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ABSTRACT

Anomalous congenital bands (ACBs) are rare anatomical
anomalies that can cause acute intestinal obstruction in
neonates and infants. Early recognition is critical as delayed
diagnosis may lead to bowel ischemia or death. We report
the case of a 5-day-old full-term newborn with progressive
abdominal distension, bilious vomiting, and failure to pass
stool. Radiological evaluation revealed duodenal obstruction,
and surgical exploration identified a congenital fibrous band
compressing the ileum. The band was excised, preserving
bowel continuity, and the infant had an uneventful recovery.
Clinicians should suspect ACBs in neonates with unexplained
intestinal obstruction, as prompt surgical management
can be lifesaving. Anomalous congenital bands (ACBs) are
rare anatomical anomalies that can cause acute intestinal
obstruction in neonates and infants. Their preoperative
diagnosis is often challenging due to nonspecific clinical
features and the absence of prior surgical history. We report
the case of a 5-day-old full-term newborn who presented with
signs of intestinal obstruction. Clinical evaluation revealed
abdominal distension, bilious gastric residues, and absence
of meconium passage. Abdominal radiography demonstrated
air-fluid levels suggestive of small bowel obstruction.
Surgical exploration revealed an anomalous congenital band
compressing a segment of ileum, resulting in a mechanical
obstruction. The band was resected, and an ileo-ileal end-
to-end anastomosis was performed following resection of a
dilated aperistaltic bowel segment. Postoperative recovery
was uneventful.
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INTRODUCTION

Neonatal intestinal obstruction is a potentially life-threatening
condition with a broad spectrum of etiologies. While the most
common causes include intestinal atresia, malrotation with
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volvulus, Hirschsprung’s disease, and meconium-related
disorders, extrinsic causes such as congenital bands are far
less frequent. Anomalous congenital bands (ACBs) are rare
remnants of embryonic structures, possibly arising from
persistent fetal vessels or ventral mesenteric folds that fail to
regress [1,2].

These bands can compress the bowel externally and lead to
partial or complete obstruction. In this report, we present a
case of a 5-day-old newborn with acute intestinal obstruction
caused by a congenital band, and we discuss the clinical
presentation, surgical findings, and management in the
context of available pediatric literature.

CASE REPORT

A 5-day-old male newborn was admitted to the neonatal
intensive care unit for abdominal distension, decreased
feeding, and progressive bilious vomiting. He was born at
term from an uneventful pregnancy, with normal antenatal
ultrasounds. Birth weight was 2800 g, Apgar scores were 10 at
5 min, and meconium was passed within the first 24 h of life.

Timeline of symptoms:

- Day 1: Normal adaptation, meconium passed.
- Day 2: Reduced feeding frequency noted.

- Day 3: Onset of mild abdominal distension.

- Day 4: Bilious vomiting and worsening distension
prompted hospital admission.

- Day 5: Contrast study revealed duodenal obstruction =
surgical intervention performed.

On admission: The newborn was hemodynamically stable
(HR 145 bpm, RR 26/min, T 37.6°C, BP 75/48 mmHg) with mild
dehydration. Lab work: leukocytes 15 x 10%/uL, Hb 12.5 g/
dL, platelets 185 x 10°/uL, electrolytes normal. Nasogastric
tube drainage yielded bilious residues; rectum was empty.
Resuscitation: IV fluids, nasogastric decompression, and
perioperative antibiotics were initiated.

Surgery: Exploratory laparotomy revealed a fibrous congenital
band compressing the ileum without ischemia or atresia. The
band was divided, bowel viability confirmed, no resection
required. Postoperative course: Full oral feeds resumed by the
fourth postoperative day, discharge on day 10 with normal
bowel function.

Citation: Ayad A, et al. (2025). A Rare Cause of Intestinal Obstruction in a Newborn: Anomalous Congenital Band. Cases. 4(2):24.

A 5-day-old male newborn was admitted to the neonatal
intensive care unit for abdominal distension, decreased
feeding frequency, and generalized hypotonia. He was born
at term from a well-followed pregnancy with no reported
prenatal abnormalities. Antenatal ultrasound was normal, and
maternal laboratory results were unremarkable. Delivery was
vaginal, with a birth weight of 2800 g and Apgar scores of 10
at the fifth minute. Meconium was passed within the first 24
hours of life.

Over the following days, the infant developed progressive
abdominal distension, significant bilious vomiting, and
intermittent episodes of abdominal colic. Upon admission,
the newborn was hemodynamically stable: heart rate was
145 bpm, respirations 26 per minute, temperature 37,6blood
pressure was 75/48 mmHg, and capillary blood glucose was
within normal limits. He weighed 2650 g, with mild clinical
signs of dehydration. Nasogastric aspiration revealed clearly
bilious residue. Rectal ampulla was empty.

Parenteral solutions were started. Complete blood count with
leukocytes 15x103/uL, segmental neutrophils 89, hemoglobin
was 12,5g/dL, hematocrit 50%, platelets 185 185/103/pL,
there was no important electrolyte imbalance in the blood
chemistry.

