubMed]
3. Santoro, S.L.; Steffensen, E.H. Congenital heart disease in Down syndrome—A review of temporal changes. J. Congenit. Cardiol.

2021, 5, 1. [CrossRef]
4. Dalla Vecchia, L.K.; Grosfeld, J.L.; West, K.W.; Rescorla, F.J.; Scherer, L.R.; Engum, S.A. Intestinal atresia and stenosis: A 25-year

experience with 277 cases. Arch. Surg. 1998, 133, 490–496, discussion 496–497. [CrossRef] [PubMed]
5. Khan, A.; Tanny, S.T.; Perkins, E.J.; Hunt, R.W.; Hutson, J.M.; King, S.K.; Jones, B.; Teague, W.J. Is selective echocardiography in

duodenal atresia the future standard of care? J. Pediatr. Surg. 2017, 52, 1952–1955. [CrossRef] [PubMed]
6. Dave, S.; Shi, E.C.P. The management of combined oesophageal and duodenal atresia. Pediatr. Surg. Int. 2004, 20, 689–691.

[CrossRef]
7. Saha, M. Alimentary Tract Atresias associated with Anorectal Malformations: 10 Years’ Experience. J. Neonatal Surg. 2016, 5, 43.

[CrossRef]
8. Maitra, S.; Sarkar, R. Anorectal malformation associated with small and large bowel atresias: A rare association. J. Neonatal Surg.

2012, 1, 59. [CrossRef]
9. Atwell, J.D.; Klidkjian, A.M. Vertebral anomalies and duodenal atresia. J. Pediatr. Surg. 1982, 17, 237–240. [CrossRef]
10. Van de Putte, R.; van Rooij, I.; Marcelis, C.L.M.; Guo, M.; Brunner, H.G.; Addor, M.C.; Cavero-Carbonell, C.; Dias, C.M.; Draper,

E.S.; Etxebarriarteun, L.; et al. Spectrum of congenital anomalies among VACTERL cases: A EUROCAT population-based study.
Pediatr. Res. 2020, 87, 541–549. [CrossRef]

11. Cunningham, B.K.; Hadley, D.W.; Hannoush, H.; Meltzer, A.C.; Niforatos, N.; Pineda-Alvarez, D.; Sachdev, V.; Warren-Mora,
N.; Solomon, B.D. Analysis of cardiac anomalies in VACTERL association. Birth Defects Res. Part A Clin. Mol. Teratol. 2013, 97,
792–797. [CrossRef] [PubMed]

12. Keckler, S.J.; St Peter, S.D.; Spilde, T.L.; Ostlie, D.J.; Snyder, C.L. The influence of trisomy 21 on the incidence and severity of
congenital heart defects in patients with duodenal atresia. Pediatr. Surg. Int. 2008, 24, 921–923. [CrossRef] [PubMed]

13. Bethell, G.S.; Long, A.M.; Knight, M.; Hall, N.J. The impact of trisomy 21 on epidemiology, management, and outcomes of
congenital duodenal obstruction: A population-based study. Pediatr. Surg. Int. 2020, 36, 477–483. [CrossRef] [PubMed]

14. Singh, M.V.; Richards, C.; Bowen, J.C. Does Down syndrome affect the outcome of congenital duodenal obstruction? Pediatr. Surg.
Int. 2004, 20, 586–589. [CrossRef] [PubMed]

15. Escobar, M.A.; Ladd, A.P.; Grosfeld, J.L.; West, K.W.; Rescorla, F.J.; Scherer, L.R.; Engum, S.A.; Rouse, T.M.; Billmire, D.F. Duodenal
atresia and stenosis: Long-term follow-up over 30 years. J. Pediatr. Surg. 2004, 39, 867–871, discussion 867–871. [CrossRef]

16. Grosfeld, J.L.; Rescorla, F.J. Duodenal atresia and stenosis: Reassessment of treatment and outcome based on antenatal diagnosis,
pathologic variance, and long-term follow-up. World J. Surg. 1993, 17, 301–309. [CrossRef]

17. Short, S.S.; Pierce, J.R.; Burke, R.V.; Papillon, S.; Frykman, P.K.; Nguyen, N. Is routine preoperative screening echocardiogram
indicated in all children with congenital duodenal obstruction? Pediatr. Surg. Int. 2014, 30, 609–614. [CrossRef]

18. Gruchalski, J.; Irving, I.M.; Lister, J. Skeletal anomalies associated with oesophageal, duodenal, and anorectal atresias. Lancet 1976,
1, 517. [CrossRef]

