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Abstract
Background: Information on adoption of newer surgical strategies for gastroschisis and their outcomes
is largely limited to hospital-based studies. The aim of this study was to use a new UK national
surveillance system to identify cases and thus to describe the contemporary surgical management and
outcomes of gastroschisis.
Methods: We conducted a national cohort study using the British Association of Paediatric Surgeons
Congenital Anomalies Surveillance System to identify cases between October 2006 and March 2008.
Results: All 28 surgical units in the United Kingdom and Ireland participated (100%). Data were
received for 95% of notified cases of gastroschisis (n = 393). Three hundred thirty-six infants (85.5%)
had simple gastroschisis; 45 infants (11.5%) had complex gastroschisis. For 12 infants (3.0%), the type
of gastroschisis could not be categorized. Operative primary closure (n = 170, or 51%) and staged
closure after a preformed silo (n = 120, or 36%) were the most commonly used intended techniques for
simple gastroschisis. Outcomes for infants with complex gastroschisis were significantly poorer than for
simple cases, although all deaths occurred in the simple group.
Conclusions: This study provides a comprehensive picture of current UK practice in the surgical
management of gastroschisis. Further follow-up data will help to elucidate additional prognostic factors
and guide future research.
© 2010 Elsevier Inc. All rights reserved.
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The contemporary surgical strategies for the correction of 1. Methods

gastroschisis have evolved considerably in modern times.
The principles of management however remain the same,
first, to reduce the viscera safely and, second, to close the
abdominal wall defect with an acceptable cosmetic
appearance. In addition, nutrition must be supported and
associated anomalies or complications identified and
managed appropriately.

The strategies that have been developed are often
summarized as primary or staged procedures, either of
which may or may not be performed under general
anesthesia, that is, operatively or nonoperatively. Operative
primary reduction with sutured fascial defect closure has
become the standard initial surgical strategy, whereas
operative staged reduction is frequently used as a rescue
strategy when reduction is deemed unsafe or physically
impossible because of visceroabdominal disproportion.
Operative staged reduction has been predominantly achieved
by suturing a synthetic material to the enlarged defect and
delayed defect closure. This amounts to an individualized or
selective approach and has been the acceptable standard for
more than 20 years, after an era where operative staged
reduction was considered to be the safest approach but with
poorer cosmetic outcome. In sharp contrast, 2 nonoperative
strategies have emerged; “ward reduction” described by
Bianchi and Dickson [1] in 1998 and more recently
preformed silos for routine staged reduction also without
general anesthesia which have challenged the standard
approaches [2,3]. After reduction of the viscera, subsequent
defect closure is achieved in 1 of 3 main ways: operative
suture closure approximating the fascia usually under general
anesthesia, nonoperative dressing closure that relies on
defect contraction, or prosthetic patch closure, which may be
temporary or permanent using either synthetic or biologic
materials [4,5].

Information on the contemporary usage of these strategies
or adoption of the newer techniques and their outcomes is
limited to hospital or single-operator–based studies [2,6].
There is no national information describing the frequency
with which these different techniques are used in the United
Kingdom nor data concerning the characteristics of affected
infants or their outcomes.

In 2005, the Chief Medical Officer in the United Kingdom
issued a report, “Gastroschisis: A Growing Concern” [7],
which recommended research into the rising prevalence and
the management of gastroschisis. In response, a collaboration
between the British Association of Paediatric Surgeons
(BAPS) and the National Perinatal Epidemiological Unit was
forged to establish the British Association of Paediatric
Surgeons Congenital Anomalies Surveillance System
(BAPS-CASS), a national system, to conduct population-
based studies of a range of conditions requiring pediatric
surgical management in the United Kingdom. The aim of this
study was to describe the contemporary surgical manage-
ment of gastroschisis throughout the United Kingdom and
associated perioperative outcomes.
1.1. Case definition

We defined cases as any liveborn infant with gastro-
schisis, defined as a congenital malformation characterized
by visceral herniation through an abdominal wall defect
lateral to an intact umbilical cord and not covered by a
membrane. We excluded infants with aplasia or hypopla-
sia of abdominal muscles, skin-covered umbilical hernia,
and exomphalos.
1.2. Data collection

We identified cases through BAPS-CASS between
October 2006 and March 2008 inclusively. We identified
a nominated reporting clinician in each of the 28 pediatric
surgical centers in the United Kingdom and Ireland. Each
month, we sent them a routine monthly reporting card,
requesting details of the number of infants born and
admitted to their unit that month with gastroschisis. We
also asked participating clinicians to return a “nil report,”
that is, a card noting that there were no cases, in order that
we could be confident that all cases were being reported. If a
clinician did not return a card for 3 successive months, we
contacted them by telephone or e-mail to obtain the missing
case reports.

