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ABSTRACT 

Background: Extended periods of fasting is the main concern in the post - 

operative management of neonatal proximal jejunal obstruction. Gross 

discrepancies in the diameters of proximal dilated segment and distal collapsed 

segment along with lack of adequate propulsion contributes to the delayed 

initiation of enteral feeding. Placement of a transanastomotic feeding tube 

provides an option for early start of enteral feeding. This study evaluates the 

efficacy and safety of a transanastomotic tube in the management of proximal 

jejunal obstruction. Materials and Methods: This is a prospective 

observational study where 10 neonates were taken into the study from April 

2022 to March 2023. They underwent surgical resection and anastomosis for 

proximal jejunal obstruction (jejunal atresia) followed by placement of 

transanastomotic tube. Results: 10 cases were recorded for the efficacy of 

transanastomotic tube with a mean gestational age of 37.4 weeks (SD+/- 2 

weeks) with an average birthweight of 2.58kg (SD+/-1.2kg). Enteral feeding 

was initiated within six hours after surgery. The median time for initiation of 

oral feeds was 10days (5-18 days), and mean length of hospital stay was 

18days (10- 20 days). The study had no mortality and one neonate had a 

complication requiring re-do surgery. Conclusion: Early enteral feeding 

through transanastomotic feeding tube had proven to be safe and efficient 

following surgical correction of neonatal proximal jejunal obstruction. 

 
 

 

INTRODUCTION 
 

Proximal jejunal obstruction (jejunal atresia) is 

considered to be one of the major cause for neonatal 

intestinal obstruction with an incidence of 1 in 5000 

newborns.[1] Defects in the embryogenesis like 

ischemic insult due to intussusception, volvulus, 

perforation, intestinal strangulation due to hernia are 

few of the theories to explain development of 

jejunal atresia.[2]Occasionally, it is associated with 

urogenital anomalies, cardiac anomalies, abdominal 

defects like gastroschisis, malrotation, meconium 

peritonitis or cystic fibrosis.[3] 

Neonates with jejunal atresia present with 

abdominal distension, bilious vomiting, failure to 

pass meconium, feeding difficulties along with a 

history of antenatally diagnosed polyhydramnios. 

Management of jejunal obstruction has improved 

over last few decades with improved neonatal 

intensive care, improved operative technique, 

anaesthesia and total parenteral nutrition. 

Early enteral feeding has become an integral part in 

this management as prolonged fasting leads to 

thinned intestinal mucosa with delay in intestinal 

maturation, villi atrophy, decreased enzymatic 

activity and bacterial translocation which further 

leads to sepsis.[4]Ectatic proximal bowel with 

luminal stasis and poor propulsive activity due to 

obstruction might hinder early enteral nutrition. In 

order to avoid the problem, insertion of 

transanastomotic feeding tube provides a good 

alternative for initiation of feeding and can avoid the 

use of total parental nutrition.[5]Its efficacy was 

proved in the management of congenital duodenal 

obstruction,[5] which was taken as the basis for its 

use in the management of proximal jejunal 

obstruction with gross disparity in the proximal 

distal bowel loops. 

This study aims to evaluate the safety and efficacy 

of transanastomotic tube feeding in the management 

of proximal jejunal obstruction. 
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MATERIALS AND METHODS 

 

This is a prospective observational hospital based 

study. 10 neonates who were clinically and 

radiologically confirmed cases of proximal jejunal 

obstruction (jejunal atresia) were taken into the 

study, who underwent resection and anastomosis 

ofthe atretic segment followed by insertion of 

transanastomotic feeding tube. The study period 

included from April 2022 to March 2023. The 

information regarding neonate’s gestational age, 

gender, birth weight, associated congenital 

anomalies, type of jejunal atresia were taken into 

consideration. The timing of initiation of oral 

feeding, time of full oral feeds, duration of hospital 

stay, complications and mortality were subjected to 

evaluation. 