In light of suspected neonatal intestinal obstruction, a contrast
study with barium was performed (Figure1). The abdominal
X-ray revealed a markedly distended stomach and proximal
duodenum with an abrupt cut-off, and no contrast passage
beyond the second portion of the duodenum—findings
suggestive of a duodenal obstruction, likely from an extrinsic
cause.

The newborn was taken to the operating room for exploratory
laparotomy. Intraoperative findings revealed a congenital
fibrous band compressing the small intestine (Figure 2).

No signs of intestinal necrosis were observed. The band
was surgically excised, Intestinal integrity and passage were
intact and not disrupted by excision of band. No remnant of
omphalomesenteric canal was found. On postoperative forth
day, patient was fed through nasogastric tube.

On postoperative fifth day, patient was fed wholly through
oral route. Patient was discharged on postoperative10th day
with oral intake and spontaneous defecation.
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Figure 1. Contrast radiograph showing abrupt duodenal obstruction (arrow).

Figure 2. Intraoperative image revealing the congenital fibrous band (arrow).

Citation: Ayad A, et al. (2025). A Rare Cause of Intestinal Obstruction in a Newborn: Anomalous Congenital Band. Cases. 4(2):24.

DOI : https://doi.org/10.35702/cases.10024



Ayad A, et al.

ISSN: 2836-1555

Congenital bands are an uncommon but important cause
of neonatal intestinal obstruction. While most neonatal
obstructions arise from intrinsic anomalies such as atresia
or malrotation, ACBs represent a rare extrinsic cause, often
diagnosed intraoperatively due to nonspecific clinical and
imaging findings. Our case is notable for presentation at day
5 of life with duodenal-level obstruction but no ischemia, and

successful outcome with simple band excision.

Literature review shows variable age at presentation, ranging
from neonatal period to adulthood. Recent case series
confirm the small intestine as the most frequent site, with
duodenal involvement less common but clinically significant.
Early surgery prevents complications such as necrosis or
perforation. Our findings align with contemporary reports
emphasizing prompt exploration when intrinsic causes are
excluded and obstruction persists.

DISCUSSION

Congenital bands are rare but significant causes of intestinal
obstruction in the pediatric population. These fibrous
structures, believed to be remnants of embryonic vessels
or mesenteric folds, may cause extrinsic compression of the
bowel, leading to partial or complete obstruction without
prior surgical history [1,3,4]. While most cases of neonatal
intestinal obstruction are attributable to intrinsic anomalies
such as atresia, stenosis, or malrotation [2,5], anomalous
congenital bands (ACBs) remain an under-recognized etiology,

particularly in neonates [3,6].

In our case, a 5-day-old term neonate presented with
progressive abdominal distension, bilious vomiting, and signs
of intestinal colic, following normal antenatal evaluations
and unremarkable early neonatal adaptation. The presence
of bilious nasogastric residue, empty rectal ampulla, and a
contrast study showing duodenal-level obstruction pointed
to a mechanical etiology. Exploratory surgery confirmed the
presence of a congenital fibrous band compressing a segment
of the small bowel, without associated atresia or ischemia.

ACBs can be located anywhere along the gastrointestinal
tract but are more commonly reported in the small intestine,
[3,6,7].
involvement, although less frequent, has been described

particularly the jejunum and ileum Duodenal
and often mimics more common causes such as annular
pancreas or Ladd’s bands associated with malrotation [1,2,5].
In the neonatal period, early diagnosis is essential to avoid

complications such as bowel necrosis, perforation, or even
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death [8,9].

The clinical presentation of ACBs is nonspecific and
indistinguishable from other causes of neonatal intestinal
obstruction. Radiological findings may show a level of
obstruction but rarely identify the band itself. Therefore, the
diagnosis is typically made intraoperatively [3,4,10]. In our
case, the absence of signs of ischemia allowed for simple
excision of the band without bowel resection, highlighting

the importance of early surgical intervention.

A review of the literature reveals that ACBs can present at
any age—from neonates to adults—with variable clinical
manifestations ranging from intermittent abdominal pain
to acute surgical abdomen [6,7,11]. Several fatal cases have
also been reported due to delayed diagnosis or intestinal
ischemia [8,12]. Thus, in any neonate presenting with signs
of mechanical obstruction without prior surgery or classical
intrinsic causes, ACBs should be considered in the differential
diagnosis.

In neonates with unexplained intestinal obstruction and
no intrinsic cause, anomalous congenital bands should be
suspected. Prompt surgical exploration enables definitive
diagnosis, prevents ischemic complications, and ensures
excellent outcomes [13,14].

CONCLUSION

Anomalous congenital bands, although rare, should not be
overlooked as a potential cause of intestinal obstruction
in neonates. Given the absence of pathognomonic clinical
or radiological signs, a high index of suspicion is essential,
especially when other common etiologies are excluded. Early
surgical exploration remains the definitive diagnostic and
therapeutic approach. Awareness of this condition among
neonatologists, pediatric surgeons, and radiologists is vital to
ensure prompt management and favorable outcomes.
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