In response to a monthly card returned indicating that
there had been a case of gastroschisis, we sent clinicians a
form requesting further details of the infant, including
diagnosis, surgical management, operative complications,
and other outcomes. If the form was not returned after
6 weeks, we sent a reminder letter; after 10 weeks, we
contacted the clinician by e-mail; after 14 and 28 weeks, we
sent a further reminder including a new form. This form
sought details of outcomes up to first discharge from hospital
or 6 months of age, whichever came sooner.

We double entered all data into a customized database
and excluded duplicate reports by comparing hospital,
mother's year of birth, and date of first operation. If any
data items were missing or fell outside prespecified ranges,
we contacted the clinician who had completed the form
to complete the information. If we did not receive a res-
ponse to our first request for missing information, we
sent the request again a month later and then again after 2
and 3 months.

Note that details of 26 patients from Sheffield
Children's Hospital and 13 from King's College Hospital
have been reported previously as part of a separate
retrospective study of all cases of gastroschisis managed
with a preformed silo in 4 UK neonatal surgical units
(Sheffield Children's Hospital, Southampton University
Hospitals Trust, King's College Hospital, London, and
John Radcliffe Hospital, Oxford) between January 2001
and December 2007 [8].



Table 1 Patient characteristics according to type of
gastroschisis

Characteristic Simple,
n (%) a

(n = 336)

Complex,
n (%) a

(n = 45)

Unknown,
n (%) a

(n = 12)

Ethnicity
White 297 (91) 38 (90) 8 (89)
Nonwhite 28 (9) 4 (10) 1 (11)
Sex
Male 157 (47) 16 (36) 4 (36)
Female 179 (53) 29 (64) 7 (64)
Birth weight (g)
≥2500 145 (43) 12 (27) 4 (44)
b2500 191 (57) 33 (73) 5 (56)
Gestational age (wk)
≥37 192 (57) 12 (27) 4 (44)
b37 144 (43) 33 (73) 5 (56)
Antenatally diagnosed
No 4 (1) 1 (2) 0 (0)
Yes 332 (99) 44 (98) 9 (100)
Associated anomalies
(nonbowel)
No 316 (94) 43 (96) 7 (88)
Yes 20 (6) 2 (4) 1 (12)

Mode of delivery
Caesarean section
before labor

41 (12) 11 (24) 1 (9)

Cesarean section after
labor onset

86 (26) 10 (22) 2 (18)

Other 209 (62) 24 (53) 8 (73)
Transferred after birth
No 221 (66) 29 (64) 5 (45)
Yes 115 (34) 16 (36) 6 (55)

a Percentages of those with data.
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1.3. Additional case ascertainment

In addition to identifying cases through BAPS-CASS, we
also identified cases through the UK Obstetric Surveillance
System and the British Isles Network of Congenital
Anomalies Registers.8,9 Where we identified a case that
had not been reported through BAPS-CASS, we contacted
the relevant BAPS-CASS reporting clinician and asked them
to complete a data collection form.

1.4. Ethics committee approval

This study was approved by the London Multi-centre
Research Ethics Committee (Study reference 05/MRE02/82).

1.5. Statistical analyses

Wecompared outcomes in infants with simple gastroschisis
(defined as intact continuous bowel that is not compromised or
breached at delivery or presentation) and those with complex
gastroschisis (defined as the presence of 1 or more of the
following criteria: intestinal atresia, perforation or intestinal
necrosis at delivery or presentation, or missed atresia) using
nonparametric methods. We calculated risk ratios (RRs) with
95% confidence intervals (CIs). All analyses were carried out
using SPSS version 15 (SPSS, Chicago, IL) and STATA
version 10 (StataCorp, College Station, TX).

2. Results

All 28 pediatric surgical units in the United Kingdom and
Ireland returned data to BAPS-CASS: 100% participation.
Data were received for 95% of notified cases of gastroschisis
(Fig. 1). We received data for a total of 393 cases of
gastroschisis in an estimated birth cohort of 1.1 million
infants during the 18 months of the study.