 

RESULTS 

 

Out of the ten neonates in the study, six neonates 

were males and four neonates were females. The 

mean gestational age at presentation was 37.4 weeks 

(SD+/- 2 weeks) and mean birthweight of 2.58kg 

(SD+/-12kg). The median age of surgery is 10 days 

(5-21 days). 

Table1: Subject Characteristics 
SUBJECT CHARACTERISTICS  

Gender 
Male - 60% 

Female - 40% 

Associated anomaly 

Cardiac- 20% 

Urogenital anomaly - 30% 
No associated anomaly-50% 

Type of defect( Jejunal atresia) 
Type 1 - 30% 

Type 2 - 70% 

 

Definitive surgery of resection and anastomosis of 

the atretic segment (end to end jejuno-jejunal 

anastomosis)was done followed by insertion of 

transanastomotic feeding tube percutaneously and 

another nasogastric tube placement for gastric 

decompression. Transanastomotic feeding was 

started after six hours after surgery.  

The median time for initiation of oral feeds was 10 

days(5-18 days), median time for allowing full oral 

feeds was 18.5 days(12-38 days) and mean length of 

hospital stay was 18days(10 - 20 days). The study 

had no mortality and one neonate had a 

complication requiring re-do surgery which was due 

to adhesions. No transanastomotic feed related 

complications was noted, although one case had 

bilious vomiting on post-operative day 12 due to 

blocked encrusted transanastomotic feeding tube, 

which was relieved after removal of the tube and 

full oral feeds were continued. 

 

DISCUSSION 
 

Transanastomotic feeding is considered as an 

effective and safe alternative approach for initiation 

of early enteral nutrition. Jejunal atresia considered 

one of the most common cause of neonatal intestinal 

obstruction, has seen drastic decrease in the 

mortality by care owing to improved surgical 

techniques, NICU care and post operative 

management.  

Apart from the traditional method of surgical 

resection and anastomosis followed by 5 - 7 days of 

prolonged postoperative fasting which is managed 

by TPN, early enteral feeding through 

transanastomotic feeding tube is an effective 

alternative pathway. Transanastomotic feeding 

could be started as early as 6 hours after surgery or 

as soon as bowel sounds are heard.  

In the literature, we found that the start of oral 

feeding and length of hospital stay was found to 

vary. In contrast, for neonates with a 

transanastomotic feeding tube, the length of hospital 

stay was around 1-2 weeks and in those without a 

transanastomotic feeding tube,it was prolonged up 

to 2-3 weeks.[5] 

Hall (2011) stated that a transanastomotic tube 

allowed earlier full enteral feeding, thus 

significantly reducing the need for central venous 

catheterization and TPN.[6] 

Harwood (2018) stated that inserting ing a 

transanastomotic feeding tube would reduce 44.8% 

of the cost of parenteral nutrition after surgery.[7] On 

the contrary, Updahyay (1996) showed that 

transanastomotic feeding tube would lengthen oral 

feeding initiation and length of stay, leading to 

increment of hospital cost.[8] 

In this series, there was one case of preterm(34 

weeks of gestational age) and one low birth weight 

neonate(2kg) without any mortality. The 

complications due to TPN, prolonged fasting, poor 

peristaltic activity of the ectatic proximal bowel, 

bacterial translocation leading to sepsis were absent. 

The timing of surgery is inversely related to 

incidence of adverse outcomes. The presence of 

other associated congenital anomalies will also 

affect the outcome.  

Many other factors like late presentation, associated 

congenital anomalies, prematurity, infection may 

also contribute the outcome. Thus, the small sample 

size in the study hampered us to analyze each factor 

affecting further outcomes. 

 

CONCLUSION 
 

This series shows a difference from the traditional 

literature that prolonged fasting after resection and 
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anastomosis is a must, but other alternate 

approaches like transanastomotic feeding may be 

safe, effective and beneficial for the neonates 

especially in developing countries like India, where 

cost of TPN cannot be affordable to everyone. This 

report may contribute additional evidence regarding 

transanastomotic feeding tubes and their 

effectiveness for early enteral feeding. 
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