19. Takahashi, D.; Hiroma, T.; Takamizawa, S.; Nakamura, T. Population-based study of esophageal and small intestinal atre-
sia/stenosis. Pediatr. Int. 2014, 56, 838–844. [CrossRef]

http://doi.org/10.1007/s00383-018-4387-1
http://www.ncbi.nlm.nih.gov/pubmed/30386906
http://doi.org/10.1136/archdischild-2019-317085
http://www.ncbi.nlm.nih.gov/pubmed/31229958
http://doi.org/10.1186/s40949-020-00055-7
http://doi.org/10.1001/archsurg.133.5.490
http://www.ncbi.nlm.nih.gov/pubmed/9605910
http://doi.org/10.1016/j.jpedsurg.2017.08.046
http://www.ncbi.nlm.nih.gov/pubmed/28919320
http://doi.org/10.1007/s00383-004-1274-8
http://doi.org/10.21699/jns.v5i4.449
http://doi.org/10.47338/jns.v1.10
http://doi.org/10.1016/S0022-3468(82)80004-3
http://doi.org/10.1038/s41390-019-0561-y
http://doi.org/10.1002/bdra.23211
http://www.ncbi.nlm.nih.gov/pubmed/24343877
http://doi.org/10.1007/s00383-008-2185-x
http://www.ncbi.nlm.nih.gov/pubmed/18512061
http://doi.org/10.1007/s00383-020-04628-w
http://www.ncbi.nlm.nih.gov/pubmed/32114651
http://doi.org/10.1007/s00383-004-1236-1
http://www.ncbi.nlm.nih.gov/pubmed/15309469
http://doi.org/10.1016/j.jpedsurg.2004.02.025
http://doi.org/10.1007/BF01658696
http://doi.org/10.1007/s00383-014-3496-8
http://doi.org/10.1016/S0140-6736(76)90807-2
http://doi.org/10.1111/ped.12359


Children 2022, 9, 1814 9 of 9

20. Celli, J.; van Bokhoven, H.; Brunner, H.G. Feingold syndrome: Clinical review and genetic mapping. Am. J. Med. Genet. Part A
2003, 122, 294–300. [CrossRef]

21. Wick, M.R.; Simmons, P.S.; Ludwig, J.; Kleinberg, F. Duodenal obstruction, annular pancreas, and horseshoe kidney in an infant
with Cornelia de Lange syndrome. Minn. Med. 1982, 65, 539–541.

22. Evans, D.G.; Rees, H.C.; Spreadborough, A.; Campbell, D.J.; Gau, G.S.; Pickering, E.; Hamilton, S.; Clayton-Smith, J. Radial ray
defects, renal ectopia, duodenal atresia and hydrocephalus: The extended spectrum for Fanconi anaemia. Clin. Dysmorphol. 1994,
3, 200–206. [CrossRef]

23. Choudhry, M.S.; Rahman, N.; Boyd, P.; Lakhoo, K. Duodenal atresia: Associated anomalies, prenatal diagnosis and outcome.
Pediatr. Surg. Int. 2009, 25, 727–730. [CrossRef]

24. Bailey, P.V.; Tracy, T.F.J.; Connors, R.H.; Mooney, D.P.; Lewis, J.E.; Weber, T.R. Congenital duodenal obstruction: A 32-year review.
J. Pediatr. Surg. 1993, 28, 92–95. [CrossRef]

25. Solomon, B.D.; Baker, L.A.; Bear, K.A.; Cunningham, B.K.; Giampietro, P.F.; Hadigan, C.; Hadley, D.W.; Harrison, S.; Levitt,
M.A.; Niforatos, N.; et al. An approach to the identification of anomalies and etiologies in neonates with identified or suspected
VACTERL (vertebral defects, anal atresia, tracheo-esophageal fistula with esophageal atresia, cardiac anomalies, renal anomalies,
and limb anomalies) association. J. Pediatr. 2014, 164, 451–457. [CrossRef]

http://doi.org/10.1002/ajmg.a.20471
http://doi.org/10.1097/00019605-199407000-00003
http://doi.org/10.1007/s00383-009-2406-y
http://doi.org/10.1016/S0022-3468(05)80364-1
http://doi.org/10.1016/j.jpeds.2013.10.086

	Introduction 
	Materials and Methods 
	Data Extraction 
	Statistical Analysis 

	Results 
	Patient Characteristics 
	DO and Cardiac Anomalies 
	DO and VACTERL Spectrum 
	Patients Specific Risk Factors for Cardiac Anomalies 

	Discussion 
	Conclusions 
	References