2.1. Infant characteristics

Three hundred thirty-six infants (85.5%) had simple
gastroschisis; 45 infants (11.5%) had complex gastroschi-
Fig. 1 Case reporting and completeness of data collection.
sis, and for 12 infants (3.0%), the type of gastroschisis
could not be categorized (Table 1). There were no cases of
closed gastroschisis. Of the 45 cases of complex gastro-
schisis reported, 31 infants had atresia only, 12 infants had
atresia and bowel perforation, and 2 patients had bowel
perforation only. Infants with complex gastroschisis were
significantly more likely to be born preterm or with a birth
weight less than 2500 g (P b 0.05). Other characteristics of
infants with both simple and complex gastroschisis are
shown in Table 1.

Ninety-eight percent of all cases of gastroschisis (n = 385)
were detected antenatally; 97% had the defect sited to the
right of the umbilicus. The size of the defect was measured in
28% of infants, with a median reported diameter of 3 cm
(range, 0.3-7 cm). The bowel length was only measured in
3% of cases.

2.2. Surgical management

The operative management (primary reduction and defect
closure and staged reduction with delayed defect closure) of



Table 2 Initial management for simple gastroschisis

Initial management,
n (%) (n = 336)

Successful,
n (%)

Converted,
n (%)

Operative primary
closure, 170 (51)

140 (82) 30 (18)

Ward reduction, 25 (7) 18 (72) 7 (28)
Preformed silo, 120 (36) 113 (94) 7 (6)
Custom silo, 15 (4) 14 (93) 1 (7)
Prosthetic patch, 5 (1) 5 (100) 0 (0)
Other primary closure, 1 (0.3) 1 (100) 0 (0)
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the simple gastroschisis cases is shown in Fig. 2 and Table 2.
Operative primary reduction and defect closure (n = 170, or
51%) and staged reduction with delayed defect closure using
an application of a preformed silo (n = 120, or 36%) were the
most commonly used intended techniques.

For infants with simple gastroschisis where the intended
initial management with a preformed silo was successful (n =
113), silo removal was performed after a median of 5 days
(range, 0-26 days).

The operative management (primary and staged closure)
of the complex gastroschisis cases is shown in Fig. 3 and
Table 3. Operative primary reduction and defect closure
(n = 32, or 71%) and staged reduction with delayed defect
closure by application of a preformed silo (n = 11, or 24%)
were the most common techniques.

2.3. Outcomes

The outcomes for both simple and complex gastroschisis
are shown in Table 4. Infants with complex gastroschisis
were more likely to be ventilated postoperatively (RR, 1.21;
95% CI, 1.09-1.33), more likely to require reoperation (RR,
6.53; 95% CI, 4.70-9.09), more likely to develop intestinal
failure associated liver disease (IFALD; RR, 8.21; 95% CI,
3.70-18.2), and more likely to receive Total Parenteral
Nutrition (TPN) for more than 28 days (RR, 2.07; 95% CI,
1.71-2.51). There were no other statistically significant
differences in any of the outcomes we examined.

Outcomes for the 2 most frequently performed intended
procedures for simple gastroschisis, operative fascial
closure, and preformed silo are shown in Table 5. Thirty-
four of the infants with simple gastroschisis managed with
either of these techniques had reoperations; 25 had 1
reoperation, and 12 had more than 1 further operations.

Six infants died in the neonatal period, all of whom had
simple gastroschisis, 3 from bowel ischemia and associ-
Fig. 2 Initial management for simple gastroschisis. Numbers indicate co
primary reduction with sutured fascial defect closure.
ated complications of gastroschisis after initial surgical
management with either preformed (n = 2) or custom silo
(n = 1), 1 caused by respiratory complications of
prematurity, 1 caused by multiple congenital anomalies,
and 1 from unrelated infection.
3. Discussion

This study describes, for the first time, the contemporary
surgical management and associated outcomes of a UK
national cohort of infants with gastroschisis. This has been
achieved through a unique collaboration of all tertiary
pediatric surgical centers in the United Kingdom and Ireland,
the BAPS-CASS, which enables national cohort studies of a
range of pediatric surgical conditions. Typically, studies of
such conditions report the surgical outcomes of hospital-
based case series; hospital-based case series are subject to
biases that limit their validity and generalizability, including
particularly case selection and information bias and the
biases inherent in single-operator series. By collecting
information about all cases nationally, the information
generated from this study is uniquely generalizable,
providing a true picture of current surgical management of
nverted cases and subsequent management. OPC indicates operative



Fig. 3 Initial management for complex gastroschisis. Numbers indicate converted cases and subsequent management. OPC indicates
operative primary reduction with sutured fascial defect closure.
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gastroschisis on a population basis and thus a benchmark
against which the practice and outcomes in single centers
may be compared, as well as a baseline against which any
future changes in practice or service provision may be
evaluated. Center-based studies without a clearly defined
population base are not able to be used for these purposes.

We used several methods to try to ensure that this national
cohort is as complete as possible. We identified cases
through “active negative surveillance”; that is, we actively
sought cases from each center on a monthly basis and
required centers to submit a “nil return” indicating that there
were no cases so that we could be certain that all centers were
reporting. We also used 2 additional sources of cases
ascertainment: a national reporting system covering all
consultant-led maternity units in the United Kingdom [9]
and the British Isles Network of Congenital Anomalies
Registers [10], which covers 50% of the births in the United
Kingdom. Where cases were identified through either of
these sources and not through BAPS-CASS, we contacted
Table 3 Initial management for complex gastroschisis

Initial management,
n (%) (n = 45)

Successful,
n (%)

Converted,
n (%)

Operative primary
closure, 32 (71)

28 (86) 4 (14)

Ward reduction, 0 (0) 0 (0) 0 (0)
Preformed silo, 11 (24) 10 (91) 1 (9)
Custom silo, 1 (2) 1 (100) 0 (0)
Patch, 1 (2) 1 (100) 0 (0)
the appropriate pediatric surgeon and asked them to complete
a data collection form. We are, therefore, confident that we
have identified a high proportion of all affected infants,
therefore allowing us to produce high quality generalizable
information to inform the management of infants with
gastroschisis in all countries with well-developed health care
systems similar to that of the United Kingdom.

We divided cases into simple or complex gastroschisis
according to the presence of additional bowel damage
(perforation or atresia), as these factors are known to impact
on choice of surgical technique as well as outcomes. Nearly
90% of infants had simple gastroschisis according to our
classification. Many different general classifications may be
used to stratify neonatal surgical patients according to their
severity of illness, for example, SNAP-II and SNAPPE-II
(Score for Neonatal Acute Physiology and SNAP Perinatal
Extension) [11]. We chose to use a more straightforward
classification of severity to limit the data collection burden for
collaborating centers and to produce information that would be
understandable and easily used for the purposes of counseling
parents. The one other national prospective population-based
study of the surgicalmanagement of gastroschisis, reporting on
100 infants with gastroschisis in Canada [12], did not attempt
to separate the infants into these groups, possibly because the
smaller number of cases severely limits the generalizability of
any discussion of complex cases as a unique group. This
classification has, however, been used in other retrospective
national and hospital-based database studies, which report
similar proportions [13,14].

Although this classification divides infants with gastro-
schisis into 2 broad groups, there are many other factors that



Table 5 Outcomes of simple gastroschisis according to initial
management

Operative
fascial
closure,
n (%)
(n = 170)

Preformed
silo, n (%)
(n = 120)

Risk
ratio
(95% CI)

Ventilated postoperatively
No 21 (12) 44 (37) 1
Yes 149 (88) 76 (63) 1.38

(1.19-1.60)
Wound dehiscence
No 166 (98) 111 (93) 1
Yes 4 (2) 9 (7) 0.31

(0.10-1.00)
Wound infection
No 165 (97) 115 (96) 1
Yes 5 (3) 5 (4) 0.71

(0.21-2.38)
IFALD
No 164 (96) 118 (98) 1
Yes 6 (4) 2 (2) 2.12

(0.43-10.3)
Abdominal compartment syndrome
No 170 (100) 120 (100) 1
Yes 0 (0) 0 (0) Not estimable
Necrotizing enterocolitis
No 152 (89) 110 (92) 1
Yes 18 (11) 10 (8) 1.27

(0.61-2.65)
Reoperation
No 146 (86) 110 (92) 1
Yes 24 (14) 10 (8) 1.69

(0.84-3.41)
Neonatal death
No 167 (98) 118 (98) 1
Yes 3 (2) 2 (2) 1.06

(0.18-6.24)
Received TPN a (d)
b28 109 (66) 54 (48) 1
≥28 56 (34) 59 (52) 0.65

(0.49-0.86)
a Excludes infants who died.

Table 4 Outcomes for simple and complex gastroschisis

Simple,
n (%)
(n = 336)

Complex,
n (%)
(n = 45)

Risk ratio
(95% CI)

Ventilated postoperatively
No 76 (23) 3 (7) 1
Yes 260 (77) 42 (93) 1.21

(1.09-1.33)
Wound dehiscence
No 320 (95) 42 (93) 1
Yes 16 (5) 3 (7) 1.40

(0.42-4.62)
Wound infection
No 324 (97) 45 (100) 1
Yes 10 (3) 0 (0) Not estimable

IFALD
No 326 (97) 34 (76) 1
Yes 10 (3) 11 (24) 8.21

(3.70-18.2)
Abdominal compartment syndrome
No 334 (99) 45 (100) 1
Yes 2 (b1) 0 (0) Not estimable
Necrotizing enterocolitis
No 304 (90) 39 (87) 1
Yes 32 (10) 6 (13) 1.40

(0.62-3.16)
Reoperation
No 296 (88) 10 (22) 1
Yes 40 (12) 35 (78) 6.53

(4.70-9.09)
Neonatal death
No 330 (98) 45 (100) 1
Yes 6 (2) 0 (0) Not estimable

Received TPN a (d)
b28 196 (60) 8 (18) 1
≥28 129 (40) 37 (82) 2.07

(1.71-2.51)
a Excludes infants who died.
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influence the choice of surgical procedure, including factors
relating to the infant, the surgeon, and the surgical unit,
where it would be impossible to capture comprehensively in
a study such as this. The only way that the outcomes from
surgical procedures can be truly evaluated is when the
characteristics of the groups being compared, both known
and unknown, are entirely balanced, that is, in the context of
a randomized controlled trial (RCT). Nevertheless, this
national observational study does not demonstrate any clear
benefit of one technique over another and thus provides
important information to inform the development of an RCT.

The surgical strategy used most commonly by surgeons in
the United Kingdom and Ireland was operative primary
reduction and sutured fascial defect closure; the frequency of
use was significantly different for simple and complex
categories of gastroschisis (51% versus 71%). Staged
reduction and delayed defect closure using preformed silos,
most of which were placed nonoperatively at the bedside,
were used for 36% and 24% of simple and complex cases,
respectively, which was not significantly different. Nonop-
erative ward reduction was used exclusively for simple
gastroschisis in keeping with the selection criteria suggested
by Bianchi et al [6] in 2002 and only accounted for 6% of
simple gastroschisis cases. A Cochrane review in 2002 found
that the evidence neither “supports or refutes”ward reduction
and recommended a RCT to address the question [15,16]. No
trial has been undertaken to date, and the results of this
national observational study suggest that the technique has
not been widely adopted in the United Kingdom. There is a
suggestion from these data that the technique is associated
with a lower initial success rate than other techniques for
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closure of simple gastroschisis, indicating that case selection
criteria should be further developed before the decision to
use this technique is made. It should be noted, however, that
this higher conversion rate is entirely consistent with the
intentions and suggestions of the original authors of these
techniques, who advocate that in the first instance,
appropriately selected patients should follow a nonoperative
reduction with the option of immediate conversion in the
event of any difficulties or concerns. This allows the option
of nonoperative reduction for infants for whom it is suitable
while reducing serious complication risks by allowing for
early conversion if necessary.

In contrast, staged reduction and delayed defect closure
using preformed silos has been widely adopted in the United
Kingdom, being the intended initial technique in 33% of all
cases. The potential advantages of nonoperative placement
of preformed silos at the bedside soon after birth, whether
followed by operative delayed defect closure or a nonoper-
ative dressing closure, has been highlighted by retrospective
studies and 1 RCT, which essentially would seem to be a
reduced need for ventilatory support and general anesthesia,
although outcomes in these studies were similar, and
therefore, these benefits have not been proven [2,3]. The
single previous population-based study by the Canadian
Association of Pediatric Surgeons Network also used
population-based data from 16 centers with similar success
in data collection. They reported comparable outcomes
between operative “urgent closure” and staged reduction
with delayed defect closure using a preformed silo; however,
as in our study, neither the surgical strategy nor the perinatal
management was standardized [12].

Our data on defect closure is limited, but these national
data seem to show a lower rate of prosthetic patch closure
than some single-center studies [17], which suggests that
visceroabdominal disproportion is largely overcome and
closure techniques are mostly successful in bringing about
fascial apposition. This, in view of the fact that only
approximately half of all cases are managed with intended
operative primary reduction and defect closure may indicate
that visceroabdominal disproportion is largely correctly
predicted, so avoiding abdominal compartment syndrome
and that staged closure techniques are being appropriately
used in these cases.

The conversion rate for all initial surgical strategies
deployed for simple gastroschisis was 13%. For operative
fascial closure, this was 18%, and for ward reduction, it was
28%, both of which rates seemed higher than the conversion
rates for preformed silo (6%). Case characteristics clearly
influence the surgeon's choice of initial surgical strategy and
the subsequent success; thus, these rates cannot be validly
compared statistically. However, the conversion rates
importantly suggest that no single approach is universally
applicable, and therefore, a rescue strategy is needed by all
surgeons. It seems that a clinical pathway is emerging in
which a nonoperative technique may be adopted with
conversion to an operative strategy if difficulties are
encountered. Formalizing this pathway may be a rational
approach, and gaining a consensus for this would be helpful.
Risk categorization has been used to describe cases, but
applying this to inform decision making would require some
support by the surgical community [13].

It would seem that the 4 main strategies used may be useful
to surgeons from time to time to allow them to tailor their
approach according to factors such as related bowel injury,
visceroabdominal disproportion, associated anomalies, or
complications such as necrotizing enterocolitis. An RCT,
therefore, of operative primary reduction versus staged
reduction using a preformed silo for simple gastroschisis is
possibly warranted. An RCT of operative primary reduction
versus nonoperative primary “ward” reduction would be more
problematic because ward reduction has not been adopted
widely. However, many proponents of preformed silos would
argue that if there is no clear additional clinical benefit, then
why perform emergency surgical closure that has greater
resource utilization and increased out of hours activity, which
could make recruitment of trial sites problematic. Further-
more, the expertise of using preformed silos requires some
time to develop [8]. The occurrence of bowel ischemia and
abdominal compartment syndrome remains a concern for all
strategies, and vigilance in monitoring is essential. However,
the results of this national observational study demonstrate no
clear benefits of either technique and may thus go some way
toward demonstrating the true clinical equipoise required for a
trial to gain the support of the whole surgical community.

Consistent with previous reports [13,14,18], most regis-
tered cases were categorized as simple gastroschisis (85%),
and infants with simple gastroschisis were statistically
significantly less likely to be ventilated postoperatively,
develop IFALD, undergo reoperation, or require TPN for
longer than 4 weeks when compared with the complex
group. Nonstatistically significant but potentially clinically
significant increases in rates of wound infection and
necrotizing enterocolitis were observed in the complex
group. Interestingly, all the neonatal deaths occurred in
the simple group, although this was not statistically sig-
nificantly different because of the small numbers involved.
It should also be noted that only 3 of these infants died from
complications directly related to their gastroschisis. We
recognize, however, that all the outcomes we studied are
short-term outcomes, and we are continuing to follow these
infants up further to 1 year of age to obtain data, in particular
on mortality, TPN dependency, and organ transplantation.

The mortality of gastroschisis is expected to be trimodal,
representing peaks related to 3 phases of care: antenatal,
neonatal, and early infancy. We identified a neonatal
mortality rate of 6 (2%) in the simple group which is similar
to other studies [12] and which is usually attributed to
associated anomalies or complications of initial surgical
intervention. Although in less well-developed health care
settings, this rate is much higher and is attributed to sepsis,
shock, and intestinal ischemia [19], this study suggests
that this mortality rate could still be reduced further in the



1815Contemporary surgical strategies for gastroschisis
United Kingdom. The true overall mortality rate will include
in utero death and termination, as identified from obstetric
data sources, deaths related to complications of neonatal
treatment, and a later peak in early infancy caused by IFALD
and the complications of short bowel syndrome or adhesive
small bowel obstruction. We hope to present these data after
the completion of our 1-year follow-up study.
4. Conclusions

This study provides a comprehensive picture of current
UK practice in the surgical management of gastroschisis.
Furthermore, we have demonstrated the benefits of collab-
orative research to produce generalizable results as well as a
national benchmark, which may be used for comparison by
individual operators and centers. The population-based
BAPS-CASS system allows for rapid case accrual, and we
have clearly demonstrated better short-term outcomes for
infants with simple gastroschisis compared with complex
cases. The 1-year follow-up data will further help to
elucidate prognostic factors and guide further research to
optimize surgical management of gastroschisis as well as
providing robust information to allow comprehensive
parental counseling.
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